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L.A. Medicare Plus (HMO D-SNP) Member Handbook
January 1,2026 – December 31,2026

Your Health and Drug Coverage under L.A. Care Health Plan

Member Handbook Introduction
This Member Handbook, otherwise known as the Evidence of Coverage, tells you about your 
coverage under our plan through December 31,2026. It explains health care services, 
behavioral health (mental health and substance use disorder) services, drug coverage, and 
long-term services and supports. Key terms and their definitions appear in alphabetical order 
in Chapter 12 of this Member Handbook.

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

When this Member Handbook says “we,” “us,” “our,” or “our plan,” it means 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 document in a language other than English and/or in an alternate format, please 
contact Member Services at 1-833-522-3767, TTY: 711, 24 hours a day, 7 days a week, 
including holidays. A representative can help you make or change a standing request. 

Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

 ❖ 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 of charge.
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يُُرجى الانتباه: إذا احتجت إلى المساعدة بلغتك، فاتصل بـ
 1-833-522-3767 (TTY: 711). تتوفر أيُضًًا المساعدات 

 والخدمات للأشخاص ذوي الإعاقة، مثل المستندات المكتوبة بطريُقة
 هذه .(TTY: 711) بريُل والخط الكبيُر. اتصل بـ1-833-522-3767

.الخدمات مجانيُة

 ❖ Հայերեն պիտակ (Armenian) 
ՈՒՇԱԴՐՈՒԹՅՈՒՆ: Եթե Ձեզ օգնություն է 
հարկավոր Ձեր լեզվով, զանգահարեք  
1-833-522-3767 (TTY: 711)։ Կան նաև օժանդակ 
միջոցներ ու ծառայություններ հաշմանդամություն 
ունեցող անձանց համար, օրինակ` Բրայլի 
գրատիպով ու խոշորատառ տպագրված նյութեր։ 
Զանգահարեք 1-833-522-3767 (TTY: 711)։ Այդ 
ծառայություններն անվճար են։

 ❖ 简体中文标语 (Chinese) 
请注意：如果您需要以您的母语提供帮助，请致电 
1-833-522-3767 (TTY: 711)。另外还提供针对残疾人
士的帮助和服务，例如盲文和需要较大字体阅读，
也是方便取用的。请致电 1-833-522-3767 (TTY: 711)
。这些服务都是免费的。

❖
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 ❖ ਪੰਜਾਬੀ ਟੈਗਲਾਈਨ (Punjabi) 
ਧਿਆਨ ਦਿਓ: ਜੇ ਤੁਹਾਨੂ ੰਆਪਣੀ ਭਾਸ਼ਾ ਵਿੱਚ ਮਦਦ ਦੀ ਲੋੜ ਹੈ 
ਤਾਂ ਕਾਲ ਕਰੋ 1-833-522-3767 (TTY: 711). ਅਪਾਹਜ ਲੋਕਾਂ 
ਲਈ ਸਹਾਇਤਾ ਅਤੇ ਸੇਵਾਵਾਂ, ਜਿਵਂੇ ਕਿ ਬ੍ਰੇਲ ਅਤੇ ਮੋਟੀ ਛਪਾਈ ਵਿੱਚ 
ਦਸਤਾਵੇਜ਼, ਵੀ ਉਪਲਬਧ ਹਨ| ਕਾਲ ਕਰੋ 1-833-522-3767 
(TTY: 711). ਇਹ ਸੇਵਾਵਾਂ ਮੁਫਤ ਹਨ|

 ❖ हि दं ी ट गैलाइन (Hindi) 
ध्यान दें: अगर आपको अपनी भाषा में सहायता की 
आवश्यकता है तो 1-833-522-3767 (TTY: 711) पर 
कॉल करें। अशक्तता वाले लोगों के लिए सहायता 
और सेवाए,ं जैसे ब्रेल और बड़ ेप्रिंट में भी दस्तावेज़ 
उपलब्ध हैं। 1-833-522-3767 (TTY: 711) पर कॉल 
करें। ये सेवाए ंनि: शुल्क हैं।

 ❖ Nqe 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 qhab, 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.
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 ❖ 日本語表記 (Japanese) 
注意日本語での対応が必要な場合は 1-833-522-3767 
(TTY: 711) へお電話ください。点字 の資料や文字の
拡大表示など、障がいをお持ちの方のためのサー
ビスも用意しています。1-833-522-3767 (TTY: 711) 
へお電話ください。これらのサービスは無料で提
供しています。

 ❖ 한국어 태그라인 (Korean) 
유의사항: 귀하의 언어로 도움을 받고 싶으시면 
1-833-522-3767 (TTY: 711) 번으로 문의하십시오. 
점자나 큰 활자로 된 문서와 같이 장애가 있는 
분들을 위한 도움과 서비스도 이용 가능합니다.  
1-833-522-3767 (TTY: 711) 번으로 문의하십시오. 
이러한 서비스는 무료로 제공됩니다.

 ❖ ແທກໄລພາສາລາວ (Laotian) 
ປະກາດ: ຖ້າທ່ານຕ້ອງການຄວາມຊ່ວຍເຫືຼອໃນພາສາ
ຂອງທ່ານໃຫ້ໂທຫາເບີ 1-833-522-3767 (TTY: 711). ຍັງມີ
ຄວາມຊ່ວຍເຫຼືອແລະການບໍລິການສຳລັບຄົນພິການ 
ເຊັ່ນເອກະສານທີ່ເປັນອັກສອນນູນແລະມີໂຕພິມ
ໃຫຍ່ ໃຫ້ໂທຫາເບີ 1-833-522-3767 (TTY: 711). ການ
ບໍລິການເຫຼົ່ານີ້ບໍ່ຕ້ອງເສຍຄ່າໃຊ້ຈ່າຍໃດໆ.
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 ❖ Mien Tagline (Mien) 
LONGC HNYOUV JANGX LONGX OC: Beiv taux meih 
qiemx 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 mborqv 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.

 ❖ ឃ្លាាសម្គាាល់់ជាភាសាខ្មែ�ែរ (Cambodian) 
ចំំណាំំ៖ បើ�ើអ្ននក ត្រូ�ូវ ការជំំនួួយ ជាភាសា រ�ស់អ្ននក សូម 
ទូូរស័ព្ទទបើ�បើល់� 1-833-522-3767 (TTY: 711)។ ជំំនួួយ 
នួិង បើសវាកមែ សត្រូម្គា�់ ជំនួព្ទិការ ដូូចំជាឯកសារសរបើសរជា
អ្នក្សរផុុស សត្រូម្គា�់ជំនួព្ទិការខ្មែ�នក ឬឯកសារសរបើសរជា
អ្នក្សរព្ទុមពធំំ ក៏អាចំរកបានួផុងខ្មែដូរ។ ទូូរស័ព្ទទមកបើល់�  
1-833-522-3767 (TTY: 711)។ បើសវាកមែទាំំងបើនួះមិនួ
គិិ�ថ្លៃ�ៃបើ�ើយ។

(Farsi) مطلب به زبان فارسی
توجه: اگر می خواهید به زبان خود کمک دریافت کنید، با

 1-833-522-3767 (TTY: 711) تماس بگیرید. کمک ها و خدمات 
 مخصوص افراد دارای معلولیت، مانند نسخه های خط بریل و چاپ با

  حروف بزرگ، نیز موجود است. با 1-833-522-3767
(TTY: 711) تماس بگیرید. این خدمات رایگان ارائه می شوند.

❖
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 ❖ Русский слоган (Russian) 
ВНИМАНИЕ! Если вам нужна помощь на вашем 
родном языке, звоните по номеру  
1-833-522-3767 (TTY: 711). Также предоставляются 
средства и услуги для людей с ограниченными 
возможностями, например документы крупным 
шрифтом или шрифтом Брайля. Звоните по 
номеру 1-833-522-3767 (TTY: 711). Такие услуги 
предоставляются бесплатно.

 ❖ Mensaje en español (Spanish) 
ATENCIÓN: 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.

6?

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

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.

https://medicare.lacare.org


 ❖ แท็กไลน์ภาษาไทย (Thai) 
โปรดทราบ: หากคุณต้องการความช่วยเหลือเป็นภาษา
ของคุณ กรุณาโทรศัพท์ไปท่ีหมายเลข 1-833-522-3767 
(TTY: 711) นอกจากน้ี ยังพร้อมให้ความช่วยเหลือและบริการ
ต่าง ๆ สำาหรับบุคคลท่ีมีความพิการ เช่น เอกสารต่าง ๆ ท่ี
เป็นอักษรเบรลล์และเอกสารท่ีพิมพ์ด้วยตัวอักษรขนาดใหญ่ 
กรุณาโทรศัพท์ไปที่หมายเลข 1-833-522-3767  
(TTY: 711) ไม่มีค่าใช้จ่ายสำาหรับบริการเหล่านี้

 ❖ Примітка українською (Ukrainian)  
УВАГА! Якщо вам потрібна допомога вашою 
рідною мовою, телефонуйте на номер  
1-833-522-3767 (TTY: 711). Люди з обмеженими 
можливостями також можуть скористатися 
допоміжними засобами та послугами, наприклад, 
отримати документи, надруковані шрифтом Брайля 
та великим шрифтом. Телефонуйте на номер  
1-833-522-3767 (TTY: 711). Ці послуги безкоштовні.

 ❖ Khẩu hiệu tiếng Việt (Vietnamese) 
CHÚ Ý: Nếu quý vị cần trợ giúp bằng ngôn ngữ của 
mình, vui lòng gọi số 1-833-522-3767 (TTY: 711). 
Chúng tôi cũng hỗ trợ và cung cấp các dịch vụ dành 
cho người khuyết tật, như tài liệu bằng chữ nổi Braille và 
chữ khổ lớn (chữ hoa). Vui lòng gọi số 1-833-522-3767 
(TTY: 711). Các dịch vụ này đều miễn phí.
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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. Read this Member Handbook to learn 
more about health care language assistance services 
such as interpreter and translation services.

Other formats 
 ❖ You can get this information, in a timely manner, 
in other formats such as braille, 20-point font large 
print, audio format, and accessible electronic formats 
(data CD) at no cost to you. Call 1-833-522-3767  
(TTY 711). The call is free.

Interpreter services 
 ❖ L.A. Care Medicare Plus provides oral interpretation 
services, as well as sign language, from a qualified 
interpreter, on a 24-hour basis, at no cost to you. 
You don’t have to use a family member or friend as 
an interpreter. We discourage the use of minors as 
interpreters unless it’s an emergency. Interpreter, 
linguistic, and cultural services are available for free. Help 
is available 24 hours a day, 7 days a week. For language 
help, or to get this handbook in a different language, 
call 1-833-522-3767 (TTY 711). The call is free.
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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’ll get 
from us. Key terms and their definitions appear in alphabetical order in the last chapter of this 
Member Handbook.
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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 Long-Term Services and Supports (LTSS) and medical costs. It covers extra 
services and drugs not covered by Medicare.

Each state decides:

• what counts as income and resources,

• who is eligible,

• what services are covered, and

• the cost for services. 

States can decide how to run their programs, as long as they follow the federal rules.
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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 isn’t affected.

C. Advantages of our plan

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

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

• 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:

 о 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.

 о 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’ll 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 L.A. Care Medi-Cal  from your 
previous L.A. Care Medi-Cal health plan for one additional month. After that, you’ll receive 
your services through L.A. Care Medicare Plus. There will be no gap in your L.A. Care Medi-Cal 
coverage. Please call us at the number at the bottom of the page if you have any questions.
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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 can’t stay in our plan if you move outside of our service area. Refer to Chapter 8 of 
this Member Handbook for more information about the effects of moving out of our service area.

E. What makes you eligible to be a plan member

You’re eligible for our plan as long as you:

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

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

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

 о 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’re 
at risk of harm, we must respond within 3 days.

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

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

After the continuity of care period ends, you’ll need to use doctors and other providers in the 
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 this Member Handbook for more information on getting care.

G. Your care team and care plan

G1. Care team

A care team can help you keep getting the care you need. A care team may include your 
doctor, a Care Manager, or other health person that you choose.

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

• a timeline for getting the services you need.

Your care team contacts you after you completed the 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 based on your responses on the HRA.

H. Summary of important costs

Your costs may include the following:

• 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.”

H2. Monthly Medicare Part A and Part B Premium

Some members are required to pay other Medicare premiums. As explained in Section E 
above 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 
Part B premium.
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If Medi-Cal isn’t paying your Medicare premiums for you, you must continue to pay 
your Medicare premiums to stay a member of our plan. This includes your premium for 
Medicare Part B. You may also pay a premium for Medicare Part A if you 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 benefits, also called “optional supplemental benefits,” 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 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. This Member Handbook

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

You can ask for a Member Handbook by 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’re enrolled in our plan between January 1, 2026 
and December 31, 2026.

J. Other important information you get from us

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

17?

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

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.

https://medicare.lacare.org


J1. Your Member ID Card

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

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’ll send you a new card.

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

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

• Substance Use Disorder 

• Medi-Cal Rx 

• As best practice bring both cards to access your services 

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.

  

Member Name: 
Member ID: H1224-001

Care Manager Phone: 1-833-522-3767
PCP Group/Name: 

PCP Phone: 
MEMBER CANNOT BE CHARGED
Copays:           PCP/Specialist: $0     
              ER: $0   Rx: $0-25%

RxBIN: 610602
RxPCN: NVTD
RxGRP: LDSNP 
RxID: 
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Member Services:            1-833-522-DSNP (3767) (TTY: 711)
Behavioral Health:               1-877-344-2858 (TTY: 1-800-735-2929) 
Pharmacy Help Desk:    1-844-268-9785 
Dental Services:                 1-855-552-8243
24-Hour Nurse Advice:  1-800-249-3619 (TTY: 711) 
Find My Urgent Care:     1-844-346-3874 (1-844-FIND-URG)
Website:                                     medicare.lacare.org

In case of an emergency, call 911 or go to the nearest Emergency Room (ER). If you are 
not sure, call your Primary Care Provider (PCP) or contact our 24-Hour Nurse Advice Line.

Providers can call for Pre-authorizations:  1-877-431-2273 
Claim Inquiry:  1-866-522-2736

Send Claims To:  L.A. Care Health Plan, Attn: Claims Dept.
        P.O. Box 811580 Los Angeles, CA 90081SAM

PLE
SAM

PLE
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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

• Our network providers include:

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

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

 о 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.

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

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

The Drug List also tells you if there are any rules or restrictions on any drugs, such as a limit on 
the amount you can get. Refer to Chapter 5 of this Member Handbook for more information.
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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 drug benefits, we send you a summary to help you 
understand and keep track of payments for your Medicare Part D drugs. This summary is 
called the Explanation of Benefits (EOB).

The EOB tells you the total amount you, or others on your behalf, spent on your Medicare Part D 
drugs and the total amount we paid for each of your Medicare Part D drugs during the month. 
This EOB isn’t a bill. The EOB has more information about the drugs you take. Chapter 6 of 
this Member Handbook gives more information about the EOB and how it helps you track your 
drug coverage.

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

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. 
The doctors, hospitals, pharmacists, and other providers in our plan’s network use your 
membership record to know what services and drugs are covered and your cost-sharing 
amounts. Because of this, it’s very important to help us keep your information up to date.

Tell us right away about the following:

• changes to your name, address, or 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 participate in a clinical research study. (Note: You’re not required to tell us about 
a clinical research study you intend to participate in, but we encourage you to do so.)
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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 this Member Handbook.
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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 this 
Member Handbook.
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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 don’t 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

 о 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.

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

 о To learn more about coverage decisions, refer to Chapter 9 of this Member Handbook.
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• appeals about your health care

 о 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. 

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

• complaints about your health care

 о 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).

 о 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 .

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

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

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

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

• coverage decisions about your drugs

 о A coverage decision about your drugs is a decision about:

 – your benefits and covered drugs or

 – the amount we pay for your drugs.

 о 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. 

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

 о An appeal is a way to ask us to change a coverage decision.

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

• complaints about your drugs

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

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

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

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

• payment for health care or drugs you already paid for 

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

 о If you ask us to pay a bill and we deny any part of your request, you can appeal our 
decision. Refer to Chapter 9 of this Member Handbook.
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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. The Care Manager could 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 reviews 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 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 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 don’t 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
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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 

• questions about vision and 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)

• questions 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:

• Assisted Living Facility Transition Services 

• Community-Based Adult Services (CBAS)

• Community or Transition Services 

• Home Modification

• Hospice 

• In-Home Support Services (IHSS) through your county social service agency

• skilled nursing care

• physical therapy

• occupational therapy

• speech therapy

• medical social services

• home health care 

• Long Term Care (LTC) in a nursing facility, or Intermediate Care Facility for 
Developmentally Disabled (ICF/DD) (Note: Prior authorization is not required if facility 
is contracted with L.A. Care.)

• Palliative Care 

• 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 

27?

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

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.

https://medicare.lacare.org


C. Health Insurance Counseling and Advocacy Program (HICAP) 

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

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

CALL 1-800-434-0222

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 Los Angeles Country HICAP Office

4601 Wilshire Blvd., Suite 160

Los Angeles, CA 90010

WEBSITE www.cahealthadvocates.org/HICAP/

Contact HICAP for help with:

• questions about Medicare

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

 о understand your rights,

 о understand your plan choices,

 о answer questions about switching plans,

 о make complaints about your health care or treatment, and

 о assist with billing or claims issues.
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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 don’t 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 
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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 don’t 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.
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F. Quality Improvement Organization (QIO)

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

CALL 1-877-588-1123

TTY 711

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

WRITE Commence Health

PO Box 2687

Virginia Beach, VA 23450

WEBSITE www.livantaqio.com

Contact Commence Health for help with:

• questions about your health care rights

• making a complaint about the care you got if you:

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

 о think your hospital stay is ending too soon, or

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

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

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

CALL 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.

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

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

WEBSITE www.medicare.gov

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

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

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

• Get Medicare appeals information and forms.

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

• Look up helpful websites and phone numbers.

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

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

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

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

CALL 1-800-430-4263

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/
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I. Medi-Cal Managed Care and Mental Health Office of the Ombudsman

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

CALL 1-888-452-8609

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

TTY 1-800-430-7077

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

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

EMAIL MMCDOmbudsmanOffice@dhcs.ca.gov

WEBSITE www.dhcs.ca.gov/services/MH/Pages/mh-ombudsman.aspx 
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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. For L.A. County community members looking for all types of health, human 
and social services in Los Angeles County, please call 2-1-1 for additional support, resources 
and/or referrals. 

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 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:  CalWORKs, CalFresh, Medi-Cal and General Relief, 
with services in Armenian, Cambodian, English, Spanish, Vietnamese, 
Chinese, Farsi, Tagalog, Russian and Korean.

TTY 711

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

WRITE Los Angeles County Department of Public Social Services

12860 Crossroads Parkway South

City of Industry, CA 91746

WEBSITE  http://dpss.lacounty.gov 
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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.

Press 1 for mental health services 
Press 2 for substance use services

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

We have free interpreter services for people who don’t 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

• The Los Angeles County Department of Mental Health (DMH) 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, and mobile crisis services.
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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
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M. Programs to Help People Pay for Drugs

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

M1. Extra Help from Medicare

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

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

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

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

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

WEBSITE www.medicare.gov

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

• When we get the evidence showing the right copayment level, we’ll update our 
system so you can pay the right copayment amount when you get your next 
prescription. If you overpay your copayment, we’ll pay you back either by check or a 
future copayment credit. If the pharmacy didn’t collect your copayment and you owe 
them debt, we may make the payment directly to the pharmacy. If the state paid on 
your behalf, we may make payment directly to the state. Call Member Services at the 
number at the bottom of the page if you have questions.
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M2. AIDS Drug Assistance Program (ADAP)

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

M3. The Medicare Prescription Payment Plan

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

Social Security determines Medicare eligibility and handles Medicare enrollment. 

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

CALL 1-800-772-1213

Calls to this number are free.

Available 8:00 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.ssa.gov 
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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 get Medicare through the RRB, let 
them know if you move or change your mailing address. For questions about your benefits 
from the RRB, contact the agency.

CALL 1-877-772-5772

Calls to this number are free.

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

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

TTY 1-312-751-4701

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

Calls to this number aren’t free.

WEBSITE www.rrb.gov 

41?

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

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.

https://www.rrb.gov/
https://medicare.lacare.org


P. Other resources

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

Certain dental services are available through Medi-Cal Dental, including but 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). 

CALL 1-800-322-6384

The call is free.

Medi-Cal Dental FFS 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 Medi-Cal Dental Fee-For-Service, 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. Dental managed care plan contacts are 
also available here: www.dhcs.ca.gov/services/Pages/ManagedCarePlanDirectory.aspx.
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Chapter 3: Using our plan’s coverage for your 
health care and other covered services

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

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

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

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

B. Rules for getting services our plan covers

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

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

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

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

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

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

 о Our plan’s PCPs are affiliated with medical groups. When you choose your PCP, you’re 
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.
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 о You don’t need referrals 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 (for more information, go to 
Section D in this chapter). Usually, we won’t cover care from a provider who doesn’t 
work with our health plan. This means that you’ll have to pay the provider in full for 
services you get. Here are some cases when this rule doesn’t apply:

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

 о If you need care that our plan covers and our network providers can’t provide it, you 
can get care from an out-of-network provider. 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. For information about getting 
approval to use an out-of-network provider, go to Section D4 in this chapter.

 о 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. 

 о 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 this Member 
Handbook. If we approve your request, you can continue using the providers you use 
now for up to 12 months for services. During that time, your Care Manager will contact 
you to help you find providers in our network that are affiliated with your PCP’s medical 
group. After 12 months, we’ll no longer cover your care if you continue to use 
providers that aren’t in our network and not affiliated with your PCP’s medical group.

Other Health Coverage: Medi-Cal members must utilize all other health coverage (OHC) prior 
to Medi-Cal when the same service is available under your health coverage since Medi-Cal is 
the payer of last resort. This means that in most cases, Medi-Cal will be the secondary payer 
to the Medicare OHC, covering allowable costs not paid by our plan or other OHC up to the 
Medi-Cal rate.

New members to L.A. Care Medicare Plus: In most instances, you’ll 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’ll 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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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.  The Care Manager could 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 Support with coordinating 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’re also choosing the affiliated medical group.

Definition of a PCP and what a PCP does 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.
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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 (FQHC) 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. 
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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’s 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 can change your PCP for any reason, at any time. It’s also possible that your PCP may leave our 
plan’s network. If your PCP leaves our network, we can help you find a new PCP in our network.

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

• 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.

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

• Routine women’s health care and family planning services. This includes breast exams, 
screening mammograms (X-rays of the breast), Pap tests, and pelvic exams as long as 
you get them from a network provider.

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

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 who care for patients with cancer.

• Cardiologists who care for patients with heart problems.

• Orthopedists who 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. 
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D3. When a provider leaves our plan

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

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

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

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

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

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

• If you’re currently undergoing medical treatment or therapies with your current 
provider, you have the right to ask to continue getting medically necessary treatment 
or therapies. We’ll work with you so you can continue to get care.

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

• If we can’t find a qualified network specialist accessible to you, we must arrange an 
out-of-network specialist to provide your care when an in-network provider or benefit 
is unavailable or inadequate to meet your medical needs. Prior authorization is needed.

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

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

D4. Out-of-network providers

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 
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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 accept Medicare and/or Medi-Cal.

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

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

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

E. Long-term services and supports (LTSS)

LTSS can help you stay at home and avoid a hospital or skilled nursing facility stay. You have 
access to certain LTSS through our plan, including 

• Community Based Adult Services (CBAS) 

 о A program where members can go to a center during the day for assistance with 
their daily needs.

• Community Supports 

 о Personal Care and Homemaker Services (PCHS) 

 – Temporary services for individuals who need assistance with activities of daily 
living such as house cleaning, meal preparation or grocery shopping.  Other 
services may be available.

 о Respite Services Care 

 – This service provides rest only for the Member’s primary caregiver.

 о Home Modifications 

 – Physical adaptations to a home that are necessary to ensure the health, welfare, 
and safety of the member.

 о Assisted Living Facility Transition services. 
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 – Facilitate nursing facility transition back into a home-like, community setting 
or divert from a nursing facility.  These services assist Members to live in the 
community and/or avoid institutionalization when possible.

• Hospice

 о Hospice care is a holistic approach for terminally ill members. This includes medical, 
nursing, social, psychological, emotional, and spiritual services.  Hospice consists of 
interventions that focus on quality of life, including whole person care.

 о Refer to Chapter 4: Benefits Chart - Covered Service for Hospice Care for more 
information.

• In Home Supportive Services program (IHSS) 

 о IHSS is a California state program, available through your county social service agency.  
IHSS provides in-home care for assistance with activities of daily living, such as house 
cleaning, meal preparation or grocery shopping.  Other services may be available.  

• Intermediate Care Facility care

 о Community home that provides 24-hour care for members with a 
developmental disability.

• Palliative Care

 о Care focused on preventing, treating and relieving the pain and other debilitating 
effects of serious and chronic illness.

• Skilled Nursing Facility care

 о Provides medical, social, and personal care for members with medical or mental 
conditions who need constant, continuous care.

If you meet the criteria for any 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 a right to access medically necessary behavioral health services that Medicare and 
Medi-Cal cover. We provide access to behavioral health services covered by Medicare and 
Medi-Cal managed care. Our plan doesn’t provide Medi-Cal specialty mental health or county 
substance use disorder services, but these services are available to you through Los Angeles 
County Department of Mental Health or the Los Angeles County Department of Public Health 
for Substance Abuse, Prevention and Control.
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L.A. Care is responsible 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, L.A. Care’s vendor. 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

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 services

• crisis intervention services

• crisis stabilization services

• adult residential treatment services

• crisis residential treatment services

• psychiatric health facility services

• psychiatric inpatient hospital services 

• targeted case management

• justice-Involved Reentry 

• assertive community treatment (ACT) 

• forensic assertive community treatment (FACT) 
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• coordinated specialty care (CSC) for first episode psychosis (FEP) 

• clubhouse Services 

• enhanced community health worker (CHW) Services 

• supported Employment 

• peer support services 

• community-based mobile crisis intervention services 

• therapeutic behavioral services

• therapeutic foster care

• intensive care coordination

• intensive home-based services

Drug Medi-Cal services provided by the Los Angeles County Department of Public Health for 
Substance Abuse, Prevention and Control (DPH-SAPC) include:

• intensive outpatient treatment services

• perinatal residential substance use disorder treatment 

• outpatient treatment services

• narcotic treatment program

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

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

• outpatient treatment services

• intensive outpatient treatment services

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

• residential treatment services

• withdrawal management services
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• narcotic treatment program

• recovery services

• case management

• early intervention services (for members under age 21)

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

• inpatient treatment services

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.

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.

To mental health services covered by the Plan, contact Carelon Behavioral Health at 
1-877-344-2858.

For specialty mental health services, contact the Los Angeles County DMH Help Line at 
1-800-854-7771. 

For substance use services with Los Angeles County DPH-SAPC, contact the Substance Abuse 
Services Hotline (SASH) 1-844-804-7500. 

