
H5887_FP_10_1027_03_I  CMS F&U 11/29/2009 

  

 Dear Member 

Here are three documents with important information for you. 

1. Please start by reading the Annual Notice of Changes for 2010. It gives you a 
summary of changes to your benefits and costs for next year. These changes will take 
effect on January 1, 2010. 

• Please take a moment very soon to look through this summary and see how the 
changes might affect you.  

• If you decide to stay with our plan for 2010 – you do not have to tell us or fill out any 
paperwork. You will automatically remain enrolled as a member of our plan. 

• If you decide to leave our plan, you can switch to a different Medicare Advantage Plan 
or to Original Medicare from November 15 through December 31 each year. The 
Annual Notice of Changes tells you more. 

2. We’re including a copy of next year’s Evidence of Coverage. It’s the legal, detailed 
description of your benefits and costs for 2010 if you stay enrolled as a member of our 
plan. It also explains your rights and rules you need to follow when using your coverage 
for medical care and prescription drugs. Please look through this document so you know 
what’s in it, then keep it handy for reference. 

3. We’re also including a copy of our plan our plan plan’s List of Covered Drugs 
(Formulary), effective in January 2010.  

4. If you have questions, we’re here to help. Please call Member Services at 1-888-767-
7717 (TTY/TDD only, call 1-877-672-4242). Hours are Monday thru Friday from 8:00 
a.m. to 8:00 p.m. and calls to these numbers are free. You can also visit our website, 
www.firstpluspr.com. 

We value your membership and hope to continue to serve you next year. 

 

Sincerely, 

 

Enrollment Department 
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First+Plus Titanio (HMO-SNP) Annual Notice of Changes for 2010 

 

This booklet tells you how your benefits and costs as a member of our plan will change next year 
from your current benefits. The changes take effect on January 1, 2010.  

To decide what’s best for you, compare this information we’re sending with the benefits and 
costs of other Medicare Advantage plans in your area, as well as the benefits and costs of 
Original Medicare. 

 

First Medical Health Plan Member Services:   
For help or information, please call Member Services or go to our plan website at 
www.firstpluspr.com. 
1-888-767-7717 (Calls to these numbers are free.) 
 TTY/TDD users call:  1-877-672-4242 

Hours of Operation:  
Monday thru Friday from 8:00 a.m. to 8:00 p.m.   

 

This plan is offered by First Medical Health Plan, Inc., referred throughout the Annual Notice of 
Changes as “we,” “us,” or “our.”  First+Plus Titanio (HMO-SNP) is referred to as “plan” or “our 
plan.”  

Our organization contracts with the Federal government.  

This information is available in a different format, including Spanish language. Please call 
Member Services at the number listed above if you need plan information in another format or 
language. 
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If you remain enrolled in our plan for 2010, there will be some changes to your benefits and 
what you pay. 

You are currently enrolled as a member of our plan. We are pleased to be providing your 
Medicare health care coverage including your prescription drug coverage. “We also want to let 
you know that we have changed our plan name from Platino Premium to First+Plus Titanio 
(HMO-SNP) for the upcoming year.” 

We’re sending you this Annual Notice of Changes to tell you how your benefits and costs as a 
member of our plan will change next year from your current benefits. The changes take effect on 
January 1, 2010. Medicare has approved these changes. 

What should you do? 

We want you to know what’s ahead for next year, so please read this document very soon to 
see how the changes in benefits and costs will affect you if you stay enrolled in our plan for 
2010.  

To decide what’s best for you, compare this information we’re sending with the benefits and 
costs of other Medicare Advantage plans in your area as well as the benefits and costs of 
Original Medicare.  

You can find information about plans available in your area by visiting the Medicare website 
(http://www.medicare.gov). The Medicare website includes information about plans’ benefits 
and costs, as well as information about how Medicare rates the plans in different categories (for 
example, detecting and preventing illness, ratings from patients, and customer service). If you 
have access to the web, you may use the web tools on http://www.medicare.gov by selecting 
either  “Compare Health Plans and Medigap Policies in Your Area” or “Compare Medicare 
Prescription Drug Plans.” You can also call us directly at 1-888-767-7717 to obtain a copy of the 
plan ratings for this plan. TTY/TDD users call 1-877-672-4242. 
 