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

G1. Non-Emergency Medical Transportation

You’re entitled to non-emergency medical transportation if you have medical needs that 
don’t 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’ll 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 won’t pay for an ambulance. You’re 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 aren’t able to use a bus, taxi, car, or van to get to 
your appointment.

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

To ask for medical transportation that your doctor has prescribed for non-urgent routine 
appointments, call 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.

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

• 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 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 can’t be 
reimbursed for driving yourself.

Mileage reimbursement requires all of the following:

• The driver’s license of the driver.

• The vehicle registration of the driver.

• Proof of car insurance 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.

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 can’t 
drive yourself or be reimbursed directly. 

Non-medical transportation doesn’t apply if:

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

• You need assistance from the driver to and from the residence, vehicle, or place of 
treatment due to a physical or medical condition. 
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• You’re in a wheelchair and are unable to move in and out of the vehicle without help 
from the driver.

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

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

H1. Care in a medical emergency

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

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

• loss of or serious harm to bodily functions; or

• serious dysfunction of any bodily organ or part; or

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

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

 о 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 don’t need approval or a referral from your 
PCP. You don’t need to use a network provider. You can get covered emergency 
medical care whenever you need it, anywhere in the U.S. or its territories, from any 
provider with an appropriate state license, even if they’re not part of our network.

• As soon as possible, tell our plan about your emergency. We follow up on your 
emergency care. You, your Care Manager or someone else 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 Member Services at 1-833-522-3767, 24 hours a day, 
7 days a week, including holidays.

Covered services in a medical emergency

Our plan covers ambulance services in situations when getting to the emergency room in any 
other way could endanger your health. We also cover medical services during the emergency. 
To learn more, refer to the Benefits Chart in Chapter 4 of this Member Handbook.
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The providers who give you emergency care decide when your condition is stable and the 
medical emergency is over. They’ll continue to treat you and will contact us to make plans if 
you need follow-up care to get better. 

Medicare does not provide coverage for emergency medical care outside the United States 
and its territories.

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

Getting emergency care if it wasn’t an emergency

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

However, after the doctor says it wasn’t an emergency, we cover your additional care only if:

• 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

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

How to get urgent care 
• To find 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.

Urgently needed care outside our plan’s service area
When you’re outside our plan’s service area, you may not be able to get care from a network 
provider. In that case, our plan covers urgently needed care you get from any provider. However, 
medically necessary routine provider visits, such as annual checkups, aren’t considered urgently 
needed, even if you’re outside our plan’s service area or our plan network is temporarily unavailable.
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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 doesn’t cover urgently needed care or any other non-emergency care that you get 
outside the United States and its territories.

H3. Care during a disaster

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

Visit our website for information on how to get care you need during a declared disaster: 
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 drugs at an out-of-network pharmacy. Refer to 
Chapter 5 of this Member Handbook for more information.

I. What if you’re billed directly for covered services

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 this Member Handbook to find out what 
to do.

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

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

Our plan covers all services:

• that are determined medically necessary, and

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

• that you get by following plan rules.

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

If you want to know if we pay for any medical service or care, you have the right to ask us. You 
also have the right to ask for this in writing. If we say we won’t pay for your services, you have 
the right to appeal our decision.
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Chapter 9 of this Member Handbook explains what to do if you want us to cover a medical 
service or item. It also tells you how to appeal our coverage decision. Call 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.

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, 
part of FFSMedi-Cal, 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. When you’re in a clinical research study, you can stay enrolled in our plan and 
continue to get the rest of your care (care that’s not related to the study) through our plan.

If you want to take part in any Medicare-approved clinical research study, you don’t need to 
tell us or get approval from us or your primary care provider. Providers that give you care as 
part of the study don’t need to be network providers. This doesn’t apply to covered benefits 
that require a clinical trial or registry to assess the benefit, including certain benefits requiring 
coverage with evidence development (NCDs-CED) and investigational device exemption (IDE) 
studies. These benefits may also be subject to prior authorization and other plan rules.

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’ll take 
part in a clinical trial.

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

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

• 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’s part of the research study
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• treatment of any side effects and complications of the new care

If you’re part of a study that Medicare  hasn’t approved, you pay any costs for being in the study.

J3. More about clinical research studies

You can learn more about joining a clinical research study by reading “Medicare & Clinical 
Research Studies” on the Medicare website (www.medicare.gov/sites/default/files/2019-
09/02226-medicare-and-clinical-research-studies.pdf ). You can also call 1-800-MEDICARE 
(1-800-633-4227). TTY users call 1-877-486-2048.

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

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

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

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

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

To get care from a religious non-medical health care institution, you must sign a legal 
document that says you’re against getting medical treatment that’s “non-excepted.”

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

• “Excepted” medical treatment is any care or treatment that’s not voluntary and is 
required under federal, state, or local law.

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

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

• Our plan only covers non-religious aspects of care.

• If you get services from this institution provided to you in a facility:

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

 о You must get approval from us before you’re admitted to the facility, or your stay 
won’t be covered.
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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 own some DME items, such as prosthetics.

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

In some limited situations, we transfer ownership of the DME item to you. Call Member 
Services at the phone number at the bottom of the page for more information.

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

Medicare usually only pays for medical equipment you use at home. But Medi-Cal can also 
help pay for equipment you need outside your home, like in your neighborhood.

L2. DME ownership if you switch to Original Medicare

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

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

• you didn’t 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 don’t count toward the 
payments you need to make after leaving our plan.

• You’ll have to make 13 new payments in a row under Original Medicare or a number of 
new payments in a row set by the MA plan to own the DME item.
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• There are no exceptions to this when you return to Original Medicare or an MA plan.

L3. Oxygen equipment benefits as a member of our plan

If you qualify for oxygen equipment covered by Medicare, we cover:

• rental of oxygen equipment

• 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. Medicare and 
Medi-Cal cover these payments if you’re still enrolled in Medicare and Medi-Cal.

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

• 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.

66?

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

https://medicare.lacare.org


Chapter 4: Benefits chart

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

New members to L.A. Care Medicare Plus: In most instances you’ll 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’ll 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 
aren’t covered. Information about drug benefits is in Chapter 5 of this Member Handbook. This 
chapter also explains limits on some services.

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

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

B. Rules against providers charging you for services

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

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

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 don’t 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, for the first 90 days we may not require you to get approval in 
advance for any active course of treatment, even if the course of treatment was for a 
service that began with an out-of-network provider.
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• You get your care from a network provider. A network provider is a provider who 
works with us. In most cases, care you get from an out-of-network provider won’t be 
covered unless it’s an emergency or urgently needed care or unless your plan or a 
network provider gave you a referral. Chapter 3 of this Member Handbook has more 
information about using network and out-of-network providers.

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

• 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 lose your Medi-Cal benefits, within the 3 month 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 with Certain Chronic Conditions. 

To qualify for SSBCI, you must have one or more chronic conditions (listed above) that meet 
eligibility criteria. In addition, you must have a serious long-term health issues that impacts 
daily life, be at high risk for hospitalization or other major health problems, and require 
significant assistance to manage their care. Responses from your Health Risk Assessment 
(HRA) and your medical records are used to help determine if you qualify. You can also ask 
your doctor to submit a request to L.A. Care that verifies your qualifying medical condition(s) 
and other eligibility criteria for SSBCI. Please remember that the SSBCI benefit and your 
qualifications (when approved) ends at the end of the benefit year. Not everyone will qualify. 

• If you have any of the chronic condition(s) listed below and meet certain medical 
criteria, you may be eligible for additional benefits:

• Chronic alcohol and other drug dependence 

• Autoimmune disorders 

• Cancer

• Cardiovascular disorders 
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• Chronic heart failure

• Dementia

• Diabetes mellitus

• Overweight- obesity- and metabolic syndrome 

• Chronic gastrointestinal disease 

• Chronic kidney disease (CKD) 

• Severe hematologic disorders

• HIV/AIDS

• Chronic lung disorders 

• Chronic and disabling mental health conditions 

• Neurologic disorders 

• Stroke

• Post-organ transplantation 

• Immunodeficiency and Immunosuppressive disorders 

• Conditions associated with cognitive impairment 

• Conditions with functional challenges 

• Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell 

• Conditions that require continued therapy services in order for individuals to 
maintain or retain functioning

• Refer to the “Help with certain chronic conditions” row in the Benefits Chart for 
more information.

• Contact us for additional information.

Most or All preventive services are free. This apple  shows thepreventive services in the 
Benefits Chart.

70?

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

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.

https://medicare.lacare.org


D. Our plan’s Benefits Chart

Covered Service What you pay

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

$0

Acupuncture
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.

This benefit is continued on the next page

$0
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Covered Service What you pay

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

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

Provider Requirements:

Physicians (as defined in 1861(r)(1) of the Social Security Act  
(the Act)) may furnish acupuncture in accordance with applicable 
state requirements.

Physician assistants (PAs), nurse practitioners (NPs)/clinical nurse 
specialists (CNSs) (as identified in 1861(aa) (5) of the Act), and 
auxiliary personnel may furnish acupuncture if they meet all 
applicable state requirements and have:

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

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

Auxiliary personnel furnishing acupuncture must be under the 
appropriate level of supervision of a physician, PA, or NP/CNS 
required by our regulations at 42 CFR §§ 410.26 and 410.27.
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Covered Service What you pay

Routine Acupuncture and Chiropractic (Supplemental) 
Our plan covers up to 45 combined visits each 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 Member 
Services 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

$0

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

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

$0
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Covered Service What you pay

Ambulance services*
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 aren’t emergencies, we may pay for an 
ambulance. Your condition must be serious enough that other ways 
of getting to a place of care could risk your life or health.

$0

Annual Physical Exam
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.

$0

Annual wellness visit
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 Wecome to Medicare visit to get annual wellness visits 
after you’ve had Part B for 12 months.

$0

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

$0
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Behavioral Health Services 
L.A. Care Medicare Plus offers support for mild, moderate, or severe 
impairment(s) resulting from a mental disorder, 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 

• To learn 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.

$0
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Benefits Prepaid Card Allowance – Over-The-Counter (OTC)
You will receive a $110 monthly allowance, preloaded on your 
Benefits Mastercard® Prepaid Card, to use for approved over-the-
counter (OTC) health and wellness items such as cough and cold 
medicine, vitamins, pain relievers, bandages, and more. The card 
and activation instructions will be mailed to you about 7 to 10 
days after joining the plan. You will also receive an OTC catalog in 
the mail, which list all approved items. Once your coverage begins 
and the card is activated, you can start placing orders. Shipping is 
free, and most items arrive within about two days.

Only approved items are covered by the allowance. You can use 
the printed catalog or visit at lacare.nationsbenefit.com to check 
which products are eligible. Please note that any unused funds 
do not carry over to the next month. To make the most of your 
benefit, it’s a good idea to use the full allowance each month.

Getting your items is easy! You can use your Benefits Mastercard® 
Prepaid Card in-store at participating pharmacies and retail 
locations, online, or by phone. 

• In-Stores: You can shop for approved items at places like 
Albertsons, CVS, Food-4-Less, Ralphs, Walgreens, Walmart, and 
more. To find a store near you, visit lacare.nationsbenefits.com

• Online: Go to lacare.nationsbenefits.com to see the list 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 or the Benefits Pro app. If you already 
created an account, simply log in, select your items and when 
ready click “Checkout.”

• By Phone: You can look through your 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 8 a.m. - 8 p.m. local time.

$0
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Bone mass measurement
We pay for certain procedures for members who qualify (usually, 
someone at risk of losing bone mass or at risk of osteoporosis). 
These procedures identify bone mass, find bone loss, or find out 
bone quality. 

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

$0

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

• one baseline mammogram between the ages of 35 and 39 

• one screening mammogram every 12 months 

• clinical breast exams once every 24 months

$0

Cardiac (heart) rehabilitation services*
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.

$0

Cardiovascular (heart) disease risk reduction visit (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’re eating well.

$0

Cardiovascular (heart) disease screening tests
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.

$0
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Cervical and vaginal cancer screening
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

$0

Chiropractic services
We pay for the following services:

• adjustments of the spine to correct alignment

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

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

Chronic pain management and treatment services
Covered monthly services for people living with chronic pain 
(persistent or recurring pain lasting longer than 3 months). 
Services may include pain assessment, medication management, 
and care coordination and planning.

Cost sharing for 
this service will 
vary depending 
on individual 
services provided 
under the course 
of treatment.
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Colorectal cancer screening
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 aren’t at high risk for colorectal cancer, and 
once every 24 months for high risk patients after a previous 
screening colonoscopy.

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

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

• 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.

This benefit is continued on the next page
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Colorectal cancer screening (continued)
• 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.

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

Community Health Worker Service
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

$0
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Dental services
We pay for certain dental services, including but not limited to, 
cleanings, fillings, and dentures. What we don’t cover is available 
through Medi-Cal Dental, described in Section G2 below. 

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

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 
 о Oral Exams – 1 every year 
 о Cleaning – 1 every year 
 о Fluoride Treatment – 1 topical application in a year 
 о X-Rays - 1 every year 

• Comprehensive Services 
 о Restorative* 
 о Endodontics* – 1 per tooth per lifetime 
 о Periodontics* 
 о Prosthodontics (Fixed and Removable)* 
 о Oral/Maxillofacial Surgery* 
 о Adjunctive General Services*

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 

This benefit is continued on the next page
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Dental services (continued)
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

As of July 1, 2026, dental benefits will no longer be available 
to members who do not meet satisfactory immigration 
status requirements. 

Depression screening
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.

$0
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Diabetes screening
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’re 
overweight and have a family history of diabetes.

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

$0
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Diabetic self-management training, services, 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:
 о a blood glucose monitor
 о blood glucose test strips
 о lancet devices and lancets
 о 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:

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

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

$0

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

We cover the following items:

• wheelchairs, including electric wheelchairs

• crutches

• powered mattress systems

• dry pressure pad for mattress

• diabetic supplies

• hospital beds ordered by a provider for use in the home

• intravenous (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.
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Emergency care
Emergency care means services that are:

• given by a provider trained to give emergency services, and
• needed to evaluate or treat a medical emergency.

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

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

• loss of a limb, or loss of function of a limb. 

• In the case of a pregnant woman in active labor, when:
 о There isn’t enough time to safely transfer you to another 

hospital before delivery.
 о 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 move to a 
network hospital 
for your care 
to continue to 
be paid for. You 
can stay in the 
out-of-network 
hospital for your 
inpatient care 
only if our plan 
approves your 
stay.
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Family planning services
The law lets you choose any provider – whether a network 
provider or out-of-network provider – for certain family planning 
services. This means any doctor, clinic, hospital, pharmacy or 
family planning office.

We pay for the following services:

• 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 (STIs)

• 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 
doesn’t include artificial ways to become pregnant.)

• treatment for AIDS and other HIV-related conditions

• genetic testing

$0
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Fitness Benefit (SilverSneakers)
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 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 

Get started in 3 easy steps 
1. Go online to SilverSneakers.com/StartHere to create an online 
account. 
2. Log in to view your member ID number and take it 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. 
SilverSneakers is a registered trademark of Tivity Health, Inc. © 
2025 Tivity Health, Inc. All rights reserved.
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Health and wellness education programs
We offer many programs that focus on certain health conditions. 
These include:

• health education classes;

• nutrition education classes;

• smoking and tobacco use cessation; and
• Nurse Advice Line is available 24 hours a day 7 days  

per week, and can help answer questions about your 
symptoms, offer general health information and send health 
education materials.

• 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) 

• Online health and wellness portal called My Health In Motion 
(MyHIM) which offers written information, videos, and a  
chat function

• Education and support programs for asthma, COPD, diabetes, 
diabetes with chronic kidney disease and high-risk pregnancy

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

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

• molds, supplies, and inserts

• repairs 

• an initial set of batteries

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

• trial period rental of hearing aids

• assistive listening devices, surface-worn bone conduction 
hearing devices

• hearing aid-related audiology and post-evaluation services 

Talk to your provider and get a referral.
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Help with certain chronic conditions
The Special Supplemental Benefits for the Chronically Ill (SSBCI) is 
a program that gives extra help to people who have serious, long-
term health problems. It’s designed to make daily life easier and help 
members take better care of their health at home. 

If you qualify, you will have more spending options to use the monthly 
$110 allowance preloaded on your Benefits Mastercard to pay for 
approved items beyond the over-the-counter (OTC) non-prescription 
health and wellness items. You will also be able to pay for:

• Healthy foods like fruits, vegetables, and whole grains

• Home utility bills like electricity, gas, water, and trash

• Gas at the pump to help you get where you need to go

Important: Your allowance does not carry over to the next month. 
Try to use all $110 each month so you get the most from  
your benefit.

Please note not everyone will qualify. 
How Do You Qualify? 

You must have: 

• a serious long-term health issues that affects your daily life, and

• Be at high risk for going to the hospital or other major health 
problems, and

• Require a lot of help taking care of your health, and

To qualify for SSBCI, you must have one or more chronic conditions 
that meet eligibility criteria:

• Diabetes mellitus,

• Overweight, obesity, and metabolic syndrome,

• Chronic gastrointestinal disease,

• Chronic kidney disease (CKD), 

• Post-organ transplantation,

• Immunodeficiency and Immunosuppressive disorders,

• Conditions associated with cognitive impairment,

This benefit is continued on the next page
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Help with certain chronic conditions (continued)
• Conditions with functional challenges,

• Chronic conditions that impair vision, hearing (deafness), taste, 
touch, and smell,

• Conditions that require continued therapy services in order for 
individuals to maintain or retain functioning,

• Chronic alcohol use disorder and other substance use disorders 
(SUDs),

• Autoimmune disorders,

• Cancer,

• Cardiovascular disorders,

• Chronic heart failure,

• Dementia,

• Severe hematologic disorders,

• HIV/AIDS,

• Chronic lung disorders,

• Chronic and disabling mental health conditions,

• Neurologic disorders,

• Stroke

Responses from your Health Risk Assessment (HRA) and your 
medical records are used to help determine if you qualify.  You 
can also ask your doctor to submit a request to L.A. Care that 
verifies your qualifying medical condition(s) and other eligibility 
criteria for SSBCI. Please remember that the SSBCI benefit and your 
qualifications (when approved) ends at the end of the benefit year.  
Not everyone will qualify. Call Member Services at 1-833-522-3767 
(TTY: 711) for assistance.
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Covered Service What you pay

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

• ask for an HIV screening test, or
• are at increased risk for HIV infection.

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

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

$0

Home health agency care*
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.
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Covered Service What you pay

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

• the drug 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 aren’t 
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.

$0
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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, including programs we own, 
control, or have a financial interest in. Your hospice doctor can be a 
network provider or an out-of-network provider.

Covered services include: 

• drugs to treat symptoms and pain

• short-term respite care

• home care

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

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

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

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

This benefit is continued on the next page

95?

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

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.

https://medicare.lacare.org


Covered Service What you pay

Hospice care (continued)
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 this 
Member Handbook.

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

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

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

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).
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Covered Service What you pay

Immunizations
We pay for the following services:

• pneumonia vaccines

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

• hepatitis B vaccines if you’re at high or intermediate risk of 
getting hepatitis B

• COVID-19 vaccines

• human papillomavirus (HPV) vaccine

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

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

$0
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Covered Service What you pay

Inpatient hospital care*
We pay for the following services and other medically necessary 
services not listed here:

• 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

$0

You must get 
approval from 
our plan to get 
inpatient care 
at an out-of-
network hospital 
after your 
emergency is 
stabilized.
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Covered Service What you pay

Inpatient hospital care* (continued)
If you need a transplant, a Medicare-approved transplant center will 
review your case and decide if you’re 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’re not sure if you’re an inpatient or an 
outpatient, ask the hospital staff.

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

 

Inpatient services in a psychiatric hospital
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. 

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

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

$0
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Covered Service What you pay

Inpatient stay: Covered services in a hospital or skilled 
nursing facility (SNF) during a non-covered inpatient stay
We don’t pay for your inpatient stay if you’ve used all of your inpatient 
benefit or if the stay isn’t reasonable and medically necessary.

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

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

$0
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Covered Service What you pay

Kidney disease services and supplies*
We pay for the following services:

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

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

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

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

• Home dialysis equipment and supplies

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

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

$0
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Lung cancer screening with low dose computed 
tomography (LDCT)
Our plan pays for lung cancer screening every 12 months if you:

• are aged 50-77, 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. If a provider elects to provide a lung cancer screening 
counseling and shared decision-making visit for lung cancer 
screenings, the visit must meet the Medicare criteria for such visits.

$0

Meal Benefit
L.A. Care’s Meals As Medicine program helps Members learn about 
healthy foods and good eating habits. It also offers home delivered 
meals or healthy food items that can be prepared at home. When 
you join, you get:

• Healthy food tailored to your health needs.

• Food sent to your home.

• At least 2 meals per day or 1 food box for up to 12 weeks based 
on your health needs and goals.

• Time with a nutrition expert to learn more about healthy eating.

To join the program, you must have a health condition that can 
be helped by a special diet. This may include diabetes, kidney 
disease, high blood pressure or other conditions of the heart. An 
L.A. Care Registered Dietitian will ask you some questions to see if 
this program is right for you. During the program, you must be able 
to receive a food delivery every week. You will also need to store 
and prepare the meals properly. To learn more, call the Meals As 
Medicine program at (855) 856-6943.

$0
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Medical nutrition therapy
This benefit is for people with diabetes or kidney disease without 
dialysis. It’s also for after a kidney transplant when referred by  
your doctor.

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

We pay for two hours of one-on-one counseling services each 
year after that. If your condition, treatment, or diagnosis changes, 
you may be able to get more hours of treatment with a doctor’s 
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.

$0

Medicare Diabetes Prevention Program (MDPP)
Our plan pays for MDPP services for eligible people. 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.

$0
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Medicare Part B drugs*
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 doesn’t cover them

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

• 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 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 covered 
under Medicare Part B 

• calcimimetic and phosphate binder 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 

• IV immune 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.

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

Chapter 5 of this Member Handbook explains our drug benefit. It 
explains rules you must follow to have prescriptions covered. 
Chapter 6 of this Member Handbook explains what you pay for 
your drugs through our plan.
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Nursing facility care*
A nursing facility (NF) is a place that provides care for people who 
can’t get care at home but who don’t need to be in a hospital.

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

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

• meals, including special diets

• nursing services

• physical therapy, occupational therapy, and speech therapy

• respiratory therapy

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

• blood, including storage and administration

• medical and surgical supplies usually given by nursing facilities

This benefit is continued on the next page
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Covered Service What you pay

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:

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

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

• intake activities

• periodic assessments

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

• substance use counseling

• individual and group therapy

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

$0

Outpatient diagnostic tests and therapeutic services  
and supplies*
We pay for the following services and other medically necessary 
services not listed here:

• X-rays

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

• surgical supplies, such as dressings

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

• lab tests

• blood, including storage and administration

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

• other outpatient diagnostic tests

Prior authorization and referral are required, except for diagnostic 
procedures and services related to COVID-19.
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Outpatient hospital observation*
We pay for outpatient hospital observation services to determine if 
you need to be admitted as an inpatient or can be discharged.

The services must meet Medicare criteria and be considered 
reasonable and necessary. Observation services are covered only 
when provided by the order of a physician or another person 
authorized by state law and hospital staff bylaws to admit patients to 
the hospital or order outpatient tests.

Note: Unless the provider has written an order to admit you as an 
inpatient to the hospital, you’re an outpatient. Even if you stay in the 
hospital overnight, you might still be considered an outpatient. If 
you aren’t sure if you’re an outpatient, ask hospital staff.

Get more information in the Medicare fact sheet Medicare 
Hospital Benefts. This fact sheet is available at Medicare.gov/
publications/11435-Medicare-Hospital-Benefits.pdf
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Covered Service What you pay

Outpatient hospital services*
We pay for medically necessary services you get in the outpatient 
department of a hospital for diagnosis or treatment of an illness or 
injury, such as:

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

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

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

 о 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. 
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Outpatient mental health care*
We pay for mental health services provided by:

• a state-licensed psychiatrist or doctor

• a clinical psychologist

• a clinical social worker

• a clinical nurse specialist

• a licensed professional counselor (LPC)

• a licensed marriage and family therapist (LMFT)

• a nurse 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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Covered Service What you pay

Outpatient rehabilitation services*
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.

$0

Outpatient substance use disorder services*
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*
We pay for outpatient surgery and services at hospital outpatient 
facilities and ambulatory surgical centers.

Note: If you’re having surgery in a hospital facility, you should 
check with your provider about whether you’ll be an inpatient or 
outpatient. Unless the provider writes an order to admit you as an 
inpatient to the hospital, you’re an outpatient. Even if you stay in the 
hospital overnight, you might still be considered an outpatient.

Talk to your provider and get a referral.
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Covered Service What you pay

Palliative Care
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 isn’t hospice, therefore you don’t 
have to have a life expectancy of six months or less to qualify 
for palliative care. Palliative care is provided at the same time as 
curative/regular care. 

Palliative care includes the following:

• advance care planning

• palliative care assessment and consultation

• a plan 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’re over the age of 21. If you’re getting palliative care and meet 
the eligibility for hospice care, you can ask to change to hospice care 
at any time.

$0

Partial hospitalization services and intensive  
outpatient services*
Partial hospitalization is a structured program of active psychiatric 
treatment. It’s offered as a hospital outpatient service or by a 
community mental health centerthat’s more intense than the care 
you get in your doctor’s, therapist’s, licensed marriage and family 
therapist’s (LMFT), or licensed professional counselor’s office. It can 
help keep you from having to stay in the hospital.

Intensive outpatient service is a structured program of active 
behavioral (mental) health therapy treatment provided as a hospital 
outpatient service, a community mental health center, a federally 
qualified health center, or a rural health clinic that’ s more intense than 
care you get in your doctor’s, therapist’s, LMFT, or licensed professional 
counselor’s office but less intense than partial hospitalization.
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Covered Service What you pay

Personal Emergency Response System (PERS) 
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.

$0

Physician/provider services, including doctor’s 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 including those for colds, 
flu, cough, sinus and chest infections, allergies, skin, fevers, 
sore throat and ear infections.

 о 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.

 о 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.

 о 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. 

This benefit is continued on the next page
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Covered Service What you pay

Physician/provider services, including doctor’s office visits 
(continued)
(Video consultations are available by downloading the 
Teladoc app to your mobile device. Get the app by going to 
https://www.teladoc.com/mobile/.

• 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.

This benefit is continued on the next page
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Covered Service What you pay

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

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

 о you’re not a new patient and
 о the check-in isn’t related to an office visit in the past 7 days 

and
 о the check-in doesn’t lead to an office visit within 24 hours or 

the soonest available appointment

• Evaluation of video and/or images you send to your doctor and 
interpretation and follow-up by your doctor within 24 hours if:

 о you’re not a new patient and
 о the evaluation isn’t related to an office visit in the past 7 days 

and
 о 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 before surgery

Talk to your provider and get a referral.

Podiatry services*
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.
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Covered Service What you pay

Routine Podiatry Services*
Our plan covers up to 14 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.

$0

Pre-exposure prophylaxis (PrEP) for HIV prevention
If you don’t have HIV, but your doctor or other health care 
practitioner determines you’re at an increased risk for HIV, we cover 
pre-exposure prophylaxis (PrEP) medication and related services.

If you qualify, covered services include:

• FDA-approved oral or injectable PrEP medication. If you’re 
getting an injectable drug, we also cover the fee for injecting 
the drug.

• Up to 8 individual counseling sessions (including HIV risk 
assessment, HIV risk reduction, and medication adherence) 
every 12 months.

• Up to 8 HIV screenings every 12 months.

• A one-time hepatitis B virus screening.

$0

Prostate cancer screening exams
For men aged 50 and over, we pay for the following services once 
every 12 months:

• a digital rectal exam

• a prostate specific antigen (PSA) test

$0
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Covered Service What you pay

Prosthetic and orthotic devices and related supplies*
Prosthetic devices replace all or part of a body part or function. 
These include but aren’t limited to:

• testing, fitting, or training in the use of prosthetic and  
orthotic devices

• colostomy bags and supplies related to colostomy care

• enteral and parenteral nutrition, including feeding supply kits, 
infusion pump, tubing and adaptor, solutions, and supplies for 
self-administered injections

• pacemakers

• braces

• prosthetic shoes

• artificial arms and legs

• breast prostheses (including a surgical brassiere after a 
mastectomy)

• prostheses to replace all of part of an external facial body part 
that was removed or impaired as a result of disease, injury, or 
congenital defect

• incontinence cream and diapers

We pay for some supplies related to prosthetic and orthotic devices. 
We also pay to repair or replace prosthetic and orthotic devices.

We offer some coverage after cataract removal or cataract surgery. 
Refer to “Vision care” later in this chart for details.

$0

Pulmonary rehabilitation services*
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.
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Covered Service What you pay

Screening for Hepatitis C Virus infection
We cover one Hepatitis C screening if your primary care doctor or 
other qualified health care provider orders one and you meet one 
of these conditions:

• You’re at high risk because you use or have used illicit 
injection drugs.

• You had a blood transfusion before 1992.

• You were born between 1945-1965.

If you were born between 1945-1965 and aren’t considered high 
risk, we pay for a screening once. If you’re at high risk (for example, 
you’ve continued to use illicit injection drugs since your previous 
negative Hepatitis C screening test), we cover yearly screenings.

$0

Sexually transmitted infections (STIs) screening 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 STIs. Each session can be 20 to 30 minutes long. We pay for 
these counseling sessions as a preventive service only if given by a 
primary care provider. The sessions must be in a primary care setting, 
such as a doctor’s office.

$0

119?

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

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.

https://medicare.lacare.org
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Skilled nursing facility (SNF) care*
For a definition of skilled nursing facility care, go to Chapter 12.
We pay for the following services, and maybe other services not 
listed here: 

• a semi-private room, or a private room if it’s medically necessary

• meals, including special diets

• skilled 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 SNFs

• lab tests given by SNFs

• 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 SNF care from network facilities. Under certain 
conditions you may be able to get your care from a facility not in our 
network. You can get care from the following places if they accept 
our plan’s amounts for payment:

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

• a nursing facility where your spouse or domestic partner lives at 
the time you leave the hospital

Talk to your provider and get a referral.
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Covered Service What you pay

Smoking and tobacco use cessation
Smoking and tobacco use cessation counseling is covered for 
outpatient and hospitalized patients who meet these criteria:

• use tobacco, regardless of whether they exhibit signs or 
symptoms of tobacco-related disease

• are competent and alert during counseling

• a qualified physician or other Medicare-recognized practitioner 
provides counseling

We cover two cessation attempts per year (each attempt may 
include a maximum of four intermediate or intensive sessions, with 
up to eight sessions per year).

$0

Supervised exercise therapy (SET)*
We pay for SET for members with symptomatic peripheral artery 
disease (PAD). 

Our plan pays for:

• up to 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.
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Transportation: Non-emergency medical transportation*

This benefit allows for medical transportation for a service covered 
by your plan and Medicare. 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 provider determines your medical and/or physical 
condition doesn’t allow you to travel by bus, passenger car, 
taxicab, or another form of public or private transportation, 
and prior authorization is required and you’ll need to call your 
plan to arrange a ride 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.

$0

Transportation: Non-medical transportation

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 covered by Medi-Cal, including travel to dental 
appointments and to pick up drugs. Transportation for services 
dually covered by Medi-Cal and Medicare are covered.

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

• a non-emergency that requires immediate medical care, or
• an unforeseen illness, or 
• an injury, 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’s not possible, or it’s 
unreasonable, to get this service from network providers (for 
example, when you’re outside the plan’s service area and you 
require medically needed immediate services for an unseen 
condition but it’s not a medical emergency).

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.

Choose an urgent care center that works with your medical group. 
You can find your medical group on your member ID card.
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Covered Service What you pay

Vision care
Routine Vision Services
We cover routine vision services when you use a provider in our 
VSP network. To find a participating provider near you, please visit 
our provider directory.
Your routine vision benefits include:

• One routine eye exam per calendar year*
• Up to $500 toward one pair of eyeglasses (frames only) or 

contact lenses every two calendar years 
• Basic Prescription lenses are covered such as glass or plastic, 

single vision, lined bifocal, lined trifocal, or lenticular lenses 
every two calendar years. Upgrades and enhancements such as 
progressive lens, scratch resistance coatings, other coatings and 
additions are not covered.

Note: Basic Prescription lenses do not count towards the  
$500 allowance. 
To find out more about vision care covered through L.A. Care 
Medicare Plus, please call 1-855-492-9028 (TTY 711) 8:00 a.m. to 
8:00 p.m., 7 days a week or visit their provider directory on our 
website at: www.vsp.com/advantageonly
Medicare-covered services*
We pay for outpatient doctor services for the diagnosis and 
treatment of diseases and injuries of the eye. For example, treatment 
for age-related macular degeneration. 
For people at high risk of glaucoma, we pay for one glaucoma 
screening each year. People at high risk of glaucoma include:

• people with a family history of glaucoma
• people with diabetes
• African-Americans who are 50 and over
• Hispanic Americans who are 65 and over

For people with diabetes, we pay for screening for diabetic 
retinopathy once per year.
We pay for one pair of glasses or contact lenses after each cataract 
surgery when the doctor inserts an intraocular lens. 
If you have two separate cataract surgeries, you must get one pair 
of glasses after each surgery. You can’t get two pairs of glasses 
after the second surgery, even if you didn’t get a pair of glasses 
after the first surgery.
Talk to your provider and get a referral.
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“Welcome to Medicare” preventive visit
We cover the one-time “Welcome to Medicare” preventive visit. The 
visit includes: 

• a review of your health,

• education and counseling about 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.

$0

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 don’t replace benefits that you already 
receive under Medi-Cal.

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 services, 
might help you live more independently. 

These do not replace benefits that you already get 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

 о Includes services to help members find housing and maintain safe and stable tenancy
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• Medically Tailored Meals

 о 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. 

• Recuperative Care (Medical Respite)

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

• Housing Deposits

 о 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

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

• Personal Care and Homemaker Services

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

• Respite Services

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

• Environmental Accessibility Adaptations (Home Modifications)

 о 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

• Asthma Remediation

 о 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
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• Nursing Facility Transition/Diversion to Assisted Living Facilities

 о 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. 

• Community Transition Services/Nursing Facility Transition to a Home

 о 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 

 о 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

 о 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 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’re available through 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’ve lived in an inpatient facility for at least 60 consecutive 
days, transition back to, and remaining safely in, a community setting. The CCT program 
funds transition coordination services during the pre-transition period and for 365 days post 
transition to assist beneficiaries with moving back to a community setting.

You can get transition coordination services from any CCT Lead Organization that serves the 
county you live in. You can find a list of CCT Lead Organizations and the counties they serve on 
the Department of Health Care Services website at: www.dhcs.ca.gov/services/ltc/Pages/CCT.
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For CCT transition coordination services 

Medi-Cal pays for the transition coordination services. You pay nothing for these services.

For services not related to your CCT transition

The provider bills us for your services. Our plan pays for the services provided after your 
transition. You pay nothing for these services.

While you get CCT transition coordination services, we pay for services listed in the Benefits 
Chart in Section D.

No change in drug coverage benefit

The CCT program doesn’t cover drugs. You continue to get your normal drug benefit through 
our plan. For more information, refer to Chapter 5 of this Member Handbook.

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 isn’t 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. 
www.hpsm.org/dental

Note: Our plan offers additional dental services. Refer to the Benefits Chart in Section D for 
more information.
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F3. In-Home Supportive Services (IHSS) 

• The IHSS Program will help pay enrolled care providers for services provided to you so 
that you can remain safely in your own home. IHSS is considered an alternative to out-
of-home care, such as nursing homes or board and care facilities.

• To receive services, an assessment is conducted to determine which types of services 
may be authorized for each participant based on their needs. The types of services 
which can be authorized through IHSS are housecleaning, meal preparation, laundry, 
grocery shopping, personal care services (such as bowel and bladder care, bathing, 
grooming and paramedical services), accompaniment to medical appointments, and 
protective supervision for the mentally impaired.

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

F4. 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 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.

The ALW is currently only available in the following counties: Alameda, Contra Costa, Fresno, 
Kern, Los Angeles, Orange, Riverside, Sacramento, San Bernardino, San Diego, San Francisco, 
San Joaquin, San Mateo, Santa Clara, and Sonoma. 

Your care 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/ltc/Documents/Care-Coordination-Agencies.pdf
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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. 

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.
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• 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. 

 Dignity Health - St. Mary  
Medical Center

 1045 Atlantic Avenue, Suite 1016, 
Long Beach, CA 90813

 (866) 243-7435

 AIDS Healthcare Foundation  6255 Sunset Blvd., 19th Floor,  
Los Angeles, CA 90028

 (727) 409-0759

 AltaMed Health Services 
Corporation

 5427 E. Whittier Blvd.,  
Los Angeles, CA 90022

 (323) 869-5468

 APLA Health & Wellness  611 S. Kingsley Drive,  
Los Angeles, CA 90005

 (213) 201-1600

 Minority AIDS Project  5149 W. Jefferson Blvd.,  
Los Angeles, CA 90016

 (323) 936-4949

 Tarzana Treatment Centers  7101 Baird Avenue, Reseda, CA 91335  (888) 777-8565

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 aren’t 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:

 о care management

 о adult day care

 о minor home repair/maintenance

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

 о respite services
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 о transportation services

 о counseling and therapeutic services

 о meal services

 о 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. 

F5. County Behavioral Health Services Provided Outside Our Plan (Mental Health and 
Substance Use Disorder Services) 

You have access to medically necessary behavioral health services that Medicare and  
Medi-Cal cover. We provide access to behavioral health services covered by Medicare and 
Medi-Cal managed care. Our plan doesn’t provide Medi-Cal specialty mental health or county 
substance use disorder services, but these services are available to you through county 
behavioral health agencies.

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

• mental health services

• medication support services

• day treatment intensive services

• day rehabilitation

• crisis intervention services

• crisis stabilization services

• adult residential treatment services

• crisis residential treatment services

• psychiatric health facility services

• psychiatric inpatient hospital services 

• targeted case management

• therapeutic behavioral services

132?

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

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.

https://medicare.lacare.org


• therapeutic foster care

• intensive care coordination

• intensive home-based services

• justice-involved reentry 

• assertive community treatment (ACT) 

• forensic assertive community treatment (FACT) 

• coordinated specialty care (CSC) for first episode psychosis (FEP) 

• clubhouse services 

• enhanced community health worker (CHW) services 

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. 

• intensive outpatient treatment services

• perinatal residential substance use disorder treatment 

• outpatient treatment services

• narcotic treatment program

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

• early intervention services (for members under age 21)

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

Drug Medi-Cal Organized Delivery System Services include: 

• outpatient treatment services

• intensive outpatient treatment services

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

• residential treatment services

• withdrawal management services

• narcotic treatment program

• recovery services

• Care Management
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• early intervention services (for members under age 21)

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

• inpatient treatment services

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.

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 don’t 
pay for these benefits. Medicare and Medi-Cal don’t pay for them either.

The list below describes some services and items not covered by us under any conditions and 
some excluded by us only in some cases. 

We don’t pay for excluded medical benefits listed in this section (or anywhere else in this 
Member Handbook) except under specific conditions listed. Even if you get the services at an 
emergency facility, the plan won’t pay for the services. If you think that our plan should pay 
for a service that isn’t covered, you can request an appeal. For information about appeals, refer 
to Chapter 9 of this Member Handbook.

In addition to any exclusions or limitations described in the Benefits Chart, our plan doesn’t 
cover the following items and services:

• services considered not “reasonable and medically necessary,” according to Medicare 
and Medi-Cal, unless listed as covered services
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• experimental medical and surgical treatments, items, and drugs, unless Medicare, 
a Medicare-approved clinical research study, or our plan covers them. Refer to 
Chapter 3 of this Member Handbook for more information on clinical research studies. 
Experimental treatment and items are those that aren’t generally accepted by the 
medical community.

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

• a private room in a hospital, except when medically necessary

• private duty nurses

• personal items in your room at a hospital or a nursing facility, such as a telephone  
or television

• full-time nursing care in your home

• fees charged by your immediate relatives or members of your household

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

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

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

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

• radial keratotomy, LASIK surgery, and other low-vision aids

• reversal of sterilization procedures 

• naturopath services (the use of natural or alternative treatments)

• services provided to veterans in Veterans Affairs (VA) facilities. However, when a 
veteran gets emergency services at a VA hospital and the VA cost-sharing is more than 
the cost-sharing under our plan, we’ll reimburse the veteran for the difference. You’re 
still responsible for your cost-sharing amounts.

• Routine Vision Eyeglass Lenses: Upgrades and enhancements such as progressive lens, 
scratch resistance coatings, other coatings and additions
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Chapter 5: Getting your outpatient drugs

Introduction
This chapter explains rules for getting your outpatient drugs. These are drugs that your 
provider orders for you that you get from a pharmacy or by mail-order. They include drugs 
covered under Medicare Part D and Medi-Cal. Chapter 6 of this Member Handbook tells you 
what you pay for these drugs. Key terms and their definitions appear in alphabetical order in 
the last chapter of this Member Handbook.

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

• Drugs covered by Medicare Part A. These generally include drugs given to you while 
you’re 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’re given at a dialysis clinic. To learn more about what Medicare Part B drugs 
are covered, refer to the Benefits Chart in Chapter 4 of this Member Handbook. 

• In addition to the plan’s Medicare Part D and medical benefits coverage, your 
drugs may be covered by Original Medicare if you’re in Medicare hospice. For more 
information, please refer to Chapter 5, Section D “If you’re in a Medicare-certified 
hospice program.”
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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. (Refer to Section A1 for 
more information). 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.)

• If it isn’t 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 from our plan based on certain criteria before we’ll cover it. 
(Refer to Section C in this chapter).
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A. Getting your prescriptions filled

A1. Filling your prescription at a network pharmacy

In most cases, we pay for prescriptions only when filled at any of our network pharmacies. A 
network pharmacy is a drug store that agrees to fill prescriptions for our plan members. You 
may use any of our network pharmacies. (Refer to Section A8 for information about when we 
cover prescriptions filled at out-of-network pharmacies.)

To find a network pharmacy, refer to the Provider and Pharmacy Directory, visit our website or 
contact 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 our share of the cost of your covered 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 for our share. If you 
can’t pay for the drug, contact Member Services right away. We’ll do everything we can  
to help.

• To ask us to pay you back, refer to Chapter 7 of this Member Handbook.

• If you 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, refer to 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. 

 о 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. 

 о If your long-term care facility’s pharmacy isn’t in our network or you have difficulty 
getting your drugs in a long-term care facility, contact Member Services. 

• Indian Health Care Provider (IHCP) Pharmacies. American Indian and Alaska Native 
Members have access to pharmacies at an Indian Health Care Provider (IHCP) to the 
extent they have an enrolled retail pharmacy. If you’re not American Indian or Alaska 
Native, you may still receive services from a retail pharmacy at an IHCP if you are 
assigned to the clinic or for an emergency. 

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

• To find a specialized pharmacy, refer to 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.
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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 get a prescription automatically by mail that you don’t want, and you weren’t 
contacted to find out if you wanted it before it shipped, you may be eligible for a refund. 

If you used mail-order in the past and don’t 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 you’re billed and it’s 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.
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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 medication or 
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 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:

• If the covered Part D drug is related to care for a medical emergency.

• If a 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.

• If a covered 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.
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• During any Federal disaster or other public health emergency in which an enrollee is 
evacuated or otherwise displaced from their place of residence.

• 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 instead of 
a copay when you get your prescription. You can ask us to pay you back for our share of the 
cost. You may be required to pay the difference between what you pay for the drug at the out-
of-network pharmacy and the cost we would cover at an in-network pharmacy. 

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 this Member Handbook.

B. Our plan’s Drug List

We have a List of Covered Drugs. We call it the “Drug List” for short.

We select the drugs on the Drug List with the help of a team of doctors and pharmacists. The 
Drug List also tells you the rules you need to follow to get your drugs.

We generally cover a drug on our plan’s Drug List when you follow the rules we explain in this 
chapter.

B1. Drugs on our Drug List

Our Drug List includes drugs covered under Medicare Part D.

Most of the drugs you get from a pharmacy are covered by 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).
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A brand name drug is a drug sold under a trademarked name owned by the drug 
manufacturer. Biological products are drugs that are more complex than typical drugs. On our 
Drug List, when we refer to “drugs” this could mean a drug or a biological product. 

Generic drugs have the same active ingredients as brand name drugs. Biological products 
have alternatives called biosimilars. Generally, generic drugs and biosimilars work just as well 
as brand name drugs or original biological products and usually cost less. There are generic 
drug substitutes available for many brand name drugs and biosimilar alternatives for some 
original biological products. Some biosimilars are interchangeable biosimilars and, depending 
on state law, may be substituted for the original biological product at the pharmacy without 
needing a new prescription, just like generic drugs can be substituted for brand name drugs.

Refer to Chapter 12 for definitions of the types of drugs that may be on the Drug List.

Our plan also covers certain OTC drugs and products. Some OTC drugs cost less than 
prescription drugs and work just as well. For more information, call 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 to search for drugs on the Drug List to get an estimate of what 
you’ll pay and if there are alternative drugs on the Drug List that could treat the same 
condition. You can also call Member Services. 

B3. Drugs not on our Drug List

We don’t cover all 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.

• In some cases, you may be able to get a drug that isn’t on our Drug List. For more 
information refer to Chapter 9.

Our plan doesn’t pay for the kinds of drugs described in this section. These are called 
excluded drugs. If you get a prescription for an excluded drug, you may need to pay for it 
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yourself. If you think we should pay for an excluded drug because of your case, you can make 
an appeal. Refer to Chapter 9 of this Member Handbook for more information about appeals.

Here are three general rules for excluded drugs:

1. Our plan’s outpatient drug coverage (which includes Medicare Part D) can’t pay for a drug 
that Medicare Part A or Medicare Part B already covers. Our plan covers drugs covered 
under Medicare Part A or Medicare Part B for free, but these drugs aren’t considered part 
of your outpatient drug benefits.

2. Our plan can’t cover a drug purchased outside the United States and its territories.

3. Use of the drug must be approved by the FDA or supported by certain medical references 
as a treatment for your condition. Your doctor or other provider may prescribe a certain 
drug to treat your condition, even though it wasn’t approved to treat the condition. This is 
called “off-label use.” Our plan usually doesn’t cover drugs prescribed for off-label use.

Also, by law, Medicare or Medi-Cal can’t cover the types of drugs listed below. 

• 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.

B4. Drug List cost-sharing tiers

Every drug on our Drug List is in one of 5 tiers. A tier is a group of drugs of generally the same 
type (for example, brand name, generic, or OTC drugs). In general, the higher the cost-sharing 
tier, the higher your cost for the drug.

• Tier 1 drugs are preferred generic drugs that L.A. Care Medicare Plus covers. The copay 
is $0. 

• Tier 2 drugs are generic drugs that L.A. Care Medicare Plus covers. The copay is from  
$0 - $12.65 or 25%. Your coinsurance depends on the amount of Extra Help you receive.
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• Tier 3 drugs are preferred brand drugs that L.A. Care Medicare Plus covers. The copay is from 
$0 - $12.65 or 25%. Your coinsurance depends on the amount of Extra Help you receive.

• Tier 4 drugs are non-preferred drugs that L.A. Care Medicare Plus covers. The copay is from 
$0 - $12.65 or 25%. Your coinsurance depends on the amount of Extra Help you receive.

• Tier 5 drugs are specialty drugs that L.A. Care Medicare Plus covers. The copay is from  
$0 - $12.65 or 25%. Your coinsurance depends on the amount of Extra Help you receive. 

To find out which cost-sharing tier your drug is in, look for the drug on our Drug List.

Chapter 6 of this Member Handbook tells the amount you pay for drugs in each tier.

C. Limits on some drugs

For certain drugs, special rules limit how and when our plan covers them. Generally, our rules 
encourage you to get a drug that works for your medical condition and is safe and effective. 
When a safe, lower-cost drug works just as well as a higher-cost drug, we expect your provider 
to prescribe the lower-cost drug.

Note that sometimes a drug may appear more than once in our Drug List. This is because 
the same drugs can differ based on the strength, amount, or form of the drug prescribed by 
your provider, and different restrictions may apply to the different versions of the drugs (for 
example, 10 mg versus 100 mg; one per day versus two per day; tablet versus liquid.)

If there’s a special rule for your drug, it usually means that you or your provider must 
take extra steps for us to cover the drug. For example, your provider may have to tell us 
your diagnosis or provide results of blood tests first. If you or your provider thinks our rule 
shouldn’t apply to your situation, ask us to use the coverage decision process to make an 
exception. We may or may not agree to let you use the drug without taking extra steps.

To learn more about asking for exceptions, refer to Chapter 9 of this Member Handbook.

1. Limiting use of a brand name drug or original biological products when respectively, 
a generic or interchangeable biosimilar version is available

Generally, a generic drug or interchangeable biosimilar works the same as a brand name 
drug or original biological product and usually costs less. In most cases, if there’s a generic 
or interchangeable biosimilar version of a brand name drug or original biological product 
available, our network pharmacies give you the generic or interchangeable biosimilar version. 

• We usually don’t pay for the brand name drug or original biological product when 
there is an available generic version. 
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• However, if your provider told us the medical reason that the generic drug 
interchangeable biosimilar, or other covered drugs that treat the same condition won’t 
work for you, then we cover the brand name drug. 

• Your copay may be greater for the brand name drug or original biological product 
than for the generic drug or interchangeable biosimilar.

2. Getting plan approval in advance

 For some drugs, you or your prescriber must get approval from our plan before you fill your 
prescription. This is called prior authorization. This is put in place to ensure medication safety 
and help guide appropriate use of certain drugs. If you don’t get approval, we may not cover 
the drug. Call Member Services at the number at the bottom of the page or on our website at 
medicare.lacare.org for more information about prior authorization.

3. Trying a different drug first

 In general, we want you to try lower-cost drugs that are as effective before we cover drugs 
that cost more. For example, if Drug A and Drug B treat the same medical condition, and 
Drug A costs less than Drug B, we may require you to try Drug A first. 

 If Drug A doesn’t work for you, then we cover Drug B. This is called step therapy.  
Call Member Services at the number at the bottom of the page or on our website at  
medicare.lacare.org for more information about step therapy.

4. Quantity limits

 For some drugs, we limit the amount of the drug you can have. This is called a quantity 
limit. For example, if it’s normally considered safe to take only one pill per day for a certain 
drug, we might limit how much of a drug you can get each time you fill your prescription.

To find out if any of the rules above apply to a drug you take or want to take, check our  
Drug List. For the most up-to-date information, call 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 this Member Handbook.

D. Reasons your drug might not be covered

We try to make your drug coverage work well for you, but sometimes a drug may not be 
covered in the way that you like. For example:

• 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.
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• 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.

• The drug is covered, but in a cost-sharing tier that makes your cost more expensive 
than you think it should be.

There are things you can do if we don’t cover a drug the way you want us to cover it.

D1. Getting a temporary supply

In some cases, we can give you a temporary supply of a drug when the drug isn’t on our  
Drug List or is limited in some way. This gives you time to talk with your provider about getting 
a different drug or to ask us to cover the drug.

To get a temporary supply of a drug, you must meet the two rules below:

1. The drug you’ve been taking:

• is no longer on our Drug List or

• was never on our Drug List or

• is now limited in some way.

2. You must be in one of these situations:

• You were in our plan last year.

 о We cover a temporary supply of your drug during the first 90 days of the  
calendar year.

 о This temporary supply is for up to 30 days. 

 о 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.

 о Long-term care pharmacies may provide your drug in small amounts at a time to 
prevent waste.

• You’re new to our plan.

 о We cover a temporary supply of your drug during the first 90 days of your 
membership in our plan. 

 о This temporary supply is for up to 30 days. 
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 о 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.

 о Long-term care pharmacies may provide your drug in small amounts at a time to 
prevent waste.

• You’ve been in our plan for more than 90 days, live in a long-term care facility, and 
need a supply right away.

 о 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. 

 о 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 isn’t on our Drug List or ask us to cover the drug without limits. If your 
provider says you have a good medical reason for an exception, they can help you ask 
for one.
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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).

• Replace an original biological product with an interchangeable biosimilar version of 
the biological product.

We must follow Medicare requirements before we change our plan’s Drug List. For more 
information on these drug rules, refer to Section C.

If you take a drug that we covered at the beginning of the year, we generally won’t remove or 
change coverage of that drug during the rest of the year unless:

• a new, cheaper drug comes on the market that works as well as a drug on our Drug List 
now, or

• we learn that a drug isn’t safe, or 

• a drug is removed from the market.

What happens if coverage changes for a drug you’re taking?

To get more information on what happens when our Drug List changes, you can always:

• 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 or will be lower. When we 
add the new generic drug, we may also decide to keep the brand name drug on the list but 
change its coverage rules or limits.
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 о We may not tell you before we make this change, but we’ll send you information 
about the specific change we made once it happens.

 о You or your provider can ask for an “exception” from these changes. We’ll send you a 
notice with the steps you can take to ask for an exception. Please refer to Chapter 9 
of this handbook for more information on exceptions.

Removing unsafe drugs and other drugs that are off the market. Sometimes a drug 
may be found unsafe or taken off the market for another reason. If this happens, we may 
immediately take it off our Drug List. If you’re taking the drug, we’ll send you a notice after 
we make the change. If you get 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. 

When these changes happen, we:

• Tell you at least 30 days before we make the change to our Drug List or

• Let you know and give you a 30-day supply of the drug after you ask for a refill. 

This gives you time to talk to your doctor or other prescriber. They can help you decide:

• If there’s 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’ve been taking. To learn more about asking for 
exceptions, refer to Chapter 9 of this Member Handbook.

Changes to the Drug List that don’t affect you during this plan year

We may make changes to drugs you take that aren’t described above and don’t affect you 
now. For such changes, if you’re taking a drug we covered at the beginning of the year, we 
generally don’t remove or change coverage of that drug during the rest of the year. 

For example, if we remove a drug you’re taking, increase what you pay for the drug, or limit its 
use, then the change doesn’t affect your use of the drug or what you pay for the drug for the 
rest of the year. 