We hope to keep you as a member of our plan. But if you want to make a change for 2010, see 
“When can you change” in Section 6 for time periods when you can make a change.  
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Section 1. Important things to know 

Your plan name is changing for the upcoming year 

We want to let you know that we have changed our plan name from Platino Premium to First+Plus 
Titanio (HMO-SNP) for the upcoming year. Our phone numbers and address will remain the same.  

This Annual Notice of Changes is only a summary (see your 
Evidence of Coverage for the details) 

This Annual Notice of Changes gives you a summary of the changes in your benefits and what 
you will pay for these services in 2010.  

• To get the details, you can look in the 2010 Evidence of Coverage for our plan.. The 
Evidence of Coverage is the legal, detailed description of your benefits and costs for 
2010. It explains your rights and the rules you need to follow to get your covered services 
and prescription drugs. (We have included a copy of the Evidence of Coverage in the 
same booklet�with this Annual Notice of Changes. If you do not have this copy, call 
Member Services. 
 

• If you have questions or need more information, you can always call Member Services at 
1-888-767-7717 (TTY/TDD only, call 1-877-672-4242). Hours are Monday thru Friday 
from 8:00 a.m. to 8:00 p.m.  and calls to these numbers are free.  

Section 2. Changes to your monthly premium 

 2009 (this year) 2010 (next year) 

Monthly premium  $0 $0 

Exception: If you are required to pay a late enrollment penalty (because you did not join a 
Medicare drug plan when you first became eligible), your monthly premium for 2010 will be 
$0 plus the amount of your late enrollment penalty. For more information about this penalty, 
see Chapter 6 of your Evidence of Coverage. 

Section 3. Medical services: Changes to your benefits and what you pay  

Changes to your benefits 

As shown below, our plan is adding a new benefits for next year. For details, see Chapters 3 and 4 
in your Evidence of Coverage. 
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 2009 (this year) 2010 (next year) 

Part B Monthly Reduction $0 $50 

 2009 (this year) 2010 (next year) 

Over the Counter (OTC drugs) $0 $30 monthly 

 

Changes to what you pay    

 The amount you pay for covered services will be exactly the same in 2010 as it is in 
2009. 

 
Section 4. Part D prescription drugs: Changes to your benefits 
and what you pay  

Changes to your benefits 

Our plan has a “List of Covered Drugs (Formulary)” – or “Drug List” for short. It tells which 
Part D prescription drugs are covered by the plan. (Chapter 5, Section 1.1 of your Evidence of 
Coverage explains about Part D drugs.) 

We may make changes to the plan’s Drug List from time to time throughout the year. In 
addition, there are a number of changes to the Drug List that will take effect on January 1, 2010. 
Changes to the plan’s Drug List have been approved by Medicare.  

• We have added some new drugs to the list and removed others We have replaced 
some brand-name drugs with new generic drugs. We have replaced some expensive 
drugs with less costly drugs that have been shown to work just as well  

• We have added some new restrictions to certain drugs, and reduced the restrictions 
on others Restrictions can include a requirement to get plan approval in advance or to try 
a different drug first to see how well it works. Restrictions can also include limits on 
quantity of the drug. 

Please check to see if any of these changes to drug coverage affect the drugs you use.  

• You can look for your drugs on the Drug List we sent with this Annual Notice of 

Changes.  
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•  The Drug List we sent includes many of the drugs that we cover, 
but it does not include all of our covered drugs. If you can’t find 
some of your drugs on this Drug List, you may find them on a 
complete Drug List, which includes all the drugs we cover. You 
can get the complete Drug List by calling Member Services or 
visiting our website www.firstpluspr.com. 

Changes to what you pay 

The chart below summarizes changes to what you will pay as your share of the cost of covered 
prescription drugs. These changes affect Part D prescription drugs only.  

• Every drug on the plan’s Drug List is in one of 4 cost-sharing tiers. Medicare allows us to 
change what you pay for a drug in each cost-sharing tier only once a year. The 
changes shown below will take effect on January 1, 2010, and stay the same for the entire 
plan year. 

 2009 (this year) 2010 (next year) 

Drugs in Cost-Sharing Tier 1 

Generics  

For a one-month (30 day) supply of a 
drug in cost-sharing tier 1 that is 
filled at a network pharmacy 

You pay $5 per 
prescription. 

You pay $0 per 
prescription. 

Drugs in Cost-Sharing Tier 2 

Prefer Brand  

For a one-month (30 day) supply of a 
drug in cost-sharing tier 2 that is 
filled at a network pharmacy 

You pay $25 per 
prescription. 