If any of these changes happen for a drug you’re taking (except for the changes noted in the 
section above), the change won’t affect your use until January 1 of the next year.

We won’t tell you above these types of changes directly during the current year. You’ll need to 
check the Drug List for the next plan year (when the list is available during the open enrollment 
period) to see if there are any changes that will impact you during the next plan year.
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F. Drug coverage in special cases

F1. In a hospital or a skilled nursing facility for a stay that our plan covers

If you’re admitted to a hospital or skilled nursing facility for a stay our plan covers, we 
generally cover the cost of your drugs during your stay. You won’t pay a copay. Once you leave 
the hospital or skilled nursing facility, we cover your drugs as long as the drugs meet all of our 
coverage rules.

To learn more about drug coverage and what you pay, refer to Chapter 6 of this  
Member Handbook.

F2. In a long-term care facility

Usually, a long-term care facility, such as a nursing facility, has its own pharmacy or a 
pharmacy that supplies drugs for all of their residents. If you live in a long-term care facility, 
you may get your drugs through the facility’s pharmacy if it’s part of our network.

Check your Provider and Pharmacy Directory to find out if your long-term care facility’s 
pharmacy is part of our network. If it isn’t or if you need more information, contact  
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 doesn’t cover because 
it isn’t related to your terminal prognosis and conditions. In that case, our plan must 
get notification from the prescriber or your hospice provider that the drug is unrelated 
before we can cover the drug.

• To prevent delays in getting any unrelated drugs that our plan should cover, you can 
ask your hospice provider or prescriber to make sure we have the notification that the 
drug is unrelated before you ask a pharmacy to fill your prescription.

If you leave hospice, our plan covers all of your drugs. To prevent any delays at a pharmacy 
when your Medicare hospice benefit ends, take documentation to the pharmacy to verify that 
you left hospice. 

Refer to earlier parts of this chapter that tell about drugs our plan covers. Refer to Chapter 4 
of this Member Handbook for more information about the hospice benefit.
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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

• may be an error in the amount (dosage)

• have unsafe amounts of opioid pain medications

If we find a possible problem in your use of drugs, we work with your provider to correct  
the problem.

G2. Programs to help you manage your drugs

Our plan has a program to help members with complex health needs. In such cases, you may 
be eligible to get services, at no cost to you, through a medication therapy management 
(MTM) program. This program is voluntary and free. This program helps you and your provider 
make sure that your medications are working to improve your health. If you qualify for the 
program, a pharmacist or other health professional will give you a comprehensive review of 
all of your medications and talk with you about: 

• how to get the most benefit from the drugs you take

• 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’ll give you:

• 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.
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• 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 don’t want to be in 
the program, let us know, and we’ll take you out of it.

If you have questions about these programs, contact Member Services.

G3. Drug management program (DMP) to help members safely use opioid medications

We have a program that helps make sure members safely use prescription opioids and other 
frequently abused medications. This program is called a Drug Management Program (DMP). 

If you use opioid medications that you get from several prescribers or pharmacies or if you 
had a recent opioid overdose, we may talk to your prescribers to make sure your use of opioid 
medications is appropriate and medically necessary. Working with your prescribers, if we decide 
your use of prescription opioid or benzodiazepine medications may not be safe, we may limit 
how you can get those medications. If we place you in our DMP, the limitations may include:

• Requiring you to get all prescriptions for those medications from a certain 
pharmacy(ies)

• Requiring you to get all your prescriptions for opioid or benzodiazepine medications 
from a certain prescriber(s)

• Limiting the amount of opioid or benzodiazepine medications we cover for you

If we plan on limiting how you get these medications or how much you can get, we’ll send you a 
letter in advance. The letter will tell you if we’ll limit coverage of these drugs for you, or if you’ll be 
required to get the prescriptions for these drugs only from a specific provider or pharmacy.

You’ll have a chance to tell us which prescribers or pharmacies you prefer to use and 
any information you think is important for us to know. After you’ve had the opportunity 
to respond, if we decide to limit your coverage for these medications, we’ll send you another 
letter that confirms the limitations. 
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If you think we made a mistake, you disagree with our decision or the limitation, you and 
your prescriber can make an appeal. If you appeal, we’ll review your case and give you a new 
decision. If we continue to deny any part of your appeal related to limitations that apply to 
your access to medications, we’ll automatically send your case to an Independent Review 
Organization (IRO). (To learn more about appeals and the IRO, refer to Chapter 9 of this 
Member Handbook.)

The DMP may not apply to you if you:

• have certain medical conditions, such as cancer or sickle cell disease,

• are getting hospice, palliative, or end-of-life care, or 

• live in a long-term care facility.
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Chapter 6: What you pay for your Medicare and 
Medi-Cal drugs

Introduction
This chapter tells what you pay for your outpatient drugs. By “drugs,” we mean:

• Medicare Part D drugs, and

• Drugs and items covered under Medi-Cal Rx, and

• Drugs and items covered by our plan as additional benefits.

Because you’re eligible for Medi-Cal, you get Extra Help from Medicare to help pay for your 
Medicare Part D drugs. We have sent you a separate insert, called the “Evidence of Coverage 
Rider for People Who Get Extra Help Paying for Prescription Drugs” (also known as the “Low 
Income Subsidy Rider” or the LIS Rider”), which tells you about your drug coverage. If you 
don’t have this insert, please call Member Services and ask for the “LIS Rider.”

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

Other key terms and their definitions appear in alphabetical order in the last chapter of this 
Member Handbook.

To learn more about drugs, you can look in these places:

• Our List of Covered Drugs. 

 о We call this the “Drug List.” It tells you:

 – Which drugs we pay for

 – Which of the 5 tiers each drug is in

 – If there are any limits on the drugs

 о 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.

 о Most of the 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/) 
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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.

• Chapter 5 of this Member Handbook. 

 о Explains how to get your outpatient drugs through our plan. 

 о It includes rules you need to follow. It also tells which types of drugs our plan  
doesn’t cover.

 о When you use the plan’s “Real Time Benefit Tool” to look up drug coverage (refer 
to Chapter 5, Section B2), the cost shown is an estimate of the out-of-pocket costs 
you’re expected to pay. You can call Member Services for more information.

• Our Provider and Pharmacy Directory. 

 о In most cases, you must use a network pharmacy to get your covered drugs. Network 
pharmacies are pharmacies that agree to work with us. 

 о The Provider and Pharmacy Directory lists our network pharmacies. Refer to  
Chapter 5 of this Member Handbook more information about network pharmacies.
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A. The Explanation of Benefits (EOB)

Our plan keeps track of your drug costs and the payments you make when you get 
prescriptions at the pharmacy. We track two types of costs:

• Your out-of-pocket costs. This is the amount of money you, or others on your behalf, 
pay for your prescriptions. This includes what you paid when you 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, 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 our plan paid, and what other programs or organizations paid 
for your covered Part D drugs.

When you get drugs through our plan, we send you a summary called the Explanation of 
Benefits (EOB). We call it the EOB for short. The EOB isn’t a bill. The EOB has more information about 
the drugs you take such as increases in price and other drugs with lower cost sharing that may 
be available. You can talk to your prescriber about these lower cost options. The EOB includes:

• Information for the month. The summary tells what drugs you got for the previous 
month. It shows the total drug costs, what we paid, and what you and others paid for you.

• Totals for the year since January 1. This shows the total drug costs and total 
payments for your drugs since the year began.

• Drug price information. This is the total price of the drug and changes in the drug 
price since the first fill for each prescription claim of the same quantity.

• Lower cost alternatives. When applicable, information about other available drugs 
with lower cost sharing for each prescription.

We offer coverage of drugs not covered under Medicare. 

• Payments made for these drugs don’t count towards your total out-of-pocket costs. 

• Most of the drugs you get from a pharmacy are covered by the plan. Other drugs, such 
as some over-the-counter (OTC) medications and certain vitamins, may be covered by 
Medi-Cal Rx. Please visit Medi-Cal Rx website (www.medi-calrx.dhcs.ca.gov) for more 
information. You can also call the Medi-Cal customer service center at  
800-977-2273. Please bring your Medi-Cal beneficiary identification card (BIC) when 
getting prescriptions through Medi-Cal Rx.

• To find out which drugs our plan covers, refer to our Drug List. 
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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.

2. Make sure we have the information we need.

 You can ask us to pay you back for our share of the cost of the drug. Please submit a Direct 
Member Reimbursement using the Prescription Drug Member Reimbursement form 
located on the L.A. Care Website (https://www.lacare.org/providers/pharmacy-services/
prior-authorizations). If you need assistance, please contact Member Services. Here are 
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 use a 
discount card that isn’t part of our plan’s benefit

• When you pay a copay for drugs that you get under a drug maker’s patient  
assistance program

• When you buy covered drugs at an out-of-network pharmacy

• When you pay the full price for a covered drug under special circumstances

 For more information about asking us to pay you back for our share of the cost of a drug, 
refer to Chapter 7 of this Member Handbook.

3. Send us information about payments others make for you.

 Payments made by certain other people and organizations also count toward your out-
of-pocket costs. For example, payments made by a State Pharmaceutical Assistance 
Program, an AIDS drug assistance program (ADAP), the Indian Health Service, and most 
charities count toward your out-of-pocket costs. This can help you qualify for catastrophic 
coverage. When you reach the Catastrophic Coverage Stage, our plan pays all of the costs 
of your Medicare Part D drugs for the rest of the year.

4. Check the EOBs we send you.

When you get an EOB in the mail, make sure it’s complete and correct.

• Do you recognize the name of each pharmacy? Check the dates. Did you get drugs 
that day?

• Did you get the drugs listed? Do they match those listed on your receipts? Do the 
drugs match what your doctor prescribed? 
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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.

• Call us at L.A. Care Medicare Plus Member Services.

• Or call Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call  
1-877-486-2048. You can call these numbers for free.

• If you suspect that a provider who gets Medi-Cal has committed fraud, waste, or abuse, 
it’s your right to report it by calling the confidential toll-free number 1-800-822-6222. 
Other methods of reporting Medi-Cal fraud may be found at: www.dhcs.ca.gov/
individuals/Pages/StopMedi-CalFraud.aspx. 

If you think something is wrong or missing, or if you have any questions, call 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’re an important record of your drug expenses.

C. Drug Payment Stages for Medicare Part D drugs 

There are two payment stages for your Medicare Part D drug coverage under our plan. 
How much you pay for each prescription depends on which stage you’re in when you get a 
prescription filled or refilled. These are the two stages:

Stage 1: Initial Coverage Stage Stage 2: Catastrophic Coverage Stage

During this stage, we pay part of the costs 
of your drugs, and you pay your share. Your 
share is called the copay.

You begin in this stage when you fill your 
first prescription of the year.

During this stage, we pay all of the costs of 
your drugs through December 31, 2026.

You begin this stage when you’ve paid a 
certain amount of out-of-pocket costs.
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D. Stage 1: The Initial Coverage Stage 

During the Initial Coverage Stage, we pay a share of the cost of your covered drugs, and you 
pay your share. Your share is called the copay. The copay depends on the cost-sharing tier the 
drug is in and where you get it.

Cost-sharing tiers are groups of drugs with the same copay. Every drug on our plan’s Drug List 
is in one of 5 cost-sharing tiers. In general, the higher the tier number, the higher the copay.  
To find the cost-sharing tiers for your drugs, refer to our Drug List.

• Tier 1 drugs are preferred generic drugs that L.A. Care Medicare Plus covers. The copay 
is $0.

• Tier 2 drugs are generic drugs that L.A. Care Medicare Plus covers. The copay is from  
$0 - $12.65 or 25%. Your coinsurance depends on the amount of Extra Help you receive.

• Tier 3 drugs are preferred brand drugs that L.A. Care Medicare Plus covers. The copay is from 
$0 - $12.65 or 25%. Your coinsurance depends on the amount of Extra Help you receive.

• Tier 4 drugs are non-preferred drugs that L.A. Care Medicare Plus covers. The copay is from 
$0 - $12.65 or 25%. Your coinsurance depends on the amount of Extra Help you receive.

• Tier 5 drugs are specialty drugs that L.A. Care Medicare Plus covers. The copay is from 
$0 - $12.65 or 25%. Your coinsurance depends on the amount of Extra Help you receive. 

D1. Your pharmacy choices

How much you pay for a drug depends on if you get the drug from:

• A network retail pharmacy or

• An out-of-network pharmacy. In limited cases, we cover prescriptions filled at out-of-
network pharmacies. Refer to Chapter 5 of this Member Handbook to find out when 
we do that.

• Our plan’s mail-order pharmacy.

To learn more about these choices, refer to Chapter 5 of this Member Handbook and to our 
Provider and Pharmacy Directory.

D2. Getting a long-term supply of a drug

For some drugs, you can get a long-term supply (also called an “extended supply”) when you 
fill your prescription. A long-term supply is up to a 100-day supply. It costs you the same as a 
one-month supply. 

For details on where and how to get a long-term supply of a drug, refer to Chapter 5 of this 
Member Handbook or our plan’s Provider and Pharmacy Directory.
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D3. What you pay

During the Initial Coverage Stage, you may pay a copay each time you fill a prescription. If 
your covered drug costs less than the copay, you pay the lower price.

Contact Member Services to find out how much your copay is for any covered drug.

Your share of the cost when you get a one-month or long-term supply of a covered drug from:

A network 
pharmacy

A one-month or 
up to a 100-day 
supply

Our plan’s mail-
order service

A one-month or 
up to a 100-day 
supply

A network 
long-term care 
pharmacy

Up to a 31-day 
supply

An out-of-
network 
pharmacy

Up to a 30-day 
supply. Coverage is 
limited to certain 
cases. Refer to 
Chapter 5 of this 
Member Handbook 
for details.

Cost-sharing
Tier 1
(Preferred 
Generic 
Drugs)

$0 $0 $0 $0

Cost-sharing 
Tier 2
(Generic 
Drugs)

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

Cost-sharing 
Tier 3
(Preferred 
Brand Drugs)

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

162?

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 6: What you pay for your Medicare and Medi-Cal 
prescription drugs

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.

https://medicare.lacare.org


A network 
pharmacy

A one-month or 
up to a 100-day 
supply

Our plan’s mail-
order service

A one-month or 
up to a 100-day 
supply

A network 
long-term care 
pharmacy

Up to a 31-day 
supply

An out-of-
network 
pharmacy

Up to a 30-day 
supply. Coverage is 
limited to certain 
cases. Refer to 
Chapter 5 of this 
Member Handbook 
for details.

Cost-sharing 
Tier 4
(Non-
Preferred 
Drugs)

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

Cost-sharing 
Tier 5
(Specialty 
Drugs)

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

$0 - $12.65 or 25%

Your coinsurance 
depends on the 
amount of Extra 
Help you receive.

For information about which pharmacies can give you long-term supplies, refer to our 
Provider and Pharmacy Directory.

D4. End of the Initial Coverage Stage

The Initial Coverage Stage ends when your total out-of-pocket costs reach $2,100. At that 
point, the Catastrophic Coverage Stage begins. We cover all your drug costs from then until 
the end of the year.

Your EOB helps you keep track of how much you’ve paid for your drugs during the year. We let 
you know if you reach $2,100 limit. Many people don’t reach it in a year.

E. Stage 2: The Catastrophic Coverage Stage 

When you reach the out-of-pocket limit of $2,100 for your drugs, the Catastrophic Coverage 
Stage begins. You stay in the Catastrophic Coverage Stage until the end of the calendar year. 
During this stage, you pay nothing for your Part D covered drugs. 
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F. Your drug costs if your doctor prescribes less than a full month’s supply 

 In some cases, you pay a copay to cover a full month’s supply of a covered drug. However, 
your doctor can prescribe less than a month’s supply of drugs. 

• There may be times when you want to ask your doctor about prescribing less than a 
month’s supply of a drug (for example, when you’re trying a drug for the first time).

• If your doctor agrees, you don’t pay for the full month’s supply for certain drugs. 

When you get less than a month’s supply of a drug, the amount you pay is based on the 
number of days of the drug that you get. We calculate the amount you pay per day for your 
drug (the “daily cost-sharing rate”) and multiply it by the number of days of the drug you get. 

• Here’s an example: Let’s say the copay for your drug for a full month’s supply (a 30-day 
supply) is $1.35. This means that the amount you pay for your drug is less than  
$0.05 per day. If you get a 7 days’ supply of the drug, your payment is less than $.05 per 
day multiplied by 7 days, for a total payment less than $0.35. 

• Daily cost-sharing allows you to make sure a drug works for you before you pay for an 
entire month’s supply. 

• You can also ask your provider to prescribe less than a full month’s supply of a drug to 
help you:

 о Better plan when to refill your drugs,

 о Coordinate refills with other drugs you take, and 

 о Take fewer trips to the pharmacy. 

G. What you pay for Part D vaccines

Important message about what you pay for vaccines: Some vaccines are considered 
medical benefits and are covered under Medicare Part B. Other vaccines are considered 
Medicare Part D drugs. You can find these vaccines listed in our Drug List. Our plan covers 
most adult Medicare Part D vaccines at no cost to you. Refer to your plan’s Drug List or contact 
Member Services for coverage and cost sharing details about specific vaccines. 

There are two parts to our coverage of Medicare Part D vaccines:

1. The first part is for the cost of the vaccine itself. 

2. The second part is for the cost of giving you the vaccine. For example, sometimes you 
may get the vaccine as a shot given to you by your doctor.
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G1. What you need to know before you get a vaccine

We recommend that you call Member Services if you plan to get a vaccine.

• We can tell you about how our plan covers your vaccine and explain your share of the cost.

• We can tell you how to keep your costs down by using network pharmacies and providers. 
Network pharmacies and providers agree to work with our plan. A network provider 
works with us to ensure that you have no upfront costs for a Medicare Part D vaccine.

G2. What you pay for a vaccine covered by Medicare Part D

What you pay for a vaccine depends on the type of vaccine (what you’re being vaccinated for).

• Some vaccines are considered health benefits rather than drugs. These vaccines are 
covered at no cost to you. To learn about coverage of these vaccines, refer to the 
Benefits Chart in Chapter 4 of this Member Handbook.

• Other vaccines are considered Medicare Part D drugs. You can find these vaccines 
on our plan’s Drug List. You may have to pay a copay for Medicare Part D vaccines. 
If the vaccine is recommended for adults by an organization called the Advisory 
Committee on Immunization Practices (ACIP) then the vaccine will cost you nothing.

Here are three common ways you might get a Medicare Part D vaccine.

1. You get the Medicare Part D vaccine and your shot at a network pharmacy.

• For most adult Part D vaccines, you’ll pay nothing.

• For other Part D vaccines, you pay nothing or a copay for the vaccine.

2. You get the Medicare Part D vaccine at your doctor’s office, and your doctor gives you  
the shot.

• You pay nothing or a copay to the doctor for the vaccine. 

• Our plan pays for the cost of giving you the shot.

• The doctor’s office should call our plan in this situation so we can make sure they know 
you only have to pay nothing or a copay for the vaccine.

3. You get the Medicare Part D vaccine medication at a pharmacy, and you take it to your 
doctor’s office to get the shot.

• For most adult Part D vaccines, you’ll pay nothing for the vaccine itself.

• For other Part D vaccines, you pay nothing or a copay for the vaccine.

• Our plan pays for the cost of giving you the shot.
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Chapter 7: Asking us to pay our share of a bill 
you received for covered services or drugs

Introduction
This chapter tells you how and when to send us a bill to ask for payment. It also tells you how 
to make an appeal if you don’t agree with a coverage decision. Key terms and their definitions 
appear in alphabetical order in the last chapter of this Member Handbook.

Table of Contents
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A. Asking us to pay for your services or drugs

We don’t 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 the full cost of health care or drugs, don’t pay the bill and send the 
bill to us. To send us a bill, refer to Section B.

• If we cover the services or drugs, we’ll pay the provider directly.

• If we cover the services or drugs and you already paid more than your share of the 
cost, it’s your right to be paid back.

 о If you paid for services covered by Medicare, we’ll 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:

 о The service you received is a Medi-Cal covered service that we’re responsible for paying. 
We won’t reimburse you for a service that isn’t covered by L.A. Care Medicare Plus. 

 о You received the covered service after you became an eligible L.A. Care Medicare 
Plus member.

 о You ask to be paid back within one year from the date you received the covered service.

 о You provide proof that you paid for the covered service, such as a detailed receipt 
from the provider.

 о You received the covered service from a Medi-Cal enrolled provider in L.A. Care 
Medicare Plus’s network. You don’t need to meet this condition if you received 
emergency care, family planning services, or another service that Medi-Cal allows 
out-of-network providers to perform without pre-approval (prior authorization).

• 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’ll reimburse you in a letter called a Notice of 
Action. If you meet all of the above conditions, the Medi-Cal-enrolled provider should 
pay you back for the full amount you paid. If the provider refuses to pay you back,  
L.A. Care Medicare Plus will pay you back for the full amount you paid. We’ll reimburse 
you within 45 working days of receipt of the claim. If the provider is enrolled in  
Medi-Cal, but isn’t in our network and refuses to pay you back, 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 
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emergency services, family planning services, or another service that Medi-Cal allows 
to be provided by out-of-network providers without pre-approval. If you don’t meet 
one of the above conditions, we won’t pay you back. 

• We won’t pay you back if:

 о You asked for and received services that aren’t covered by Medi-Cal, such as 
cosmetic services.

 о The service isn’t a covered service for L.A. Care Medicare Plus.

 о You went to a doctor who doesn’t take Medi-Cal and you signed a form that said you 
want to be seen anyway and you’ll pay for the services yourself.

• If we don’t cover the services or drugs, we’ll tell you.

Contact Member Services if you have any questions. If you don’t know what you should’ve 
paid, or if you get a bill and you don’t know what to do about it, we can help. You can also call 
if you want to tell us information about a request for payment you already sent to us.

Examples of times when you may need to ask us to pay you back or to pay a bill you got include:

1. When you get emergency or urgently needed health care from an  
out-of-network provider

 Ask the provider to bill us.

• If you pay the full amount when you get the care, ask us to pay you back for our share 
of the cost. Send us the bill and proof of any payment you made.

• 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. 

 о If the provider should be paid, we’ll pay the provider directly.

 о If you already paid more than your share of the cost for the Medicare service, we’ll 
figure out how much you owed and pay you back for our share of the cost.

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.

• As a plan member, you only pay the copay when you get services we cover. We don’t 
allow providers to bill you more than this amount. This is true even if we pay the 
provider less than the provider charged for a service. Even if we decide not to pay for 
some charges, you still don’t pay them.
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• Whenever you get a bill from a network provider that you think is more than you should 
pay, send us the bill. We’ll contact the provider directly and take care of the problem.

• If you already paid a bill from a network provider for Medicare-covered services, but 
feel you paid too much, send us the bill and proof of any payment you made. We’ll pay 
you back for your covered services or for the difference between the amount you paid 
and the amount you owed under our plan.

3. If you’re retroactively enrolled in our plan

 Sometimes your 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. 

4. When you use an out-of-network pharmacy to fill a prescription 

 If you use an out-of-network pharmacy, you pay the full cost of your prescription.

• In only a few cases, we’ll cover prescriptions filled at out-of-network pharmacies. Send 
us a copy of your receipt when you ask us to pay you back for our share of the cost. 

• Refer to Chapter 5 of this 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’d pay at an in-network pharmacy.

5. When you pay the full Medicare Part D prescription cost because you don’t have your 
Member ID Card with you

 If you don’t have your Member ID Card with you, you can ask the pharmacy to call us or 
look up your plan enrollment information. 

• If the pharmacy can’t get the information right away, you may have to pay the full 
prescription cost yourself or return to the pharmacy with your Member ID Card.

• Send us a copy of your receipt when you ask us to pay you back for our share of the cost.

• 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.

169?

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 7: Asking us to pay  
our share of a bill you got for covered services or drugs

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.

https://medicare.lacare.org


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.

 о If you don’t pay for the drug but think we should cover it, you can ask for a coverage 
decision (refer to Chapter 9 of this Member Handbook).

 о If you and your doctor or other prescriber think you need the drug right away,  
(within 24 hours), you can ask for a fast coverage decision (refer to Chapter 9 of this 
Member Handbook).

• Send us a copy of your receipt when you ask us to pay you back. In some cases, we 
may need to get more information from your doctor or other prescriber to pay you 
back for our share of the cost of the drug. We may not pay you back the full cost you 
paid if the price you paid is higher than our negotiated price for the prescription. 

When you send us a request for payment, we review it and decide whether the service or drug 
should be covered. This is called making a “coverage decision.” If we decide the service or drug 
should be covered, we pay for our share of the cost of it. 

If we deny your request for payment, you can appeal our decision. To learn how to make an 
appeal, refer to Chapter 9 of this Member Handbook.

B. Sending us a request for payment

Send us your bill and proof of any payment you made for Medicare services. 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
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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’ll 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’ll pay our share of the cost for it. If you already paid for the 
service or drug, we’ll mail you a check for what you paid or our share of the cost. If you 
paid the full cost of a drug, you might not be reimbursed the full amount you paid (for 
example, if you got a drug at an out-of-network pharmacy or if the cash price you paid 
is higher than our negotiated price). If you haven’t paid, we’ll pay the provider directly.

Chapter 3 of this Member Handbook explains the rules for getting your services covered.  
Chapter 5 of this Member Handbook explains the rules for getting your Medicare Part D  
drugs covered.

• If we decide not to pay for our share of the cost of the service or drug, we’ll send you a 
letter with the reasons. The letter also explains your rights to make an appeal.

• To learn more about coverage decisions, refer to Chapter 9.

D. Appeals

If you think we made a mistake in turning down your request for payment, you can ask us 
to change our decision. This is called “making an appeal.” You can also make an appeal if you 
don’t agree with the amount we pay.

The formal appeals process has detailed procedures and deadlines. To learn more about 
appeals, refer to Chapter 9 of this Member Handbook:

• To make an appeal about getting paid back for a health care service, refer to Section F.

• To make an appeal about getting paid back for a drug, refer to Section G.
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Chapter 8: Your rights and responsibilities

Introduction
This chapter includes your rights and responsibilities as a member of our plan. We must honor 
your rights. Key terms and their definitions appear in alphabetical order in the last chapter of 
this Member Handbook.
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B. Our responsibility for your timely access to covered services and drugs  . . . . . . . . . . . . . . . . .184

C. Our responsibility to protect your personal health information (PHI)  . . . . . . . . . . . . . . . . . . . .185

C1. How we protect your PHI. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 185

C2. Your right to look at your medical records . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 186

D. Our responsibility to give you information . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .186

E. Inability of network providers to bill you directly . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .187

F. Your right to leave our plan  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .187

G. Your right to make decisions about your health care. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .188

G1. Your right to know your treatment choices and make decisions . . . . . . . . . . . . . . . . . . . . . 188

G2. Your right to say what you want to happen if you  
can’t make health care decisions for yourself. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 188
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A. Your right to get services and information in a way that meets your needs

We must ensure all services, both clinical and non-clinical, are provided to you in a culturally 
competent and accessible manner including for those with limited English proficiency, limited 
reading skills, hearing incapacity, or those with diverse cultural and ethnic backgrounds. We 
must also tell you about our plan’s benefits and your rights in a way that you can understand. 
We must tell you about your rights each year that you’re in our plan.

• To get information in a way that you can understand, call Member Services. Our plan 
has free interpreter services available to answer questions in different languages. 

Our plan can also give you materials in languages other than English including Arabic, 
Armenian, Chinese, Punjabi, Farsi, Korean, Russian, Spanish, Tagalog, Vietnamese 
and in formats such as large print, braille, or audio. To get 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). 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.
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A.   Su derecho de obtener servicios e información 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 
año que sea miembro de nuestro plan. 

• Para obtener información en una manera que pueda comprender, llame a Servicios 
para los Miembros. Nuestro plan cuenta con servicios gratuitos de interpretación para 
responder a las preguntas en diferentes idiomas. 

• Los servicios de interpretación están disponibles.  Para obtener los servicios de un 
intérprete, puede llamarnos al 1-833-522-3767 (TTY: 711), las 24 horas del día,  
los 7 días de la semana, incluso los días festivos. 

• Nuestro plan también puede brindarle materiales en otros idiomas además del inglés, 
incluyendo árabe, armenio, chino, punjabi, hindi, hmong, japonés, laosiano, mien, 
camboyano, farsi, coreano, ruso, español, 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 información 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  
que le enviemos información. 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 día, los 7 días de la semana, incluso los 
días festivos. Un representante puede ayudarle a realizar o modificar una solicitud 
permanente. 

• Los miembros tienen derecho a hacer recomendaciones con respecto a la política  
de derechos y responsabilidades de los miembros de la organización. 

Si tiene problemas para obtener información de nuestro plan debido a problemas con el 
idioma o una discapacidad y desea presentar una queja, llame a: 

• Medicare al 1-800-MEDICARE (1-800-633-4227). Puede llamar las 24 horas del día,  
los 7 días de la semana. Los usuarios de TTY deben llamar al 1-877-486-2048. 

• Oficina de Derechos Civiles de Medi-Cal al 916-440-7370. Los usuarios de la línea  
TTY deben llamar al 711. 

• Departamento de Salud y Servicios Humanos, Oficina de Derechos Civiles al  
1-800-368-1019. Los usuarios de la línea TTY deben llamar al 1-800-537-7697. 
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A.  Ծառայություններ և եղեկություններ ձեզ հարմար ձևով 
ստանալու ձեր իրավունքը 

Մենք պետք է երաշխավորենք, որ բոլոր ծառայությունները ձեզ տրամադրվում 
են մշակութային ձեռնհասությամբ և մատչելի կերպով: Մենք պետք է նաև 
տեղեկացնենք ձեզ մեր ծրագրի նպաստների և ձեր իրավունքների մասին ձեզ 
համար հասկանալի ձևով: Մենք պետք է տեղեկացնենք ձեզ ձեր իրավունքների 
մասին յուրաքանչյուր տարի, որ դուք ծրագրի անդամ եք: 

• Ձեզ համար հասկանալի ձևով տեղեկություններ ստանալու համար 
զանգահարեք Անդամների սպասարկման բաժին: Մեր ծրագիրն 
ունի բանավոր թարգմանչական ծառայություններ, որոնք կարող են 
պատասխանել ձեր հարցերին տարբեր լեզուներով: 

• Մատչելի են բանավոր թարգմանչական ծառայություններ: Բանավոր 
թարգմանիչ ստանալու համար պարզապես զանգահարեք մեզ 
1-833-522-3767 հեռախոսահամարով (TTY՝ 711), օրը 24 ժամ, շաբաթը 7 օր, 
ներառյալ տոն օրերը: 

• Մեր ծրագիրը կարող է ձեզ նյութեր տրամադրել անգլերենից բացի այլ 
լեզուներով, ներառյալ՝ արաբերեն, հայերեն, չինարեն, փենջաբերեն, 
հինդի, հմոնգ, ճապոներեն, լաոսերեն, միեն, կամբոջերեն, պարսկերեն, 
կորեերեն, ռուսերեն, իսպաներեն, տագալերեն, թայերեն, ուկրաիներեն և 
վիետնամերեն լեզուներով, ինչպես նաև հետևյալ ձևաչափերով՝ խոշոր 
տառատեսակով, բրեյլով կամ ձայնագրությամբ:   
Այս այլընտրանքային ձևաչափերից մեկով նյութեր ստանալու համար 
խնդրում ենք զանգահարել Անդամների սպասարկման բաժին կամ գրել 
այստեղ՝ 

L.A. Care Medicare Plus 
Attn: Member Services Department 
1200 West 7th Street 
Los Angeles, CA 90017 

• Դուք կարող եք խնդրել, որ մենք միշտ ձեզ տեղեկություններ ուղարկենք 
ձեր ընտրած լեզվով կամ ձևաչափով: Սա կոչվում է մշտական խնդրանք: 
Մենք կհետևենք ձեր մշտական խնդրանքին, որպեսզի ամեն անգամ 
տեղեկություն ստանալիս առանձին խնդրանքներ չուղարկեք: Որպեսզի 
ստանաք այս փաստաթուղթը անգլերենից բացի մեկ այլ լեզվով և/կամ 
այլընտրանքային ձևաչափով, խնդրում ենք զանգահարել Անդամների 
սպասարկման բաժին՝ (833) 522-3767 հեռախոսահամարով, TTY՝ 711,  
օրը 24 ժամ, շաբաթը 7 օր, ներառյալ տոն օրերը: Ներկայացուցիչը կարող  
է օգնել ձեզ մշտական խնդրանք կատարել կամ փոխել այն: 

• Անդամներն իրավունք ունեն առաջարկություններ անել 
կազմակերպության անդամի իրավունքների և պարտականությունների 
քաղաքականության վերաբերյալ: 
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Եթե մեր ծրագրից տեղեկություններ ստանալու հետ կապված դժվարություններ 
ունեք՝ լեզվի հետ կապված խնդիրների կամ հաշմանդամության պատճառով, և 
ցանկանում եք բողոք ներկայացնել, զանգահարեք՝ 

• Medicare՝ 1-800-MEDICARE (1-800-633-4227) հեռախոսահամարով: Դուք կարող 
եք զանգահարել օրը 24 ժամ, շաբաթը 7 օր: TTY օգտագործողները պետք է 
զանգահարեն 1-877-486-2048 հեռախոսահամարով: 

• Medi-Cal-ի Քաղաքացիական իրավունքների գրասենյակ՝ 916-440-7370 
հեռախոսահամարով: TTY օգտագործողները պետք է զանգահարեն 711 
հեռախոսահամարով: 

• ԱՄՆ Առողջապահության և մարդու ծառայությունների բաժնի 
Քաղաքացիական իրավունքների գրասենյակ՝ 1-800-368-1019 
հեռախոսահամարով: TTY օգտագործողները պետք է զանգահարեն  
1-800-537-7697 հեռախոսահամարով:

A. សិិទិិ្ធិរបសិអ់្ននកកន�ងការទ្ធិទួ្ធិលបាានសេសិវាាកម្មម និងព័ត័៌ម៌្មានស្រសិបត៌ាម្មត៌ស្រមូ្មវាការ 
យើ�ើងត្រូ�វូតែ�ធានាថា រាល់យើ�វាកម្មមទាំងំអ�់ត្រូ�វូបានផ្តតល់់ជូូនអនកត្រូ�បតាម្ម�ម្ម�ថភាពខាងតែផ្តនកវបបធម៌្ម និងតាម្ម
ល់ទ្ធធភាពតែ�ល់អាចយើត្រូបើត្រូបា�់បាន។ យើ�ើងក៏ត្រូ�វូត្រូបាប់អនកអំពើអ�ថត្រូបយើ�ជូន៍គយើត្រូ�ងរប�់យើ�ើង និង�ិទ្ធធរិប�់អនកយើ�តាម្ម
ម្មយើធោបា�តែ�ល់អនកអាច�ល់់បាន។ ជាយើរៀងរាល់់ឆ្នាំន  ំយើ�ើងត្រូ�វូត្រូបាប់អនកពើ�ិទ្ធធរិប�់អនកយើ�កន�ងគយើត្រូ�ងរប�់យើ�ើង។ 

• យើ�ើម្មបើទ្ធទួ្ធល់បានព័�៌�នយើនះតាម្មរយើបៀបណាមួ្ម�តែ�ល់អនកអាច�ល់់បាន �ូម្មទូ្ធរ�ពទយើ�កាន់តែផ្តនកយើ�វា��ជិូក។ 
គយើត្រូ�ងរប�់យើ�ើង�នយើ�វាបកតែត្រូបផ្ទាទ ល់់��់យើ��ឥ�គិ�ថ្លៃ�ៃ យើ�ើម្មបើយើ�ៃើ��ំណួួរនានាជាភាសាយើផ្តេងៗ។ 

• យើ�វាបកតែត្រូប�នយើ�ទ្ធើយើនះ។ យើ�ើម្មបើទ្ធទួ្ធល់បានអនកបកតែត្រូប �ូម្មទូ្ធរ�ពទម្មកយើ�ើងតាម្មរ�ៈយើល់ខទូ្ធរ�ពទ 
1-833-522-3767 (TTY: 711) 24 យើ�ោ ងកន�ងមួ្ម�ថ្លៃ�ៃ 7 ថ្លៃ�ៃកន�ងមួ្ម��ប្តាត ហ៍៍ រមួ្មទាំងំថ្លៃ�ៃ�ត្រូ�ក។ 

• គយើត្រូ�ងរប�់យើ�ើងអាចផ្តតល់់ឯកសារជាភាសាយើផ្តេងៗយើត្រូ�ពើភាសាអង់យើគៃ�រមួ្ម�ន ភាសាអារាាប់ អាយើម្មនើ 
ចិន ព�នចាបីើ ហិ៍ណូូួ ម្មោ�ង ជូបោ�ន ឡាវ យើម្មៀន កមុ្ម�ជា ហ្វាា ��ើ កូយើរ ា រ ��េ�ើ យើអ�ា�ញ តាហ្វាា ឡុ�ក ថ្លៃ� អី��តែត្រូកន និង
យើវៀ�ណាម្ម រមួ្មទាំងំជាទ្ធត្រូម្មង់យើផ្តេងៗ �ូចជាអកេរព�មុ្មធំ អកេរ�ត្រូ�ប់ម្មន��េពិការតែ�នក ឬជា�ំយើឡុង។ យើ�ើម្មបើ
ទ្ធទួ្ធល់បានឯកសារជាទ្ធត្រូម្មង់ណាមួ្ម�ទាំងំយើនះ �ូម្មទូ្ធរ�ពទយើ�តែផ្តនកយើ�វា��ជិូក ឬ�រយើ�រយើ�កាន់៖
L.A. Care Medicare Plus 
យើផ្តើើយើ�កាន់៖ តែផ្តនកយើ�វា��ជិូក 
1200 West 7th Street 
Los Angeles, CA 90017 

• ភាសា ឬទ្ធត្រូម្មង់តែ�ល់អនកត្រូ�វូការបានជានិចច។ ការយើ�នើ��ំយើនះ យើ� ថា�ំយើណួើ ��ំយើ���ា័�ត្រូបវ�តិ។  
យើ�ើង នឹង តាម្ម �ន �ំយើណួើ  ��ំយើ���ា័�ត្រូបវ�តិ រប�់ អនក �ូយើចនះ អនក មិ្មន ចាបំាច់ យើធាើ �ំយើណួើ  �ច់ យើ�� តែឡុក រាល់់
យើពល់ តែ�ល់ យើ�ើង យើផ្តើើ ព័�៌�ន យើ� អនកយើឡុើ�។ យើ�ើម្មបើទ្ធទួ្ធល់បានឯកសារយើនះជាភាសាយើផ្តេងយើត្រូ�ពើភាសាអង់យើគៃ� 
និង/ឬជាទ្ធត្រូម្មង់យើផ្តេងយើទ្ធៀ�យើនាះ �ូម្មទាំក់ទ្ធងតែផ្តនកយើ�វា��ជិូកតាម្មរ�ៈយើល់ខទូ្ធរ�ពទ (833) 522-3767, 
TTY: 711, 24 យើ�ោ ងកន�ងមួ្ម�ថ្លៃ�ៃ 7 ថ្លៃ�ៃកន�ងមួ្ម��ប្តាត ហ៍៍ រមួ្មទាំងំថ្លៃ�ៃឈប់�ត្រូ�ក។ អនក�ំណាងអាចជួូ�
អនកយើ�នើ��ំ ឬផ្ទាៃ �់បតូរ�ំយើណួើ ��ំយើ���ា័�ត្រូបវ�តិបាន។ 

• ��ជិូក�ន�ិទ្ធធិផ្តតល់់ការតែណួនាទំាំក់ទ្ធងនឹងយើ�ល់នយើ�បា��តើពើ�ិទ្ធធិនិងទំ្ធនួល់ខ��ត្រូ�វូ��ជិូករប 
�់សាថ ប័ន។ 
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ត្រូប�ិនយើបើអនក�នបញ្ហាា ពិបាកកន�ងការទ្ធទួ្ធល់បានព័�៌�នពើគយើត្រូ�ងយើ�ើងយើ��សារបញ្ហាា ភាសា ឬពិការភាព  និងចង់យើធាើការបតឹង�វាា �ូម្មយើ�ទូ្ធរ�ពទយើ�កាន់៖ 
• Medicare តាម្មរ�ៈយើល់ខ 1-800-MEDICARE (1-800-633-4227)។ អនកអាចយើធាើការយើ�ទូ្ធរ 

�ពទបាន 24 យើ�ោ ងកន�ងមួ្ម�ថ្លៃ�ៃ 7 ថ្លៃ�ៃកន�ងមួ្ម��ប្តាត ហ៍៍។ អនកយើត្រូបើត្រូបា�់ TTY គួរតែ�ទូ្ធរ�ពទយើ�យើល់ខ  
1-877-486-2048។ 

• ការ�ិល័់��ិទ្ធធពិល់រ�ឋរប�់ Medi-Cal តាម្មរ�ៈយើល់ខ 916-440-7370។ អនកយើត្រូបើ TTY គួរតែ�ទូ្ធរ�ពទយើ�យើល់ខ 
711 

• ត្រូក�ួង��ខា�ិបាល់និងយើ�វាម្មន��េជា�ិ�ហ៍រ�ឋអាម្មរកិ ការ�ិល័់��ិទ្ធធិពល់រ�ឋ តាម្មរ�ៈយើល់ខ  
1-800-368-1019។ អនកយើត្រូបើត្រូបា�់ TTY គួរតែ�ទូ្ធរ�ពទយើ�កាន់យើល់ខ 1-800-537-7697។

A .حق شما برای دریافت خدمات و اطلاعات به گونه ای که نیازهای شما را برآورده کند 

ما باید اطمینان حاصل کنیم که همه خدمات به شیوه ای قابل دسترس و متناسب با فرهنگ به شما 

ارائه می شود. ما باید شما را از حقوق و مزایای طرح ما به شیوه ای مطلع سازیم که برای شما قابل درک 

باشد. ما باید هر سال در صورت عضویت شما در طرح، حقوق تان را برای شما بازگو کنیم. 

برای کسب این اطلاعات با خدمات اعضاء تماس بگیرید. طرح ما از خدمات رایگان مترجم شفاهی 	 

برای پاسخ به سؤالات به زبان های مختلف برخوردار است. 

خدمات مترجم شفاهی موجود است. برای داشتن مترجم شفاهی، فقط کافی است با ما به 	 

شماره تلفن 1-833-522-3767   (TTY: 711) به صورت 24 ساعته و 7 روز هفته، از جمله تعطیلات، 

تماس بگیرید. 

طرح ما مطالب را به زبان های دیگر غیر از انگلیسی، از جمله عربی، ارمنی، چینی، پنجابی، هندی، 	 

همونگ، ژاپنی، لائوسی، مین، کامبوجی، فارسی، کره ای، روسی، اسپانیایی، تاگالوگ، تایلندی، 

اوکراینی و ویتنامی و در فرمت هایی مانند چاپ بزرگ، خط بریل یا صوتی نیز ارائه می دهد. جهت 

دریافت اقلام به یکی از این فرمت های جایگزین، لطفاً با خدمات اعضا تماس بگیرید یا مکاتبه کنید با: 

 L.A. Care Medicare Plus
 Attn: Member Services Department

  1200 West 7th Street
 Los Angeles, CA 90017

می توانید درخواست کنید همواره اطلاعات را به زبان یا در قالب موردنیازتان برای شما ارسال کنیم. 	 

این عمل را درخواست ثابت می نامند. ما درخواست ثابت شما را ثبت می کنیم تا نیاز نباشد در 

هر بار ارسال اطلاعات، درخواست جداگانه ای ارائه دهید. برای دریافت این سند به زبانی غیر از 

انگلیسی و/یا فرمتی دیگر، لطفاً در 24 ساعت شبانه روز و 7 روز هفته، از جمله تعطیلات، با خدمات 

اعضا به شمارۀ  TTY: 711  ، (833) 522-3767 تماس بگیرید. نماینده خدمات اعضا می تواند رد ارائه یا 

تغییر درخواست ثابت به شما کمک کند.

اعضاء حق دارند در مورد سیاست حقوق و مسئولیت های سازمان توصیه هایی را ارائه کنند. 	 

اگر به دلیل مشکلات زبانی یا ناتوانی در دریافت اطلاعات از طرح ما مشکل دارید و می خواهید شکایت 

کنید، طبق اطلاعات زیر تماس بگیرید: 
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Medicare به شماره MEDICARE-800-1   (4227-633-800-1). می توانید در 24 ساعت شبانه روز و 7 • 
روز هفته تماس بگیرید. کاربران TTY باید با شماره 1-877-486-2048 تماس بگیرند. 

دفتر حقوق مدنی Medi-Cal به شماره 7370-440-916 . کاربران TTY باید با شماره 711 تماس 	 

بگیرند 

اداره بهداشت و خدمات انسانی، دفتر حقوق مدنی به شماره 1019-368-800-1 . کاربران TTY باید با 	 

شماره 7697-537-800-1  تماس بگیرند.

A.	가입자의 요구 사항에 부합하는 방식으로 서비스와 정보를 얻을 권리 

당사는 가입자에게 제공되는 모든 서비스가 문화적으로 능숙하고 접근성이 좋은 방식으로 
제공되도록 해야 합니다. 또한 가입자가 이해할 수 있는 방식으로 플랜의 혜택과 가입자의 권리를 
알려야 할 의무도 있습니다. 가입자가 플랜에 가입한 이상 매년 가입자의 권리를 알려야 합니다. 

•	 정보를 이해하기 쉬운 방식으로 받으시려면 가입자 서비스부에 연락하십시오. 플랜에서 
무료 통역사 서비스를 제공하여 다양한 언어로 질문에 답해드리고 있습니다. 

•	 무료 통역사 서비스가 제공됩니다. 통역사 서비스를 이용하려면 1-833-522-3767  
(TTY: 711) 번으로 전화하기만 하면 됩니다. 이 전화는 하루 24시간, 연중무휴로 
운영합니다(공휴일 포함). 

•	 플랜에서는 자료를 아랍어, 아르메니아어, 중국어, 펀자브어, 힌디어, 몽어, 일본어, 
라오스어, 몐어, 캄보디아어, 크메르어, 한국어, 러시아어, 스페인어, 타갈로그어,  
태국어, 우크라이나어와 베트남어 버전으로 작성된 대형 활자 인쇄, 점자 또는 오디오 
등의 형식으로도 제공합니다. 이러한 대체 형식으로 자료를 받아보려면 가입자 서비스에 
문의하거나 다음 우편 주소로 문의하시기 바랍니다. 
L.A. Care Medicare Plus 
Attn: Member Services Department 
1200 West 7th Street 
Los Angeles, CA 90017 

•	 언제든지 원하는 언어와 형식으로 정보를 요청할 수 있습니다. 이를 표준 요청이라고 
합니다. 플랜에서는 정보를 보낼 때마다 별도 요청을 하지 않아도 될 수 있도록 귀하의 
표준 요청을 기록할 것입니다. 이 문서를 영어 외의 다른 언어나 대체 형식으로 
받아보고자 하는 경우, 가입자 서비스 (833)522-3767(TTY: 711)번으로 문의하십시오. 
이 전화는 하루 24시간, 연중무휴로 운영합니다(공휴일 포함). 담당자가 표준 요청을 
만들거나 변경하는 데 도움을 드릴 것입니다. 

•	 가입자에게는 당사의 가입자 권리 및 책임 규정에 관해 추천안을 제시할 권리가 있습니다. 

언어 문제나 장애로 인해 플랜에서 정보를 얻는 데 어려움을 겪었고 이에 따라 불만을 제기하고자 
하는 경우, 다음 전화번호로 문의하십시오. 
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• Medicare에 1-800-MEDICARE(1-800-633-4227)번으로 문의하십시오. 이 전화는 24 시간, 
연중무휴 언제든 이용하셔도 됩니다. TTY 이용자는 1-877-486-2048번으로 전화하십시오. 

• Medi-Cal 인권국 번호는 916-440-7370입니다. TTY 이용자는 711번으로 전화하십시오. 

•	 미국 보건 사회복지부 인권국에 1-800-368-1019번으로 문의하십시오. TTY 이용자는 
1-800-537-7697번으로 전화하십시오. 

A.  Ваше право на получение информации в соответствии с  
вашими потребностями 

Мы должны удостовериться, что все услуги предоставляются вам культурно 
компетентным и доступным образом. Мы должны уведомлять вас о льготах в рамках 
плана и о ваших правах так, чтобы было вам понятно. Мы обязаны разъяснять вам ваши 
права каждый год, в течение которого вы являетесь участником нашего плана. 

• Для получения информации наиболее понятным для вас способом позвоните в 
отдел обслуживания участников плана. Наш план предлагает бесплатные услуги 
устного переводчика, чтобы отвечать на вопросы на разных языках. 

• Услуги устного перевода предоставляются бесплатно. Чтобы воспользоваться 
услугами устного переводчика, просто позвоните нам по телефону 1-833-522-3767 
(линия TTY: 711) круглосуточно, ежедневно, включая праздничные дни. 

• Наш план также может предоставлять вам материалы на других языках, кроме 
английского, включая арабский, армянский, китайский, пенджаби, хинди, 
хмонг, японский, лаосский, миен, камбоджийский, фарси, корейский, русский, 
испанский, тагальский тайский, украинский и вьетнамский, а также в других 
форматах. например, крупный шрифт, шрифт Брайля или аудио. Чтобы получить 
материалы в одном из этих альтернативных форматов, позвоните в Службу 
поддержки участников или напишите по адресу: 
L.A. Care Medicare Plus 
Attn: Member Services Department 
1200 West 7th Street 
Los Angeles, CA 90017

• Вы можете попросить, чтобы мы всегда отправляли вам информацию на нужном 
вам языке или в формате. Это называется постоянным запросом. Мы будем 
отслеживать ваш постоянный запрос, поэтому вам не придется делать отдельные 
запросы каждый раз, когда мы отправляем вам информацию. Чтобы получить этот 
документ на языке, отличном от английского, и/или в альтернативном формате, 
обратитесь в Службу поддержки участников по телефону (833) 522-3767, линия 
TTY 711, круглосуточно, ежедневно, включая праздничные дни. Представитель 
может помочь вам составить или изменить постоянный запрос.

• У участников есть право вносить рекомендации, касающиеся правил о правах 
участников организации и их обязанностей. 

Если вам трудно получить информацию от нашего плана по причине языкового барьера 
или инвалидности, и вы хотите подать жалобу, позвоните: 
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• в программу Medicare: 1-800-MEDICARE (1-800-633-4227) Вы можете звонить 
круглосуточно и ежедневно. Пользователям линии TTY следует звонить по 
номеру 1-877-486-2048. 

• в офис Управления по гражданским правам программы Medi-Cal по телефону  
916-440-7370. Пользователям линии TTY следует звонить 711. Пользователям 
линии TTY следует звонить по номеру 711. 

• Звоните в Управление по гражданским правам Министерства здравоохранения и 
социального обеспечения по телефону 1-800-368-1019. Линия 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. 
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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.

A.	您有權以符合您需求的方式獲得服務和資訊 

我們必須確保以符合您文化背景且無障礙的方式為您提供所有服務。我們也必須以您能理
解的方式告訴您本計劃的福利和您的權利。在您參加我們計劃的期間，我們每年皆必須向您
說明您的權利。 

•	如要獲得以您能理解的方式提供的資訊，請致電會員服務部。本計劃有免費的口譯服
務，可以使用不同語言回答問題。 

•	您可使用口譯服務。若需要使用口譯員，您只需致電 1-833-522-3767 (TTY: 711) 與我
們聯絡即可，服務時間為每週 7 天，每天 24 小時（包含假日）。 

•	本計劃也可以為您提供英文以外之其他語言版本的資料，包括阿拉伯文版、亞美尼亞
文版、中文版、旁遮普文版、印地文版、苗文版、日文版、寮文版、勉語版、柬埔寨文版、
波斯文版、韓文版、俄文版、西班牙文版、塔加拉文版、泰文版、烏克蘭文版和越南文版
以及諸如大字版、盲文版或語音版等格式。如欲取得上述其中一種替代格式的資料，
請致電與會員服務部聯絡或寫信至： 

L.A. Care Medicare Plus 
Attn: Member Services Department 
1200 West 7th Street 
Los Angeles, CA 90017 

您可要求我們永遠寄您所需之語言版本或格式的資訊給您。這稱為長期申請。 
我們會將您的長期申請記錄下來，這樣您就不需在我們每次寄資訊給您時均提出個
別的申請。如欲取得本文件英文以外的其他語言版本和／或替代格式，請致電  
(833) 522-3767、TTY: 711 與會員服務部聯絡，服務時間為每週 7 天，每天 24 小時 

（包含假日）。代表可協助您提出或變更長期申請。 

•	會員有權針對組織的會員權利與責任政策提出建議。 

如果您因語言或殘障問題在獲取我們計劃提供的資訊方面遇到困難並想提出投訴，請致電： 

• Medicare，電話號碼為 1-800-MEDICARE (1-800-633-4227)。您每週 7 天，每天 24 小時
均可致電。TTY 使用者請致電 1-877-486-2048。 

• Medi-Cal 民權辦公室電話 916-440-7370。TTY 使用者請致電 711 
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•	請致電 1-800-368-1019 與美國衛生及公共服務部民權辦公室聯絡。TTY 使用者請致
電 1-800-537-7697。

A.  Quý vị có quyền được nhận dịch vụ và thông tin theo cách đáp ứng nhu cầu 
của quý vị 

Chúng tôi phải đảm bảo tất cả các dịch vụ được cung cấp cho quý vị theo cách có thể tiếp 
cận và phù hợp về mặt văn hóa. Chúng tôi phải cho quý vị biết các quyền lợi của chương trình 
chúng tôi và quyền của quý vị theo cách mà quý vị có thể hiểu được. Chúng tôi phải cho quý 
vị biết quyền của quý vị mỗi năm khi quý vị tham gia chương trình chúng tôi. 

• Để được cấp thông tin bằng những hình thức quý vị hiểu được, xin gọi cho ban Dịch 
Vụ Hội Viên. Chương trình chúng tôi hiện có dịch vụ thông dịch miễn phí để giải đáp 
các thắc mắc bằng các ngôn ngữ khác nhau. 

• Hiện có dịch vụ thông dịch. Để yêu cầu thông dịch viên, chỉ cần gọi chúng tôi theo số 
1-833-522-3767 (TTY: 711), 24 giờ trong ngày, 7 ngày trong tuần, kể cả ngày lễ. 

• Chương trình của chúng tôi cũng có thể cung cấp cho quý vị tài liệu bằng các ngôn 
ngữ khác ngoài tiếng Anh bao gồm tiếng Ả Rập, tiếng Armenia, tiếng Hoa, tiếng 
Punjabi, tiếng Hindi, tiếng Hmong, tiếng Nhật, tiếng Lào, tiếng Miên, tiếng Campuchia, 
tiếng Farsi, tiếng Hàn, tiếng Nga, tiếng Tây Ban Nha, tiếng Tagalog, tiếng Thái, tiếng 
Ukraina và tiếng Việt và ở các định dạng như chữ in lớn, chữ nổi hoặc âm thanh. Để có 
được tài liệu ở một trong những định dạng thay thế này, vui lòng gọi cho ban Dịch Vụ 
Hội Viên hoặc viết thư cho: 

L.A. Care Medicare Plus 
Attn: Member Services Department 
1200 West 7th Street 
Los Angeles, CA 90017 

• Quý vị có thể yêu cầu chúng tôi luôn gửi cho quý vị thông tin bằng ngôn ngữ hoặc định 
dạng quý vị cần. Đây được gọi là yêu cầu thường trực. Chúng tôi sẽ theo dõi yêu cầu 
thường trực của quý vị để quý vị không cần phải thực hiện các yêu cầu riêng biệt mỗi khi 
chúng tôi gửi thông tin cho quý vị. Để nhận tài liệu này bằng ngôn ngữ khác ngoài tiếng 
Anh và/hoặc ở định dạng thay thế, vui lòng liên lạc với ban Dịch Vụ Hội Viên theo số (833) 
522-3767, TTY: 711, 24 giờ trong ngày, 7 ngày trong tuần, kể cả ngày lễ. Một nhân viên đại 
diện có thể giúp quý vị thực hiện hoặc thay đổi một yêu cầu thường trực. 

• Hội viên có quyền đưa ra các đề nghị liên quan đến chính sách về quyền và trách 
nhiệm của hội viên thuộc tổ chức 

Nếu quý vị gặp khó khăn trong việc lấy thông tin từ chương trình chúng tôi vì vấn đề ngôn 
ngữ hoặc do tình trạng khuyết tật, và quý vị muốn than phiền, xin gọi: 

• Medicare theo số 1-800-MEDICARE (1-800-633-4227). Quý vị có thể gọi 24 giờ trong ngày, 
7 ngày trong tuần. Người dùng TTY cần gọi 1-877-486-2048. 
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• Văn Phòng Dân Quyền của Medi-Cal theo số 1-916-440-7370. Người dùng TTY vui lòng gọi 711. 

• Bộ Dịch Vụ Y Tế và Nhân Sinh Hoa Kỳ, Văn Phòng Dân Quyền theo số 1-800-368-1019. 
Người dùng TTY cần gọi số 1-800-537-7697.

حقك في الحصول على الخدمات والمعلومات بطريقة تلبي احتياجاتك   .A

يجب أن نتأكد من تقديم كافة الخدمات لك بطريقة ملائمة ثقافيًا ويمكن الوصول إليها. يجب أن نخبرك 

عن مزاياك في الخطة وحقوقك بطريقة يمكنك فهمها. يجب أن نخبرك عن حقوقك كل سنة تكون فيها 

عضواً في خطتنا. 

للحصول على معلومات بطريقة يمكنك فهمها، اتصل بخدمات الأعضاء. تتضمن خطتنا خدمات 	 

مترجم فوري مجانية متاحة للإجابة على أسئلة بلغات مختلفة. 

 	 (TTY: 711) خدمات الترجمة الفورية متوفرة. وللحصول على خدمة مترجم فوري، فقط اتصل بنا على الرقم

3767-522-833-1، على مدار 24 ساعة يوميًا و7 أيام في الأسبوع، بما في ذلك العطلات. 

يمكن أن توفر لك خطتنا أيضًا مواد بلغات أخرى غير الإنجليزية بما في ذلك العربية والأرمنية 	 

والصينية والبنجابية والهندية والهمونغ واليابانية واللاوسية والمينية والكمبودية والفارسية والكورية 

والروسية والإسبانية والتاغالوغية والتايلاندية والأوكرانية والفيتنامية وبتنسيقات مثل الطباعة 

بأحرف الكبيرة أو طريقة برايل للمكفوفين أو ملف صوتي. للحصول على مواد بأحد هذه التنسيقات 

البديلة، يرجى الاتصال مع خدمات الأعضاء أو الكتابة إلى: 

 L.A. Care Medicare Plus برنامج

 Attn: Member Services Department
 West 7th Street 1200

   Los Angeles, CA 90017

يمكنك أن تطلب منا أن نرسل لك دائمًا المعلومات باللغة أو التنسيق الذي تريده. وهذا ما يسمى 	 

بالطلب الدائم. وسنقوم بتتبع طلبك الدائم حتى لا تحتاج إلى تقديم طلبات منفصلة في كل مرة نرسل 

إليك فيها معلومات. للحصول على هذه الوثيقة بلغة غير الإنجليزية و/أو بتنسيق بديل، يرجى الاتصال 

بخدمات الأعضاء على الرقم TTY: 711 ،3767-522 (833)، على مدار 24 ساعة في اليوم، 7 أيام في الأسبوع، 

بما في ذلك أيام العطلات. يمكن للممثل مساعدتك في تقديم طلب دائم أو تغييره.

يحق للأعضاء تقديم توصيات بشأن سياسة حقوق ومسؤوليات أعضاء المنظمة. 	 

إذا كنت تواجه مشكلة في الحصول على معلومات من برنامجنا بسبب مشكلات لغوية أو إعاقة وتريد 

تقديم شكوى، اتصل مع: 

 برنامج Medicare على .MEDICARE (1-800-633-4227)-800-1 يمكنك الاتصال على مدار	 

24 ساعة و 7 أيام في الأسبوع. ينبغى لمستخدمي TTY الاتصال على رقم  2048-486-877-1. 

مكتب Medi-Cal للحقوق المدنية على 916-440-7370. يجب على مستخدمي TTY الاتصال على رقم 711 	 

 مكتب الحقوق المدنية التابع لوزارة الصحة والخدمات البشرية الأمريكية على 	 

الرقم 1-800-368-1019. يجب على مستخدمي TTY الاتصال بالرقم 800-537-7697- 1.
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B. Our responsibility for your timely access to covered services and drugs

You have rights as a member of our plan.

• You have the right to choose a primary care provider (PCP) in our network. A network 
provider is a provider who works with us. You can find more information about what 
types of providers may act as a PCP and how to choose a PCP in Chapter 3 of this 
Member Handbook.

 о Call Member Services or go to the Provider and Pharmacy Directory to learn more 
about network providers and which doctors are accepting new patients.

• You have the right to a women’s health specialist without getting a referral. A referral is 
approval from your PCP to use a provider that isn’t your PCP. 

• You have the right to get covered services from network providers within a reasonable 
amount of time.

 о This includes the right to get timely services from specialists.

 о If you can’t get services within a reasonable amount of time, we must pay for out-of-
network care.

• You have the right to get emergency services or care that’s urgently needed without 
prior 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 this 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 this 
Member Handbook.

• You have the right to make your own healthcare decisions with help from your care 
team and Care Manager. 

Chapter 9 of this Member Handbook tells what you can do if you think you aren’t getting 
your services or drugs within a reasonable amount of time. It also tells what you can do if we 
denied coverage for your services or drugs and you don’t agree with our decision.
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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 the personal information you gave us when you enrolled in our plan. It also 
includes your medical records and other medical and health information.

You have rights when it comes to your information and controlling how your PHI is used. We 
provide you with a written notice that advises you about these rights and explains how we 
protect the privacy of your PHI. The notice is called the “Notice of Privacy Practice.”

Members who may consent to receive sensitive services aren’t required to get any other 
member’s authorization to receive sensitive services or to submit a claim for sensitive services. 
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 won’t 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’s readily producible in the requested form and format, or at alternative locations. A member’s 
request for confidential communications related to sensitive services will be valid until the 
member revokes the request or submits a new request for confidential communications.

The plan may require members to make requests for confidential communications in writing 
or by electronic transmission.

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’s allowed by California law.

• We must give Medicare your PHI including information about your Medicare Part D 
drugs. If Medicare releases your PHI for research or other uses, they do it according to 
federal laws. 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 
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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.

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 for any purposes 
that aren’t routine.

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, 
Korean, Cambodian, Farsi, 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

• Our plan, including:

 о financial information

 о how plan members have rated us

 о the number of appeals made by members

 о how to leave our plan

• Our network providers and our network pharmacies, including:

 о how to choose or change primary care providers
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 о qualifications of our network providers and pharmacies

 о how we pay providers in our network

• Covered services and drugs, including:

 о services (refer to Chapters 3 and 4 of this Member Handbook) and drugs (refer to 
Chapters 5 and 6 of this Member Handbook) covered by our plan

 о limits to your coverage and drugs

 о rules you must follow to get covered services and drugs

• Why something isn’t covered and what you can do about it (refer to Chapter 9 of this 
Member Handbook), including asking us to:

 о put in writing why something isn’t covered

 о change a decision we made

 о pay for a bill you got

E. Inability of network providers to bill you directly

Doctors, hospitals, and other providers in our network can’t make you pay for covered 
services. They also can’t balance bill or charge 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 this Member Handbook.

F. Your right to leave our plan 

No one can make you stay in our plan if you don’t want to. 

• You have the right to get most of your health care services through Original Medicare 
or another Medicare Advantage (MA) plan. 

• You can get your Medicare Part D drug benefits from a drug plan or from another MA plan.

• Refer to Chapter 10 of this Member Handbook:

 о For more information about when you can join a new MA or drug benefit plan.

 о For information about how you’ll get your Medi-Cal benefits if you leave our plan.
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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 the risks. You have the right to be told about any risks involved. We must tell 
you in advance if any service or treatment is part of a research experiment. You have 
the right to refuse experimental treatments.

• Get a second opinion. You have the right to use another doctor before deciding 
on treatment.

• Say no. You have the right to refuse any treatment. This includes the right to leave 
a hospital or other medical facility, even if your doctor advises you not to. You have 
the right to stop taking a prescribed drug. If you refuse treatment or stop taking a 
prescribed drug, we’ll 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.

• Ask us to cover a service or drug that we denied or usually don’t cover. This is 
called a coverage decision. Chapter 9 of this Member Handbook tells how to ask us for 
a coverage decision.

G2. Your right to say what you want to happen if you can’t make health care decisions 
for yourself

Sometimes people can’t make health care decisions for themselves. Before that happens to 
you, you can:

• Fill out a written form giving someone the right to make health care decisions for 
you if you ever become unable to make decisions for yourself.

• Give your doctors written instructions about how to handle your health care if you 
become unable to make decisions for yourself, including care you don’t want.

The legal document you use to give your directions is called an “advance directive.” There are 
different types of advance directives and different names for them. Examples are a living will 
and a power of attorney for health care.
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You aren’t required to have an advance directive, but you can. Here’s what to do if you want to 
use an advance directive:

• Get the form. You can get the form from your doctor, a lawyer, a social worker, or 
some office supply stores. Pharmacies and provider offices often have the forms. You 
can find a free form online and download it. 

• Fill out the form and sign it. The form is a legal document. Consider having a lawyer 
or someone else you trust, such as a family member or your PCP, help you complete it.

• Give copies of the form to people who need to know. Give a copy of the form to 
your doctor. You should also give a copy to the person you name to make decisions for 
you if you can’t. You may want to give copies to close friends or family members. Keep 
a copy at home.

• If you’re being hospitalized and you have a signed advance directive, take a copy of it 
to the hospital.

 о The hospital will ask if you have a signed advance directive form and if you have it 
with you.

 о If you don’t have a signed advance directive form, the hospital has forms and will ask 
if you want to sign one.

You have the right to:

• 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. 

By law, no one can deny you care or discriminate against you based on whether you signed an 
advance directive. Call Member Services for more information.

G3. What to do if your instructions aren’t followed

If you signed an advance directive and you think a doctor or hospital didn’t follow the 
instructions in it, you can make a complaint with the 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 this Member Handbook tells you what you can do if you have any problems or 
concerns about your covered services or care. For example, you can ask us to make a coverage 
decision, make an appeal to change a coverage decision, or make a complaint.
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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 isn’t about discrimination for reasons listed in 
Chapter 11 of this Member Handbook – or you want more information about your rights, you 
can call:

• 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 Medi-Cal Ombudsman at 1-888-452-8609. For more details about this program, 
refer to Chapter 2 of this Member Handbook.

• Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. (You 
can also read or download “Medicare Rights & Protections,” found on the Medicare website 
at www.medicare.gov/publications/11534-medicare-rights-and-protections.pdf.)

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 this Member Handbook to learn what our plan covers and the rules to follow to 
get covered services and drugs. For details about your:

 о Covered services, refer to Chapters 3 and 4 of this Member Handbook. Those 
chapters tell you what’s covered, what isn’t covered, what rules you need to follow, 
and what you pay.

 о Covered drugs, refer to Chapters 5 and 6 of this Member Handbook.

• Tell us about any other health or drug coverage you have. We must make sure you 
use all of your coverage options when you get health care. Call Member Services if you 
have other coverage.

• Tell your doctor and other health care providers that you’re a member of our plan. 
Show your Member ID Card when you get services or drugs.

• Help your doctors and other health care providers give you the best care.

 о 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.
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 о Make sure your doctors and other providers know about all the drugs you take. This 
includes drugs, over-the-counter drugs, vitamins, and supplements.

 о 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.

 о Use Emergency Room responsibly; when in an emergency or as directed by your 
health care team.

• Work with your care management team by participating in your care plan and 
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 towards all health care professionals involved in your 
care, including care managers, member services representatives as well as staff in your 
doctor’s office, hospitals, and other provider offices.

• Pay what you owe. As a plan member, you’re responsible for these payments:

 о Medicare Part A and Medicare Part B premiums. For most plan name members,  
Medi-Cal pays for your Medicare Part A premium and for your Medicare Part B premium. 

 о For some of your drugs covered by our plan, you must pay your share of the cost 
when you get the drug. This will be a copayment/copay Chapter 6 tells what you 
must pay for your drugs.

 о If you get any services or drugs that aren’t covered by our plan, you must pay 
the full cost. (Note: If you disagree with our decision to not cover a service or drug, 
you can make an appeal. Please refer to Chapter 9 to learn how to make an appeal.) 

• Tell us if you move. If you plan to move, tell us right away. Call Member Services.

 о If you move outside of our service area, you can’t stay in our plan. Only people 
who live in our service area can be members of this plan. Chapter 1 of this  
Member Handbook advises you about our service area. 

 о We can help you find out if you’re moving outside our service area. 

 о Tell Medicare and Medi-Cal your new address when you move. Refer to Chapter 2 of 
this Member Handbook for phone numbers for Medicare and Medi-Cal.

 о 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.

 о If you move, tell Social Security (or the Railroad Retirement Board).

• 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.
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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’re looking for. If you have 
a problem or concern, read the parts of this chapter that apply to your situation.

You should get the health care, drugs, and long-term services and supports that your doctor 
and other providers determine are necessary for your care as a part of your care plan. If 
you have a problem with your care, you can call the Medicare Medi-Cal Ombudsman 
Program at 1-855-501-3077 for help. This chapter explains different options you have for 
different problems and complaints, but you can always call the Ombudsman Program to help 
guide you through your problem. For additional resources to address your concerns and ways 
to contact them, refer to Chapter 2 of your Member Handbook.
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A. What to do if you have a problem or concern

This chapter explains how to handle problems and concerns. The process you use depends 
on the type of problem you have. Use one process for coverage decisions and appeals and 
another for making complaints (also called grievances).

To ensure fairness and promptness, each process has a set of rules, procedures, and deadlines 
that we and you must follow.

A1. About the legal terms

There are legal terms in this chapter for some rules and deadlines. Many of these terms can be 
hard to understand, so we use simpler words in place of certain legal terms when we can. We 
use abbreviations as little as possible.

For example, we say:

• “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 isn’t 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.
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Help from the Medicare Medi-Cal Ombudsman Program
You can call the Medicare Medi-Cal Ombudsman Program and speak with an advocate about 
your health coverage questions. They may be able to offer free legal help. The Ombudsman 
Program isn’t connected with us or with any insurance company or health plan. Their phone 
number is  1-855-501-3077, and their website is www.healthconsumer.org.

Help and information from Medicare
For more information and help, you can contact Medicare. Here are two ways to get help 
from Medicare:

• Call 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.

• Visit the Medicare website (www.medicare.gov).

Help from the California Department of Health Care Services
The California Department of Health Care Services (DHCS) Medi-Cal Managed Care 
Ombudsman can help. They can help if you have problems joining, changing, or leaving 
a health plan. They can also help if you moved and are having trouble getting your Medi-Cal 
transferred to your new county. You can call the Ombudsman Monday through Friday, 
between 8:00 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.
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C. Understanding Medicare and Medi-Cal complaints and appeals in our plan

You have Medicare and Medi-Cal. Information in this chapter applies to all your Medicare and 
Medi-Cal managed care benefits. This is sometimes called an “integrated process” because it 
combines, or integrates, Medicare and Medi-Cal processes. 

Sometimes Medicare and Medi-Cal processes can’t be combined. In those situations, you use 
one process for a Medicare benefit and another process for a Medi-Cal benefit. Section F4 
explains these situations.

D. Problems with your benefits

If you have a problem or concern, read the parts of this chapter that apply to your situation. The 
following chart helps you find the right section of this chapter for problems or complaints.

Is your problem or concern about your benefits or coverage?

This includes problems about whether particular medical care (medical items, services 
and/or Part B drugs) are covered or not, the way they’re covered, and problems about 
payment for medical care.

Yes. 
My problem is about 
benefits or coverage.

Refer to Section E, “Coverage decisions  
and appeals.”

No. 
My problem isn’t about 

benefits or coverage.

Refer to Section K, “How to make 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 drugs, 
including payment). To keep things simple, we generally refer to medical items, services, and 
Part B 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. You or your doctor can also contact us and 
ask for a coverage decision. You or your doctor may be unsure whether we cover a specific 
medical service or if we may refuse to provide medical care you think you need. If you want 
to know if we’ll cover a medical service before you get it, you can ask us to make a 
coverage decision for you.
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We make a coverage decision when we review a request for service or a claim. In some cases, 
we may decide a service or drug isn’t covered or is no longer covered for you by Medicare or 
Medi-Cal. If you disagree with this coverage decision, you can make an appeal.

E2. Appeals

If we make a coverage decision and you aren’t satisfied with this decision, you can “appeal” the 
decision. An appeal is a formal way of asking us to review and change a coverage decision we made.

When you appeal a decision for the first time, this is called a Level 1 Appeal. In this appeal, 
we review the coverage decision we made to check if we followed all rules properly. Different 
reviewers than those who made the original unfavorable decision handle your appeal. 

In most cases, you must start your appeal at Level 1. If your health problem is urgent or 
involves an immediate and serious threat to your health, or if you’re in severe pain and need 
a faster decision, you may ask for an IMR Medical Review from the Department of Managed 
Health Care at www.dmhc.ca.gov. Refer to Section F4 for more information.

When we complete the review, we give you our decision. Under certain circumstances, 
explained later in this chapter, you can ask for an expedited or “fast coverage decision” or “fast 
appeal” of a coverage decision.

If we say No to part or all of what you asked for, we’ll send you a letter. If your problem is 
about coverage of a Medicare medical care, the letter will tell you that we sent your case to 
the Independent Review Organization (IRO) for a Level 2 Appeal. If your problem is about 
coverage of a Medicare Part D or Medicaid service or item, the letter will tell you how to file a 
Level 2 Appeal yourself. Refer to Section F4 for more information about Level 2 Appeals. 

If you aren’t satisfied with the Level 2 Appeal decision, you may be able to go through 
additional levels of appeal.

E3. Help with coverage decisions and appeals

You can ask for help from any of the following: 

• Member Services at the numbers at the bottom of the page. 

• Medicare Medi-Cal Ombudsman Program at 1-855-501-3077.

• 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 helps people with appeals regarding Medi-Cal services or billing problems. 
The phone number is 1-888-466-2219. Individuals who are deaf, hard of hearing, or 
speech-impaired can use the toll-free TDD number, 1-877-688-9891. You can also visit 
DMHC’s website at www.dmhc.ca.gov. While the DMHC can help people in Managed 
Medi-Cal plans, it can’t help people in Medicare plans only and in the following County 
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Organized Health Systems (COHS): Partnership Health Plan, Gold Coast Health Plan, 
CenCal Health, Central California Alliance for Health, and CalOptima. The federal 
government regulates Medicare, plans, and the Department of Health Care Services 
regulates COHS plans.

• Your doctor or other provider. Your doctor or other provider can ask for a coverage 
decision or appeal on your behalf.

• A friend or family member. You can name another person to act for you as your 
“representative” and ask for a coverage decision or make an appeal.

• A lawyer. You have the right to a lawyer, but you aren’t required to have a lawyer to 
ask for a coverage decision or make an appeal.

 о 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.

 о Ask for a legal aid attorney from the Medicare Medi-Cal Ombudsman Program at  
1-855-501-3077.

Fill out the Appointment of Representative form if you want a lawyer or someone else to act 
as your representative. The form gives someone permission to act for you. 

Call 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:

• Section F, “Medical care” 

• Section G, “Medicare Part D 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. 
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F. Medical care 

This section explains what to do if you have problems getting coverage for medical care or 
if you want us to pay you back for our share of the cost of your care. For information about 
requesting a longer hospital stay, please refer to Section H.

This section is about your benefits for medical care that’s described in Chapter 4 of this 
Member Handbook in the benefits chart. In some cases, different rules may apply to a Medicare 
Part B drug. When they do, we explain how rules for Medicare Part B drugs differ from rules for 
medical services and items.

F1. Using this section 

This section explains what you can do in any of the following situations:

1. You think we cover medical care you need but aren’t getting.

What you can do: You can ask us to make a coverage decision. Refer to Section F2. 

2. We didn’t approve the medical care your doctor or other health care provider wants to 
give you, and you think we should.

What you can do: You can appeal our decision. Refer to Section F3.

3. You got medical care that you think we cover, but we won’t pay.

What you can do: You can appeal our decision not to pay. Refer to Section F5.

4. You got and paid for medical care you thought we cover, and you want us to pay you back.

What you can do: You can ask us to pay you back. Refer to Section F5. 

5. We reduced or stopped your coverage for certain medical care, and you think our decision 
could harm your health.

What you can do: You can appeal our decision to reduce or stop the medical care. Refer to 
Section F4.

• If the 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.

6. You’re experiencing delays in care or you can’t find a doctor.

What you can do: You can file a complaint. Refer to Section K2. 
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F2. Asking for a coverage decision 

When a coverage decision involves your medical care, it’s called an integrated 
organization determination.

You, your doctor, or your representative can ask us for a coverage decision by:

• calling: 1-833-522-3767, TTY: 711. 

• faxing: 1-213-438-5748.

• 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 within:

• 5 business days after we get your request for a medical service or item that’s 
subject to our prior authorization rules.

• 14 calendar days after we get your request for all other medical services or items.

• 72 hours after we get your request for a Medicare Part B drug.

Fast coverage decision

The legal term for fast coverage decision is expedited determination.

When you ask us to make a coverage decision about your medical care that requires a quick 
response, ask us to make a “fast coverage decision.” A fast coverage decision means we’ll give 
you an answer within:

• 72 hours after we get your request for a medical service or item. 

• 24 hours after we get your request for a Medicare Part B drug. 
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To get a fast coverage decision, you must meet two requirements:

• You’re asking for coverage for medical items and/or services that you didn’t get. You 
can’t ask for a fast coverage decision about payment for items or services you already got.

• 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. 
The letter tells you:

 о We automatically give you a fast coverage decision if your doctor asks for it.

 о 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’ll go on to Level 1 of the appeals process (refer to 
Section F3).

In limited circumstances, we may dismiss your request for a coverage decision, which means 
we won’t review the request. Examples of when a request will be dismissed include:

• if the request is incomplete, 

• 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’ll send you a notice explaining why the 
request was dismissed and how to ask for a review of the dismissal. This review is called an 
appeal. Appeals are discussed in the next section.

F3. Making a Level 1 Appeal

To start an appeal, you, your doctor, or your authorized representative must contact us.  
Call us at 1-833-522-3767 (TTY: 711), 24 hours a day, 7 days a week, including holidays.
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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’re 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 
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 before our deadline for making a 
decision on your appeal: 

 о We dismiss your request, and 

 о 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, you and/or your doctor can 
request a fast appeal.

We automatically give you a fast appeal if your doctor tells us your health requires it. If 
you ask without your doctor’s support, we decide if you get a fast appeal.
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• 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:

 о We automatically give you a fast appeal if your doctor asks for it.

 о 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’re stopping or reducing services or items that you already get, 
you may be able to continue those services or items during your appeal. 

• If we decide to change or stop coverage for a service or item that you get, we send you 
a notice before we take action.

• 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.

 о If you meet this deadline, you’ll get the service or item with no changes while your 
Level 1 appeal is pending. 

 о You’ll also get all other services or items (that aren’t the subject of your appeal) with 
no changes.

 о If you don’t appeal before these dates, then your service or item won’t be continued 
while you wait for your appeal decision.

We consider your appeal and give you our answer.
• 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’ll 
give you our answer sooner if your health requires it.

 о If we don’t give you an answer within 72 hours, we must send your request to Level 2 
of the appeals process. An IRO then reviews it. Later in this chapter, we tell you about 
this organization and explain the Level 2 appeals process. If your problem is about 
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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, as applicable.

• 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 your request is for a Medicare Part B 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.

 о 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, as applicable.

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 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’ll send you a letter. This letter tells you if 
Medicare, Medi-Cal, or both programs usually cover the service or item.
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• 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 isn’t available if you 
have already presented evidence in a State Hearing. 

If you qualified for continuation of benefits when you filed your Level 1 Appeal, your benefits 
for the service, item, or drug under appeal may also continue during Level 2. Refer to Section F3 
for information about continuing your benefits during Level 1 Appeals. 

• 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.
• If you had a fast appeal to us at Level 1, you automatically get a fast appeal at Level 2. 

The IRO must give you an answer to your Level 2 Appeal within 72 hours of getting 
your appeal.
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If you had a standard appeal at Level 1, you also have a standard appeal at Level 2.
• If you 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 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.

• If the IRO says Yes to part or all of a request for a medical item or service, we must 
promptly implement the decision: 

 о Authorize the medical care coverage within 72 hours, or 

 о Provide the service within 5 working days after we get the IRO’s decision for 
standard requests, or 

 о Provide the service within 72 hours from the date we get the IRO’s decision for 
expedited requests.

• If the IRO says Yes to part or all of a request for a Medicare Part B drug, we must 
authorize or provide the Medicare Part B drug under dispute: 

 о Within 72 hours after we get the IRO’s decision for standard requests, or 

 о Within 24 hours from the date we get the IRO’s decision for expedited requests.

• If the IRO says No to part or all of your appeal, it means they agree that we 
shouldn’t approve your request (or part of your request) for coverage for medical care. 
This is called “upholding the decision” or “turning down your appeal.”

 о If your case meets the requirements, you choose whether you want to take your 
appeal further. 

 о There are three additional levels in the appeals process after Level 2, for a total of 
five levels.

 о 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.

 о 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.
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When your problem is about a service or item Medi-Cal usually covers 
There are two ways to make a Level 2 appeal for Medi-Cal services and items: (1) Filing a 
complaint or Independent Medical Review or (2) State Hearing.

(1) Department of Managed Health Care (DMHC)
You can file a complaint with or apply for an Independent Medical Review (IMR) from the Help 
Center at the DMHC. By filing a complaint, the DMHC will review our decision. The DMHC will do 
their own investigation of your complaint or decide whether the case qualifies for IMR. An IMR may 
be available for any Medi-Cal covered service or item that’s medical in nature. An IMR is a review of 
your case by experts who aren’t part of our plan or a part of the DMHC. If the IMR is decided in 
your favor, we must give you the service or item you requested. You pay no costs for an IMR.

You can file a complaint or apply for an IMR if our plan:

• Denies, changes, or delays a Medi-Cal service or treatment because our plan 
determines it’s not medically necessary.

• Won’t cover an experimental or investigational Medi-Cal treatment for a serious 
medical condition.

• Disputes whether a surgical service or procedure was cosmetic or reconstructive in nature.

• Won’t pay for emergency or urgent Medi-Cal services that you already received. 

• Hasn’t resolved your Level 1 Appeal on a Medi-Cal service within 30 calendar days for a 
standard appeal or 72 hours, or sooner, if your health requires it, for a fast appeal.

In most cases, you must file an appeal with us before requesting an IMR. Refer to Section F3 
for information, about our Level 1 appeal process. If you disagree with our decision, you can 
file a complaint with the DMHC or ask the DMHC Help Center for an IMR. 

NOTE: If your provider filed an appeal for you, but we don’t get your Appointment of 
Representative form, you’ll need to refile your appeal with us before you can file for a Level 2 
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 may request for an IMR and a State Hearing, but you aren’t allowed to go to IMR if you 
have already presented evidence in a State Hearing or had a State Hearing on the same issue.

If your treatment was denied because it was experimental or investigational, you don’t have 
to take part in our appeal process before you apply for an IMR. 

If your problem is urgent or involves an immediate and serious threat to your health or if 
you’re in severe pain, you may bring it immediately to the DMHC’s attention without first 
going through our appeal process.
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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 
didn’t get adequate notice from us of the IMR process. 

To file a complaint or ask for an IMR:

• Fill out the IMR/Complaint Form available at: www.dmhc.ca.gov/FileaComplaint/
IndependentMedicalReviewComplaintForms.aspx or call the DMHC Help Center at 
1-888-466-2219. TTY users should call 1-877-688-9891.

• If you have them, attach copies of letters or other documents about the service or item 
that we denied. This can speed up the IMR process. Send copies of documents, not 
originals. The Help Center can’t return any documents. 

• 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.

• Submit the IMR/Complaint Form and any attachments to the DMHC:  
Submit online: www.dmhc.ca.gov/FileaComplaint.aspx

Submit by mail or fax: 

Help Center 
Department of Managed Health Care 
980 Ninth Street, Suite 500 
Sacramento, CA 95814-2725 
FAX: 916-255-5241

Within 7 days, DMHC will review your application and send you an acknowledgement of 
receipt letter. If DMHC determines the case qualifies for IMR, then an IMR decision will be 
made within 30 days after the receipt of all required documentation.

 If your case is urgent and you qualify for IMR, an IMR decision will usually be made within  
7 days after the receipt of all required documentation.

If you’re not satisfied with the result of the IMR, you can still ask for a State Hearing.

An IMR can take longer if the DMHC doesn’t receive all of the medical records needed from 
you or your treating doctor. If you’re using a doctor who isn’t in your health plan’s network, it’s 
important that you get and send us your medical records from that doctor. Your health plan is 
required to get copies of your medical records from doctors who are in the network. 

If the DMHC decides that your case isn’t eligible for IMR, the DMHC will review your case 
through its regular consumer complaint process. Your complaint should be resolved within 
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30 calendar days of the submission of the completed application. If your complaint is urgent, 
it will be resolved sooner.

(2) State Hearing
You can ask for a State Hearing for Medi-Cal covered services and items. If your doctor or other 
provider asks for a service or item that we won’t approve, or we won’t continue to pay for a 
service or item you already have and we said no to your Level 1 appeal, you have the right to 
ask for a State Hearing.

In most cases you have 120 days to ask for a State Hearing after the “Appeal Decision 
Letter” notice is mailed to you.

NOTE: If you ask for a State Hearing because we told you that a service you currently get will 
be changed or stopped, you have fewer days to submit your request if you want to keep 
getting that service while your State Hearing is pending. Read “Will my benefits continue 
during Level 2 appeals” on page 16 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.
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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 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.
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You can ask for a State Hearing in the following ways:

* 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

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. 
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• If the State Hearings Division says No to part or all of your appeal, it means they agree 
that we shouldn’t approve your request (or part of your request) for coverage for 
medical care. This is called “upholding the decision” or “turning down your appeal.”

If the IRO or State Hearing decision is No for all or part of your request, you have additional 
appeal rights. 

If your Level 2 Appeal went to the IRO, you can appeal again only if the dollar value of the 
service or item you want meets a certain minimum amount. An ALJ or attorney adjudicator 
handles a Level 3 Appeal. The letter you get from the IRO explains additional appeal 
rights you may have.

The letter you get from the State Hearings Division describes the next appeal option.

Refer to Section J for more information about your appeal rights after Level 2.

F5. Payment problems

We don’t allow our network providers to bill you for covered services and items. This is true 
even if we pay the provider less than the provider charges for a covered service or item. You’re 
never required to pay the balance of any bill. The only amount you should be asked to pay is 
the copay for service, items, and/or drug categories that require a copay.

If you get a bill that’s more than your copay for covered services and items, send the bill to us. 
Don’t pay the bill yourself. We’ll contact the provider directly and take care of the problem. If 
you do pay the bill, you can get a refund from our plan if you followed the rules for getting 
services or item.

For more information, refer to Chapter 7 of this Member Handbook. It describes situations 
when you may need to ask us to pay you back or pay a bill you got from a provider. It also tells 
how to send us the paperwork that asks us for payment. 

If you ask to be paid back, you’re asking for a coverage decision. We’ll check if the service or item 
you paid for is covered and if you followed all the rules for using your coverage.

• If the service or item you paid for is covered and you followed all the rules, we’ll send 
you our share of the cost for the service or item typically within 30 calendar days, but 
no later than 60 calendar days after we get your request. 

• If you haven’t paid for the service or item yet, we’ll send the payment directly to the 
provider. When we send the payment, it’s the same as saying Yes to your request for a 
coverage decision.

• If the service or item isn’t covered or you didn’t follow all the rules, we’ll send you a 
letter telling you we won’t pay for the service or item and explaining why. 
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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 our answer to your appeal is No and Medicare usually covers the service or item, we’ll send 
your case to the IRO. We’ll send you a letter if this happens.

• If the IRO reverses our decision and says we should pay you, we must send the 
payment to you or to the provider within 30 calendar days. If the answer to your 
appeal is Yes at any stage of the appeals process after Level 2, we must send the 
payment to you or to the health care provider within 60 calendar days.

• If the IRO says No to your appeal, it means they agree that we shouldn’t approve your 
request. This is called “upholding the decision” or “turning down your appeal.” You’ll get 
a letter explaining additional appeal rights you may have. Refer to Section J for more 
information about additional levels of appeal.

If our answer to your appeal is No and Medi-Cal usually covers the service or item, you can file 
a Level 2 Appeal yourself. Refer to Section F4 for more information. 

G. Medicare Part D drugs

Your benefits as a member of our plan include coverage for many drugs. Most of these are 
Medicare Part D drugs. There are a few drugs that Medicare Part D doesn’t cover that Medi-Cal 
may cover. This section only applies to Medicare Part D drug appeals. We’ll say “drug” in 
the rest of this section instead of saying “Medicare Part D drug” every time. 

To be covered, the drug must be used for a medically accepted indication. That means the 
drug is approved by the Food and Drug Administration (FDA) or supported by certain medical 
references. Refer to Chapter 5 of this Member Handbook for more information about a 
medically accepted indication.

G1. Medicare Part D coverage decisions and appeals

Here are examples of coverage decisions you ask us to make about your Medicare Part D drugs:

• You ask us to make an exception, including asking us to:
 о Cover a Medicare Part D drug that isn’t on our plan’s Drug List or
 о Set aside a restriction on our coverage for a drug (such as limits on the amount you 

can get)

• You ask us if a drug is covered for you (such as when your drug is on our plan’s Drug 
List but we must approve it for you before we cover it)
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NOTE: If your pharmacy tells you that your prescription can’t be filled as written, the pharmacy 
gives you a written notice explaining how to contact us to ask for a coverage decision.

An initial coverage decision about your Medicare Part D drugs is called a  
“coverage determination.”

• You ask us to pay for a drug you already bought. This is asking for a coverage decision 
about payment.

If you disagree with a coverage decision we made, you can appeal our decision. This section 
tells you both how to ask for coverage decisions and how to make an appeal. Use the chart 
below to help you.

Which of these situations are you in?

You need a drug that 
isn’t on our Drug 
List or need us to 
set aside a rule or 
restriction on a drug 
we cover.

You 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 want to ask us 
to pay you back for a 
drug you already got 
and paid for.

We told you that we 
won’t cover or pay for 
a drug in the way that 
you want.

You can ask us to 
make an exception. 
(This is a type of 
coverage decision.)

You can ask us for a 
coverage decision.

You can ask us to 
pay you back.  
(This is a type of 
coverage decision.)

You can make  
an appeal.  
(This means you ask us 
to reconsider.) 

Start with Section 
G2, then refer to 
Sections G3 and G4. 

Refer to Section G4. Refer to Section G4. 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.”
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Here are some examples of exceptions that you or your doctor or other prescriber can ask us 
to make:

1. Covering a drug that isn’t on our Drug List

• If we agree to make an exception and cover a drug that’s not on our Drug List, you pay 
the copay that applies to drugs in Tier 4. 

• You can’t get an exception to the required copay amount for the drug.

2. Removing a restriction for a covered drug 

• Extra rules or restrictions apply to certain drugs on our Drug List (refer to Chapter 5 of 
this Member Handbook for more information).

• Extra rules and restrictions for certain drugs include:

 о Being required to use the generic version of a drug instead of the brand name drug.

 о Getting our approval in advance before we agree to cover the drug for you. This is 
sometimes called “prior authorization (PA).”

 о Being required to try a different drug first before we agree to cover the drug you ask 
for. This is sometimes called “step therapy.”

 о Quantity limits. For some drugs, there are restrictions on the amount of the drug you 
can have.

G3. Important things to know about asking for an exception

Your doctor or other prescriber must tell us the medical reasons.
Your doctor or other prescriber must give us a statement explaining the medical reasons 
for asking for an exception. For a faster decision, include this medical information from your 
doctor or other prescriber when you ask for the exception.

Our Drug List often includes more than one drug for treating a specific condition. These are 
called “alternative” drugs. If an alternative drug is just as effective as the drug you ask for and 
wouldn’t cause more side effects or other health problems, we generally don’t approve your 
exception request. If you ask us for a tiering exception, we generally don’t approve your 
exception request unless all alternative drugs in the lower cost-sharing tier(s) won’t work as 
well for you or are likely to cause an adverse reaction or other harm.

We can say Yes or No to your request.
• 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.
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• 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 
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 this  
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’re asking us to 
pay you back for a drug you already bought.

• Your health or ability to function would be seriously harmed if we use the  
standard deadlines.

216?

L.A. Care Medicare Plus MEMBER HANDBOOK Chapter 9: What to do if you have a problem or complaint  
(coverage decisions, appeals, complaints)

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.

https://medicare.lacare.org


If your doctor or other prescriber tells us that your health requires a fast coverage decision, 
we’ll review your request under the fast coverage decision timeline. We’ll send you a letter 
with this information.

• If you ask for a fast coverage decision without support from your doctor or other 
prescriber, we’ll decide if you get a fast coverage decision. 

• If we decide that your medical condition doesn’t meet the requirements for a fast 
coverage decision, we’ll use the standard deadlines instead. 

 о We send you a letter that tells you we’ll use the standard deadline. The letter also 
tells you how to make an appeal about our decision. 

 о 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.
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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. 

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. 
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• 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. 

 о We give you our answer sooner if your health requires it.

 о 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.

 о 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.
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 о If we don’t give you a decision within 14 calendar days, we must send your request 
to Level 2 of the appeals process. Then an IRO reviews it. Refer to Section G6 for 
information about the review organization and the Level 2 appeals process.

• 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.

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 insert appropriate phone number.

• 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.

• If they agree to a fast appeal, they must give you an answer within 72 hours after 
getting your appeal request.

• If they 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.
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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 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. 

 о If the 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.

• If the IRO says No to your Level 2 Appeal and you meet the requirement to continue 
the appeals process, you:

 о Decide if you want to make a Level 3 Appeal. 

 о Refer to the letter the IRO sent you after your Level 2 Appeal for details about how to 
make a Level 3 Appeal.

An ALJ or attorney adjudicator handles Level 3 Appeals. Refer to Section J for information 
about Level 3, 4, and 5 Appeals.

H. Asking us to cover a longer hospital stay

When you’re admitted to a hospital, you have the right to get all hospital services that we 
cover that are necessary to diagnose and treat your illness or injury. For more information 
about our plan’s hospital coverage, refer to Chapter 4 of this Member Handbook.
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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 think you’re being asked to leave the hospital too soon or you’re concerned about your 
care after you leave the hospital, you can ask for a longer hospital stay. This section tells you 
how to ask.

Notwithstanding the appeals discussed in this Section H, you may also file a complaint 
with and ask the DMHC for an Independent Medical Review to continue your hospital stay. 
Please refer to Section F4 to learn how to file a complaint with and ask the DMHC for an 
Independent Medical Review. You can ask for an Independent Medical Review in addition to 
or instead of a Level 3 Appeal.

H1. Learning about your Medicare rights

Within two days after you’re admitted to the hospital, someone at the hospital, such as a nurse 
or caseworker, will give you a written notice called “An Important Message from Medicare 
about Your Rights.” Everyone with Medicare gets a copy of this notice whenever they’re 
admitted to a hospital.

If you don’t get the notice, ask any hospital employee for it. If you need help, call Member 
Services at the numbers at the bottom of the page. You can also call 1800-MEDICARE  
(1-800-633-4227). TTY users should call 1877-486-2048.

• 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:

 о 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.

 о Be a part of any decisions about the length of your hospital stay. 

 о Know where to report any concerns you have about the quality of your hospital care. 

 о 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.

 о You or someone acting on your behalf can sign the notice.

 о Signing the notice only shows that you got the information about your rights. 
Signing doesn’t mean you agree to a discharge date your doctor or the hospital staff 
may have told you.
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• 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.

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 (1800-633-4227). TTY users should call 1-877-486-2048. 

• Visit www.cms.gov/medicare/forms-notices/beneficiary-notices-initiative/ffs-ma-im.

H2. Making a Level 1 Appeal

To ask for us to cover your inpatient hospital services for a longer time, make an appeal. 
The Quality Improvement Organization (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 aren’t part of our plan. 

In California, the QIO is Commence Health. 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.

• If you call before you leave, you can stay in the hospital after your planned discharge 
date without paying for it while you wait for the QIO’s decision about your appeal.

• If you don’t call to appeal, and you decide to stay in the hospital after your planned 
discharge date, you may pay all costs for hospital care you get after your planned 
discharge date.

• Because hospital stays are covered by both Medicare and Medi-Cal, if the Quality 
Improvement Organization won’t hear your request to continue your hospital stay, 
or you believe that your situation is urgent, involves an immediate and serious threat 
to your health, or you’re in severe pain, you may also file a complaint with or ask the 
California Department of Managed Health Care (DMHC) for an Independent Medical 
Review. Please refer to Section F4 to learn how to file a complaint and ask the DMHC 
for an Independent Medical Review.

Ask for help if you need it. If you have questions or need help at any time:

• 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. 
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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’s the right discharge date that’s medically appropriate for you.

The legal term for this written explanation is the “Detailed Notice of Discharge.” 
You can get a sample by calling Member Services at the numbers at the bottom of the 
page or 1-800-MEDICARE (1-800-633-4227). (TTY users should call 1-877-486-2048.) You 
can also refer to a sample notice online at www.cms.gov/medicare/forms-notices/
beneficiary-notices-initiative/ffs-ma-im.

Within one full day after getting all of the information it needs, the QIO give you their answer 
to your appeal.

If the QIO says Yes to your appeal:

• We’ll provide your covered inpatient hospital services for as long as the services are 
medically necessary.

If the QIO says No to your appeal:

• 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.
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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’ll 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 
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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.

I1. Advance notice before your coverage ends

We send you a written notice that you’ll get at least two days before we stop paying for your 
care. This is called the “Notice of Medicare Non-Coverage.” The notice tells you the date when 
we’ll stop covering your care and how to appeal our decision.

You or your representative should sign the notice to show that you got it. Signing the notice 
only shows that you got the information. Signing doesn’t mean you agree with our decision.

I2. 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:

 о Call Member Services at the numbers at the bottom of the page. 

 о Call the HICAP at 1-800-434-0222. 

• Contact the QIO. 

 о Refer to Section H2 or refer to Chapter 2 of this Member Handbook for more 
information about the QIO and how to contact them.

 о Ask them to review your appeal and decide whether to change our plan’s decision. 

• 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.
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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 won’t hear your request to continue coverage 
of your health care services or you believe that your situation is urgent or involves an 
immediate and serious threat to your health or if you’re in severe pain, you may file a 
complaint with and ask the California Department of Managed Health Care (DMHC) 
for an Independent Medical Review. Please refer to Section F4 to learn how to file a 
complaint with and ask the DMHC for an Independent Medical Review.

The legal term for the written notice is “Notice of Medicare Non-Coverage”. To get 
a sample copy, call Member Services at the numbers at the bottom of the page or call 
Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. 
Or get a copy online at www.cms.gov/Medicare/Medicare-General-Information/BNI/
FFS-Expedited-Determination-Notices. 

What happens during a fast-track appeal
• Reviewers at the QIO ask you or your representative why you think coverage should 

continue. You aren’t required to write a statement, but you may.

• 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’ll provide your covered services for as long as they’re medically necessary.

If the QIO says No to your appeal:

• Your coverage ends on the date we told you. 

• We stop paying our share of the costs of this care on the date in the notice.
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• 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.

I3. 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 QIO phone number.

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 our share of the costs of care you got since the date when we said 
your coverage would end. 

• We’ll provide coverage for the care for as long as it’s medically necessary.

If the QIO says No to your appeal:

• They agree with our decision to end your care 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 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.
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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 doesn’t meet a certain 
minimum dollar amount, you can’t appeal any further. If the dollar value is high enough, you 
can continue the appeals process. The letter you get from the IRO for your Level 2 Appeal 
explains who to contact and what to do to ask for a Level 3 Appeal.

Level 3 Appeal
Level 3 of the appeals process is an ALJ hearing. The person who makes the decision is an ALJ 
or an attorney adjudicator who works for the federal government.

If the ALJ or attorney adjudicator says Yes to your appeal, we have the right to appeal a Level 
3 decision that’s favorable to you. 

• If we decide to appeal the decision, we send you a copy of the Level 4 Appeal request 
with any accompanying documents. We may wait for the Level 4 Appeal decision 
before authorizing or providing the service in dispute.

• 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.

 о 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.

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’ll tell you in writing.

• If we decide not to appeal the decision, we must authorize or provide you with the 
service within 60 calendar days after getting the Council’s decision.
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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
• A Federal District Court judge will review your appeal and all of the information and 

decide Yes or No. This is the final decision. There are no other appeal levels beyond the 
Federal District Court.

J2. Additional Medi-Cal appeals

You also have other appeal rights if your appeal is about services or items that Medi-Cal 
usually covers. The letter you get from the State Hearings Division will tell you what to do if 
you want to continue the appeals process.

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 
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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:

* 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 
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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.

J3. Appeal Levels 3, 4 and 5 for Medicare Part D Drug Requests

This section may be right for you if you made a Level 1 Appeal and a Level 2 Appeal, and both 
of your appeals were turned down.

If the value of the drug you appealed meets a certain dollar amount, you may be able to go 
on to additional levels of appeal. The written response you get to your Level 2 Appeal explains 
who to contact and what to do to ask for a Level 3 Appeal.

Level 3 Appeal
Level 3 of the appeals process is an ALJ hearing. The person who makes the decision is an ALJ 
or an attorney adjudicator who works for the federal government.

If the ALJ or attorney adjudicator says Yes to your appeal:

• 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.
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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.

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 or if the Council denies the review request, the appeals 
process may not be over.

• If you decide to accept the decision that turns down your appeal, the appeals process 
is over.

• If you decide not to accept this decision that turns down your appeal, you may be 
able to continue to the next level of the review process. The notice you get will tell you 
if you can go on to a Level 5 Appeal and what to do.

Level 5 Appeal
• A Federal District Court judge will review your appeal and all of the information and 

decide Yes or No. This is the final decision. There are no other appeal levels beyond the 
Federal District Court.
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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 about 
quality of care, waiting times, coordination of care, and customer service. Here are examples 
of the kinds of problems handled by the complaint process.

Complaint Example
Quality of your 
medical care

• You’re unhappy with the quality of care, such as the care you 
got in the hospital.

Respecting your 
privacy

• You think that someone didn’t respect your right to privacy or 
shared confidential information about you.

Disrespect, poor 
customer service, 
or other negative 
behaviors

• A health care provider or staff was rude or disrespectful to you.

• Our staff treated you poorly.

• You think you’re being pushed out of our plan.

Accessibility and 
language assistance

• You can’t physically access the health care services and 
facilities in a doctor or provider’s office.

• Your doctor or provider doesn’t provide an interpreter for 
the non-English language you speak (such as American Sign 
Language or Spanish).

• Your provider doesn’t 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 isn’t 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 decisions or 
appeals

• You think we don’t meet our deadlines for making a coverage 
decision or answering your appeal.

• You think that, after getting a coverage or appeal decision in 
your favor, we don’t meet the deadlines for approving or giving 
you the service or paying you back for certain medical services.

• You don’t think we sent your case to the IRO on time.
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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.

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’s 
about a Medicare Part D drug. If the complaint is about a Medicare Part D drug, you must 
make it within 60 calendar days after you had the problem you want to complain about.

• If there’s anything else you need to do, Member Services will tell you.

• You can also write your complaint and send it to us. If you put your complaint in 
writing, we’ll respond to your complaint in writing. 

• 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. 7th Street 
Los Angeles, CA 90081 

Online: https://www.lacare.org/online-grievance-form

• In the 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 fling an Appeal on 
behalf of the member.

• Timeframes for Filing Grievances and Appeals
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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.

• 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.

• The legal 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’ll 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.
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If we don’t agree with some or all of your complaint, we’ll tell you and give you our reasons. 
We respond whether we agree with the complaint or not.

K3. External complaints

Medicare
You can tell Medicare about your complaint or send it to Medicare. The Medicare Complaint 
Form is available at: www.medicare.gov/my/medicare-complaint. You don’t need to file a 
complaint with 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 isn’t addressing your 
problem, you can also call 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048. 
The call is free.

Medi-Cal
You can file a complaint with the California Department of Health Care Services (DHCS) 
Medi-Cal Managed Care Ombudsman by calling 1-888-452-8609. TTY users can call 711. 
Call Monday through Friday between 8:00 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 hasn’t 
resolved your complaint after 30 calendar days. However, you may contact the DMHC without 
filing a Level 1 appeal if you need help with a complaint involving an urgent issue or one 
that involves an immediate and serious threat to your health, if you’re in severe pain, if you 
disagree with our plan’s decision about your complaint, or if our plan hasn’t resolved your 
complaint after 30 calendar days.

Here are two ways to get help from the Help Center:

• 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).
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Office for Civil Rights (OCR)
You can make a complaint to the Department of Health and Human Services (HHS) OCR if you 
think you haven’t been treated fairly. For example, you can make a complaint about disability 
access or language assistance. The phone number for the OCR is 1-800-368-1019. TTY users 
should call 1-800-537-7697. You can visit www.hhs.gov/ocr for more information. 

You may also contact the local OCR office at:

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.

QIO
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 this Member Handbook. 

In California, the QIO is called Commence Health. The phone number for Commence Health is 
1-877-588-1123 (TTY: 1-855-887-6668).
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Chapter 10: Ending your membership in our plan

Introduction
This chapter explains how you can end your membership with our plan and your health 
coverage options after you leave our plan. If you leave our plan, you’ll still be in the Medicare 
and Medi-Cal programs as long as you’re eligible. Key terms and their definitions appear in 
alphabetical order in the last chapter of this Member Handbook.
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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:

• The Open Enrollment Period, which lasts from October 15 to December 7. If 
you choose a new plan during this period, your membership in our plan ends on 
December 31 and your membership in the new plan starts on January 1.

• 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 3rd month of 
entitlement. If you choose a new plan during this period, your membership in the new 
plan starts the first day of the next month.

There may be other situations when you’re eligible to make a change to your 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). 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 

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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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.

• 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 this Member Handbook for information about drug  
management programs.

B. How to end membership in our plan

If you decide to end your membership you can enroll in another Medicare plan or switch to 
Original Medicare. However, if you want to switch from our plan to Original Medicare but you 
haven’t selected a separate Medicare drug plan, you must ask to be disenrolled from our plan. 
There are two ways you can ask to be disenrolled: 

• 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). 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 242.

• 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 
Open Enrollment Period and the Medicare Advantage Open Enrollment 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,  
visit medicare.lacare.org.
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1. You can change to:

A Medicare Medi-Cal Plan (Medi-Medi 
Plan) is a type of Medicare Advantage 
plan. It’s for people who have both 
Medicare and Medi-Cal, and combines 
Medicare and Medi-Cal benefits into 
one plan. Medi-Medi Plans coordinate 
all benefits and services across b oth 
programs, including all Medicare 
and Medi-Cal covered services or a 
Program of All-inclusive Care for the 
Elderly (PACE) plan, if you qualify.

Note: The term Medi-Medi Plan is the 
name for integrated dual eligible special 
needs plans (D-SNPs) in California.

Here is what to do:

Call Medicare at 1-800-MEDICARE  
(1-800-633-4227). TTY users should call 
1-877-486-2048.

For Program of All-Inclusive Care for the 
Elderly (PACE) inquiries, call 1-855-921-PACE 
(7223).

If you need help or more information: 

• 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’ll automatically be disenrolled from 
our Medicare plan when your new plan’s 
coverage begins. 

Your Medi-Cal plan will change to match 
your Medi-Medi Plan.

If you have questions, please call 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 drug plan,  
and a Medi-Cal Plan. 

Here is what to do:

Call Medicare at 1-800-MEDICARE  
(1-800-633-4227). TTY users should call 
1-877-486-2048.

If you need help or more information: 

• 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 drug plan.

You’ll automatically be disenrolled from  
our plan when your Original Medicare 
coverage begins. 

You’ll remain enrolled in your Medi-Cal Plan 
unless you choose a different plan.

If you have questions, please call 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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3. You can change to:

Original Medicare without a separate 
Medicare drug plan

NOTE: If you switch to Original Medicare 
and don’t enroll in a separate Medicare 
drug plan, Medicare may enroll you in a 
drug plan, unless you tell Medicare you 
don’t want to join. 

You should only drop drug coverage if 
you have drug coverage from another 
source, such as an employer or union. If 
you have questions about whether you 
need drug coverage, call the California 
Health Insurance Counseling and 
Advocacy Program (HICAP) at  
1-800-434-0222, Monday through 
Friday from 8:00 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). 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’ll automatically be disenrolled from  
our plan when your Original Medicare 
coverage begins.

You’ll remain enrolled in your Medi-Cal Plan 
unless you choose a different plan.

If you have questions, please call 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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4. You can change to:

Any Medicare health plan during 
certain times of the year including 
the Open Enrollment Period and the 
Medicare Advantage Open Enrollment 
Period or other situations described in 
Section A.

Here is what to do:

Call Medicare at 1-800-MEDICARE  
(1-800-633-4227). TTY users should call 
1-877-486-2048.

For Program of All-Inclusive Care  
for the Elderly (PACE) inquiries, call  
1-855-921-PACE (7223).

If you need help or more information: 

• 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’ll automatically be disenrolled from 
our Medicare plan when your new plan’s 
coverage begins.

Your Medi-Cal Plan may change.

C2. Your Medi-Cal services

For questions about how to get your Medi-Cal services after you leave our plan, contact Health 
Care Options at 1-844-580-7272, Monday through Friday from 8:00 a.m. to 6:00 p.m. TTY users 
should call 1-800-430-7077. Or visit www.healthcareoptions.dhcs.ca.gov/en. Ask how joining 
another plan or returning to Original Medicare affects how you get your Medi-Cal coverage.

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

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.

http://www.aging.ca.gov/HICAP/
https://www.healthcareoptions.dhcs.ca.gov/en
http://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx
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D. Your medical items, services and drugs until your membership in our 
plan ends

If you leave our plan, it may take time before your membership ends and your new Medicare 
and Medi-Cal coverage begins. During this time, you keep getting your drugs and health care 
through our plan until your new plan begins.

• 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’re hospitalized on the day that your membership in L.A. Care Medicare Plus ends, 
our plan will cover your hospital stay until you’re discharged. This will happen even if 
your new health coverage begins before you’re discharged. 

E. Other situations when your membership in our plan ends

These are cases when we must end your membership in our plan:

• If there’s a break in your Medicare Part A and Medicare Part B coverage.

• 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’re away from our service area for more than six months. 

 о 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 drugs.

• If you’re not a United States citizen or aren’t lawfully present in the United States. 

 о You must be a United States citizen or lawfully present in the United States to be a 
member of 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,  
visit medicare.lacare.org.
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 о The Centers for Medicare & Medicaid Services (CMS) notify us if you’re not eligible to 
remain a member on this basis. 

 о We must disenroll you if you don’t meet this requirement.

If you are within our plan’s 3-month period of deemed continued eligibility, we will continue 
to provide all Medicare Advantage plan-covered Medicare benefits. However, during this 
period, we will not continue to cover Medicaid benefits that are included under the applicable 
Medicaid State Plan, nor will we pay the Medicare premiums or cost sharing for which the 
state would otherwise be liable had you not lost your Medicaid eligibility. Your cost for 
services may change. 

We can make you leave our plan for the following reasons only if we get permission from 
Medicare and Medi-Cal first:

• If you intentionally give us incorrect information when you’re enrolling in our plan and 
that information affects your eligibility for our plan.

• If you continuously behave in a way that’s disruptive and makes it difficult for us to 
provide medical care for you and other members of our plan.

• If you let someone else use your Member ID Card to get medical care. (Medicare may ask the 
Inspector General to investigate your case if we end your membership for this reason.)

F. Rules against asking you to leave our plan for any health-related reason

We can’t ask you to leave our plan for any reason related to your health. If you think we’re 
asking you to leave our plan for a health-related reason, call Medicare at 1-800-MEDICARE  
(1-800-633-4227). TTY users should call 1-877-486-2048. 

G. Your right to make a complaint if we end your membership in our plan

If we end your membership in our plan, we must tell you our reasons in writing for ending 
your membership. We must also explain how you can file a grievance or make a complaint 
about our decision to end your membership. You can also refer to Chapter 9 of this  
Member Handbook for information about how to make a complaint.

H. How to get more information about ending your plan membership

If you have questions or would like more information on ending your membership, you can 
call 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,  
visit medicare.lacare.org.
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Chapter 11: Legal notices

Introduction
This chapter includes legal notices that apply to your membership in our plan. Key terms and 
their definitions appear in alphabetical order in the last chapter of this Member Handbook.

Table of Contents
A. Notice about laws  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .249

B. Federal notice about nondiscrimination  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .249

C. Notice about nondiscrimination for Medi-Cal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .249

D. Notice about Medicare as a second payer and Medi-Cal as a payer of last resort . . . . . . . . .251

E. Notice about Medi-Cal estate recovery  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .251

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. Notice about laws

Many laws apply to this Member Handbook. These laws may affect your rights and 
responsibilities even if the laws aren’t included or explained in this Member Handbook. The 
main laws that apply are federal and state laws about the Medicare and Medi-Cal programs. 
Other federal and state laws may apply too.

B. Federal notice about nondiscrimination

We don’t discriminate based on race, ethnicity, national origin, color, religion, sex, age, mental 
or physical disability, health status, claims experience, medical history, genetic information, 
evidence of insurability, or geographic location within the service area. All organizations 
that provide Medicare Advantage plans, like our plan, must obey federal laws against 
discrimination, including Title VI of the Civil Rights Act of 1964, the Rehabilitation Act of 1973, 
the Age Discrimination Act of 1975, the Americans with Disabilities Act, Section 1557 of the 
Affordable Care Act, all other laws that apply to organizations that get federal funding, and 
any other laws and rules that apply for any other reason. 

If you want more information or have concerns about discrimination or unfair treatment:

• Call the Department of Health and Human Services, Office for Civil Rights at  
1-800-368-1019. TTY users can call 1-800-537-7697. You can also visit www.hhs.gov/ocr 
for more information.

C. Notice about nondiscrimination for Medi-Cal

We don’t discriminate or treat you differently because of your race, ethnicity, national origin, color, 
religion, sex, age, mental or physical disability, health status, claims experience, medical history, 
genetic information, evidence of insurability, or geographic location within the service area. In 
addition, we don’t unlawfully discriminate, exclude people, or treat them differently because of 
ancestry, ethnic group identification, gender identity, marital status, or medical condition. 

If you want more information or have concerns about discrimination or unfair treatment:

• Call the Department of Health Care Services, Office for Civil Rights at 916-440-7370. 
TTY users can call 711 (Telecommunications Relay Service). If you believe that you’ve 
been discriminated against and want to file a discrimination grievance, contact. 

• 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.

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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• 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:

• By phone: Call 916-440-7370. If you can’t speak or hear well, please call 711 
(Telecommunications Relay Service). 

• In writing: Fill out a complaint form or send a letter to:

Deputy Director, Office of Civil Rights 
Department of Health Care Services 
Office of Civil Rights 
P.O. Box 997413, MS 0009 
Sacramento, CA 95899-7413

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.

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.

http://www.lacare.org/members/member-support/file-grievance/grievance-appeal-form
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D. Notice about Medicare as a second payer and Medi-Cal as a payer of 
last resort

Sometimes someone else must pay first for the services we provide you. For example, if you’re in 
a car accident or if you’re injured at work, insurance or Workers Compensation must pay first.

We have the right and responsibility to collect for covered Medicare services for which 
Medicare isn’t the first payer. 

We comply with federal and state laws and regulations relating to the legal liability of third 
parties for health care services to members. We take all reasonable measures to ensure that 
Medi-Cal is the payer of last resort. 

Medi-Cal members must utilize all other health coverage (OHC) prior to Medi-Cal when the 
same service is available under your health coverage since Medi-Cal is the payer of last resort. 
This means that in most cases, Medi-Cal will be the secondary payer to the Medicare OHC, 
covering allowable costs not paid by our plan or other OHC up to the Medi-Cal rate.

E. Notice about Medi-Cal estate recovery 

The Medi-Cal program must seek repayment from probated estates of certain deceased 
members for Medi-Cal benefits received on or after their 55th birthday. Repayment includes 
Fee-For-Service and managed care premiums/capitation payments for nursing facility 
services, home and community-based services, and related hospital and prescription drug 
services received when the member was an inpatient in a nursing facility or was receiving 
home and community-based services. Repayment can’t exceed the value of a member’s 
probated estate.

To learn more, go to the Department of Health Care Services’ estate recovery website at  
www.dhcs.ca.gov/er or call 916-650-0590. 

If you have questions, please call 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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Chapter 12: Definitions of important words

Introduction
This chapter includes key terms used throughout this Member Handbook with their 
definitions. The terms are listed in alphabetical order. If you can’t find a term you’re looking for 
or if you need more information than a definition includes, contact Member 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,  
visit medicare.lacare.org.
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Activities of daily living (ADL): The things people do on a normal day, such as eating, using 
the toilet, getting dressed, bathing, or brushing teeth.

Administrative law judge: An Administrative Law Judge (ALJ) is a judge who hears and 
decides cases involving government agencies. A judge that reviews a level 3 appeal.

AIDS drug assistance program (ADAP): A program that helps eligible individuals living with 
HIV/AIDS have access to life-saving HIV medications. 

Ambulatory surgical center: A facility that provides outpatient surgery to patients who don’t 
need hospital care and who aren’t expected to need more than 24 hours of care.

Appeal: A way for you to challenge our action if you think we made a mistake. You can ask 
us to change a coverage decision by filing an appeal. Chapter 9 of this Member Handbook 
explains appeals, including how to make an appeal. 

Behavioral Health: Refers to our emotional, psychological, and social well-being. In simpler 
terms: It’s about how we think, feel, and interact with others. It’s an all-inclusive term referring 
to mental health and substance use disorder services.

Biological Product: A drug that’s made from natural and living sources like animal cells, plant 
cells, bacteria, or yeast. Biological products are more complex than other drugs and can’t 
be copied exactly, so alternative forms are called biosimilars. (See also “Original Biological 
Product” and “Biosimilar”).

Biosimilar: A biological drug that’s very similar, but not identical, to the original biological 
product. Biosimilars are as safe and effective as the original biological product. Some 
biosimilars may be substituted for the original biological product at the pharmacy without 
needing a new prescription. (Go to “Interchangeable Biosimilar”).

Brand name drug: A drug that’s made and sold by the company that originally made the 
drug. Brand name drugs have the same ingredients as the generic versions of the drugs. 
Generic drugs are usually made and sold by other drug companies and are generally not 
available until the patent on the brand name drug has ended.

Care Manager: One main person who works with you, with the health plan, and with your 
care providers to make sure you get the care you need.

Care plan: Refer to “Individualized Care Plan.” 

Care team: Refer to “Interdisciplinary Care Team.”

Centers for Medicare & Medicaid Services (CMS): The federal agency in charge of Medicare. 
Chapter 2 of this Member Handbook explains how to contact CMS. 

Community-Based Adult Services (CBAS): Outpatient, facility-based service program that 
delivers skilled nursing care, social services, occupational and speech therapies, personal care, 
family/caregiver training and support, nutrition services, transportation, and other services to 
eligible members who meet applicable eligibility criteria.

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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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.

Copay: A fixed amount you pay as your share of the cost each time you get certain drugs. For 
example, you might pay $2 or $5 for a drug.

Cost-sharing: Amounts you have to pay when you get certain drugs. Cost-sharing includes copays.

Cost-sharing tier: A group of drugs with the same copay. Every drug on the List of Covered 
Drugs (also known as the Drug List) is in one of 4 cost-sharing tiers. In general, the higher the 
cost-sharing tier, the higher your cost for the drug.

Coverage decision: A decision about what benefits we cover. This includes decisions about 
covered drugs and services or the amount we pay for your health services. Chapter 9 of this 
Member Handbook explains how to ask us for a coverage decision.

Covered drugs: The term we use to mean all of the prescription and over-the-counter (OTC) 
drugs covered by our plan.

Covered services: The general term we use to mean all the health care, long-term services 
and supports, supplies, prescription and over-the-counter drugs, equipment, and other 
services our plan covers.

Cultural competence training: Training that provides additional instruction for our health 
care providers that helps them better understand your background, values, and beliefs to 
adapt services to meet your social, cultural, and language needs. 

Daily cost- sharing rate: A rate that may apply when your doctor prescribes less than a full 
month’s supply of certain drugs for you and you’re required to pay a copay. A daily  
cost-sharing rate is the copay divided by the number of days in a month’s supply. 

Here is an example: Let’s say the copay for your drug for a full month’s supply (a 30-day 
supply) is $1.35. This means that the amount you pay for your drug is less than $0.05 per day. 
If you get a 7-day supply of the drug, your payment is less than $0.05 per day multiplied by  
7 days, for a total payment less than $0.35. 

Department of Health Care Services (DHCS): The state department in California that 
administers the Medicaid Program (known as Medi-Cal). 

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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Department of Managed Health Care (DMHC): The state department in California 
responsible for regulating most health plans. DMHC helps people with appeals and complaints 
about Medi-Cal services. DMHC also conducts Independent Medical Reviews (IMR).

Disenrollment: The process of ending your membership in our plan. Disenrollment may be 
voluntary (your own choice) or involuntary (not your own choice).

Drug management program (DMP): A program that helps make sure members safely use 
prescription opioids and other frequently abused medications. 

Drug tiers: Groups of drugs on our Drug List. Generic, brand name, or over-the-counter (OTC) 
drugs are examples of drug tiers. Every drug on the Drug List is in one of 5 tiers.

Dual eligible special needs plan (D-SNP): Health plan that serves individuals who are 
eligible for both Medicare and Medicaid. Our plan is a D-SNP.

Durable medical equipment (DME): Certain items your doctor orders for use in your own 
home. Examples of these items are wheelchairs, crutches, powered mattress systems, diabetic 
supplies, hospital beds ordered by a provider for use in the home, IV infusion pumps, speech 
generating devices, oxygen equipment and supplies, nebulizers, and walkers.

Emergency: A medical emergency when you, or any other person with an average 
knowledge of health and medicine, believe that you have medical symptoms that need 
immediate medical attention to prevent death, loss of a body part, or loss of or serious 
impairment to a bodily function (and if you’re a pregnant woman, loss of an unborn child). 
The medical symptoms may be an illness, injury, severe pain, or a medical condition that’s 
quickly getting worse.

Emergency care: Covered services given by a provider trained to give emergency services 
and needed to treat a medical or behavioral health emergency.

Exception: Permission to get coverage for a drug not normally covered or to use the drug 
without certain rules and limitations.

Excluded Services: Services that aren’t covered by this health plan.

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

Generic drug: A drug approved by the FDA to use in place of a brand name drug. A generic 
drug has the same ingredients as a brand name drug. It’s usually cheaper and works just as 
well as the brand name drug.

Grievance: A complaint you make about us or one of our network providers or pharmacies. 
This includes a complaint about the quality of your care or the quality of service provided by 
your health plan. 

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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Health Insurance Counseling and Advocacy Program (HICAP): A program that provides 
free and objective information and counseling about Medicare. Chapter 2 of this  
Member Handbook explains how to contact HICAP.

Health plan: An organization made up of doctors, hospitals, pharmacies, providers of long-
term services, and other providers. It also has care coordinators to help you manage all your 
providers and services. All of them work together to provide the care you need.

Health risk assessment (HRA): A review of your medical history and current condition. It’s 
used to learn about your health and how it might change in the future.

Home health aide: A person who provides services that don’t need the skills of a licensed 
nurse or therapist, such as help with personal care (like bathing, using the toilet, dressing, 
or carrying out the prescribed exercises). Home health aides don’t have a nursing license or 
provide therapy.

Hospice: A program of care and support to help people who have a terminal prognosis 
live comfortably. A terminal prognosis means that a person has been medically certified as 
terminally ill, meaning having a life expectancy of 6 months or less. 

• An enrollee 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’re required to give you a list of hospice providers in your geographic area.

Improper/inappropriate billing: A situation when a provider (such as a doctor or hospital) 
bills you more than our cost-sharing amount for services. Call Member Services if you get any 
bills you don’t understand.

As a plan member, you only pay our plan’s cost-sharing amounts when you get services we 
cover. We don’t allow providers to bill you more than this amount.

In Home Supportive Services (IHSS): The IHSS Program will help pay enrolled care providers 
for services provided to you so that you can remain safely in your own home. IHSS is an 
alternative to out-of-home care, such as nursing homes or board and care facilities. To receive 
services, an assessment is conducted to determine which types of services may be authorized 
for each participant based on their needs. The types of services which can be authorized 
through IHSS are housecleaning, meal preparation, laundry, grocery shopping, personal 
care services (such as bowel and bladder care, bathing, grooming and paramedical services), 
accompaniment to medical appointments, and protective supervision for the mentally 
impaired. County social service agencies administer IHSS.

Independent Medical Review (IMR): If we deny your request for medical services or 
treatment, you can make an appeal. If you disagree with our decision and your problem 

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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is about a Medi-Cal service, including DME supplies and drugs, you can ask the California 
Department of Managed Health Care for an IMR. An IMR is a review of your case by experts 
who aren’t part of our plan. If the IMR decision is in your favor, we must give you the service or 
treatment you asked for. You pay no costs for an IMR.

Independent review organization (IRO): An independent organization hired by Medicare 
that reviews a level 2 appeal. It isn’t connected with us and isn’t a government agency. This 
organization decides whether the decision we made is correct or if it should be changed. 
Medicare oversees its work. The formal name is the Independent Review Entity.

Individualized Care Plan (ICP or Care Plan): A plan that tells you and your doctors what 
services you’ll need and how to get them. Your plan may include medical services, behavioral 
health services, and long-term services and supports.

Inpatient: A term used when you’re formally admitted to the hospital for skilled medical 
services. If you’re not formally admitted, you may still be considered an outpatient instead of 
an inpatient even if you stay overnight.

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 about 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.

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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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.

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 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711), 
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Medicare-Medi-Cal enrollee: A person who qualifies for Medicare and Medicaid coverage. A 
Medicare-Medicaid enrollee is also called a “dually eligible individual”.

Medicare Part A: The Medicare program that covers most medically necessary hospital, 
skilled nursing facility, home health, and hospice care.

Medicare Part B: The Medicare program that covers services (such as lab tests, surgeries, and 
doctor visits) and supplies (such as wheelchairs and walkers) that are medically necessary to treat 
a disease or condition. Medicare Part B also covers many preventive and screening services.

Medicare Part C: The Medicare program, also known as “Medicare Advantage” or “MA”, that 
lets private health insurance companies provide Medicare benefits through an MA Plan.

Medicare Part D: The Medicare drug benefit program. We call this program “Part D” for 
short. Medicare Part D covers outpatient drugs, vaccines, and some supplies not covered by 
Medicare Part A or Medicare Part B or Medicaid. Our plan includes Medicare Part D.

Medicare Part D drugs: Drugs covered under Medicare Part D. Congress specifically excludes 
certain categories of drugs from coverage under Medicare Part D. Medicaid may cover some 
of these drugs.

Medication Therapy Management (MTM): A Medicare Part D program for complex health 
needs provided to people who meet certain requirements or are in a Drug Management 
Program. MTM services usually include a discussion with a pharmacist or health care provider 
to review medications. Refer to Chapter 5 of this Member Handbook for more information.

Medi-Medi Plan: A Medi-Medi Plan is a type of Medicare Advantage plan. It’s for people who 
have both Medicare and Medi-Cal, and combines Medicare and Medi-Cal benefits into one 
plan. Medi-Medi Plans coordinate all benefits and services across both programs, including all 
Medicare and Medi-Cal covered services.

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 this 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.

If you have questions, please call L.A. Care Medicare Plus at 1-833-522-3767 (TTY: 711), 
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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’re 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 don’t 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.

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 ombudsman’s services are free. You can find more information in Chapters 2 and 9 of 
this Member Handbook. 

Organization determination: Our plan makes an organization determination when we, or 
one of our providers, decide about whether services are covered or how much you pay for 
covered services. Organization determinations are called “coverage decisions”. Chapter 9 of 
this Member Handbook explains coverage decisions.

Original Biological Product: A biological product that has been approved by the FDA and 
serves as the comparison for manufacturers making a biosimilar version. It’s also called a 
reference product.

Original Medicare (traditional Medicare or fee-for-service Medicare): The government 
offers Original Medicare. Under Original Medicare, services are covered by paying doctors, 
hospitals, and other health care providers amounts that Congress determines.

• 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 you don’t want to be in our plan, you can choose Original Medicare

Out-of-network pharmacy: A pharmacy that hasn’t agreed to work with our plan to 
coordinate or provide covered drugs to members of our plan. Our plan doesn’t cover most 
drugs you get from outofnetwork pharmacies unless certain conditions apply.
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Out-of-network provider or Out-of-network facility: A provider or facility that 
isn’t employed, owned, or operated by our plan and isn’t under contract to provide covered 
services to members of our plan. Chapter 3 of this Member Handbook explains out-of-network 
providers or facilities.

Out-of-pocket costs: The cost- sharing requirement for members to pay for part of the 
services or drugs they get is also called the “out-of-pocket” cost requirement. Refer to the 
definition for “cost-sharing” above.

Over-the-counter (OTC) drugs: Over-the-counter drugs are drugs or medicines that a person 
can buy without a prescription from a health care professional.

Part A: Refer to “Medicare Part A.”

Part B: Refer to “Medicare Part B.”

Part C: Refer to “Medicare Part C.”

Part D: Refer to “Medicare Part D.”

Part D drugs: Refer to “Medicare Part D drugs.”

Personal health information (also called Protected health information) (PHI): Information 
about you and your health, such as your name, address, social security number, physician 
visits, and medical history. Refer to our Notice of Privacy Practices for more information about 
how we protect, use, and disclose your PHI, as well as your rights with respect to your PHI.

Preventive services: Health care to prevent illness or detect illness at an early stage, when 
treatment is likely to work best (for example, preventive services include Pap tests, flu shots, 
and screening mammograms).

Primary care provider (PCP): The doctor or other provider you use first for most health 
problems. They make sure you get the care you need to stay healthy. 

• 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 this Member Handbook for information about getting care from 
primary care providers.
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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 this  
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 of All-Inclusive Care for the Elderly (PACE): A program that covers Medicare and 
Medicaid benefits together for people age 55 and over who need a higher level of care to live 
at home.

Prosthetics and Orthotics: Medical devices ordered by your doctor or other health care 
provider that include, but aren’t limited to, arm, back, and neck braces; artificial limbs; artificial 
eyes; and devices needed to replace an internal body part or function, including ostomy 
supplies and enteral and parenteral nutrition therapy.

Quality improvement organization (QIO): A group of doctors and other health care experts 
who help improve the quality of care for people with Medicare. The federal government pays 
the QIO to check and improve the care given to patients. Refer to Chapter 2 of this Member 
Handbook for information about the QIO.

Quantity limits: A limit on the amount of a drug you can have. We may limit the amount of 
the drug that we cover per prescription.

Real Time Benefit Tool: A portal or computer application in which enrollees can look up 
complete, accurate, timely, clinically appropriate, enrollee-specific covered drugs and benefit 
information. This includes cost sharing amounts, alternative drugs that may be used for the 
same health condition as a given drug, and coverage restrictions (prior authorization, step 
therapy, quantity limits) that apply to alternative drugs.

Referral: A referral is your primary care provider’s (PCP’s) or our approval to use a provider 
other than your PCP. If you don’t get approval first, we may not cover the services. You don’t 
need a referral to use certain specialists, such as women’s health specialists. You can find more 
information about referrals in Chapters 3 and 4 of this Member Handbook.

Rehabilitation services: Treatment you get to help you recover from an illness, accident, 
or major operation. Refer to Chapter 4 of this Member Handbook to learn more about 
rehabilitation services. 
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Sensitive services: Services related to mental or behavioral health, sexual and reproductive 
health, family planning, sexually transmitted infections (STIs), HIV/AIDS, sexual assault and 
abortions, substance use disorder, gender affirming care, and intimate partner violence.

Service area: A geographic area where a health plan accepts members if it limits membership 
based on where people live. For plans that limit which doctors and hospitals you may use, it’s 
generally the area where you can get routine (non-emergency) services. Only people who live 
in our service area can enroll in our plan.

Share of cost: The portion of your health care costs that you may have to pay each month 
before your benefits become effective. The amount of your share of cost varies depending on 
your income and resources. 

Skilled nursing facility (SNF): A nursing facility with the staff and equipment to give skilled 
nursing care and, in most cases, skilled rehabilitative services and other related health services.

Skilled nursing facility (SNF) care: Skilled nursing care and rehabilitation services provided 
on a continuous, daily basis, in a skilled nursing facility. Examples of skilled nursing facility 
care include physical therapy or intravenous (IV) injections that a registered nurse or a doctor 
can give.

Specialist: A doctor who treats certain types of health care problems. For example, an 
orthopedic surgeon treats broken bones; an allergist treats allergies; and a cardiologist treats 
heart problems. In most cases, a member will need a referral from their PCP to go to a specialist.

Specialized pharmacy: Refer to Chapter 5 of this Member Handbook to learn more about 
specialized pharmacies.

State Hearing: If your doctor or other provider asks for a Medi-Cal service that we won’t 
approve, or we won’t continue to pay for a Medi-Cal service you already have, you can ask for 
a State Hearing. If the State Hearing is decided in your favor, we must give you the service you 
asked for.

Step therapy: A coverage rule that requires you to try another drug before we cover the drug 
you ask for.

Supplemental Security Income (SSI): A monthly benefit Social Security pays to people with 
limited incomes and resources who are disabled, blind, or age 65 and over. SSI benefits aren’t 
the same as Social Security benefits.

Urgently needed care: Care you get for an unforeseen illness, injury, or condition that isn’t an 
emergency but needs care right away. You can get urgently needed care from out-of-network 
providers when you can’t get to them because given your time, place, or circumstances, it isn’t 
possible, or it’s unreasonable to get services from network providers (for example when you’re 
outside our plan’s service area and you require medically needed immediate services for an 
unseen condition but it isn’t 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), 
24 hours a day, 7 days a week, including holidays. The call is free. For more information,  
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