You pay $8 per 
prescription. 

Drugs in Cost-Sharing Tier 3 

Non Preferred Brand  

For a one-month (30 day) supply of a 
drug in cost-sharing tier 3 that is 
filled at a network pharmacy 

You pay $35 per 
prescription. 

You pay $20 per 
prescription. 



4 

2010 Annual Notice of Changes for First+Plus Titanio (HMO-SNP) 

H5887_FP_10_1027_03_I  CMS F&U 11/29/2009 

Drugs in Cost-Sharing Tier 4 

Specialty Brand  

For a one-month (30 day) supply of a 
drug in cost-sharing tier 4  that is 
filled at a network pharmacy 

You pay 25% 
coinsurance  per 
prescription. 

You pay 25% 
coinsurance  per 
prescription. 

Coverage After You Reach Your 
Initial Coverage Limit 

After the total yearly 
drug costs (paid by 
both you and your 
plan) reach $2,700, you 
pay $5 of copayment 
for Generic Drugs. You 
pay 100% of the cost 
for all other drugs until 
your out of Pocket drug 
costs reach $4,350. 

 

After the total yearly 
drug costs (paid by 
both you and your 
plan) reach $2,830, 
you pay $5 of 
copayment for Generic 
Drugs. You pay 100% 
of the cost for all other 
drugs until your out of 
Pocket drug costs 
reach $4,550. 

 

Catastrophic Coverage After your yearly out-
of-Pocket drug costs 
reach $4,350, you pay 
5% for your 
prescription drugs.     

 

After your yearly out-
of-Pocket drug costs 
reach $4,550, you pay 
the greater of: - A $ 
2.50 copay for generic 
(including brand drugs 
treated as generic) and 
a $ 6.30 copay for all 
other drugs, or  
- 5% coinsurance. 

 

What if changes for 2010 affect drugs you are taking now? 

What if a drug you are taking now is not on the Drug List for 2010? What if it has been moved 
to a higher cost-sharing tier? What if a new restriction has been added to the coverage for this 
drug? If you are in any of these situations, here’s what you can do: 

• In some situations, the plan will cover a one-time, temporary supply of your drug when 
your current supply runs out. This temporary supply will be for a maximum of 30 days, 
or less if your prescription is written for fewer days. Chapter 5, Section 6.2 explains when 
you can get a temporary supply and how to ask for one. 
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Meanwhile, you and your doctor will need to decide what to do before your temporary supply of 
the drug runs out. 

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

• You and your doctor can ask the plan to make an exception for you and cover the 
drug. You can ask for an exception in advance for next year and we will give you an 
answer to your request before the change takes effect. To learn what you must do to ask 
for an exception, see the Evidence of Coverage that was included in the mailing with this 
Annual Notice of Changes. Look for Chapter 9 (What to do if you have a problem or 
complaint). 

Section 5. What about changes to the plan’s network of providers?  

Will your doctors and other providers still be in the plan’s 
network next year? 

There are a few changes to the network of providers for 2010. In addition, it’s possible for the 
network of plan providers to change at any time during the year.  

• Please check with your doctors and other providers you currently use to make sure 
they will continue to be part of the provider network for our plan in 2010.  

• For the most up-to-date information on the network of providers, check our website 
www.firstpluspr.com or call Member Services (see phone numbers on the front cover).  

Section 6. Do you want to stay in the plan or make a change? 

Do you want to stay with our plan? 

If you want to keep your membership in our plan for 2010, it’s easy. You don’t need to tell us or 
fill out any paperwork. You will automatically remain enrolled as a member. 

Do you want to make a change? 

If you decide to leave our plan, you can switch to a different Medicare Advantage plan or to 
Original Medicare (either with or without a separate Medicare prescription drug plan).  

If you want to change to a different plan, there are many choices. As a reminder, First Medical 
Health Plan, Inc. offers other Medicare Advantage plans and/or Medicare prescription drug plans 
in addition to the plan you are now enrolled in. These other plans may differ in coverage, monthly 
premiums, and cost sharing amounts. 
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When can you change?    

• During the yearly enrollment period (called the “annual coordinated election 

period”) from November 15 through December 31, 2009, you can change to any other 
Medicare Advantage plan or to Original Medicare (either with or without a separate 
Medicare prescription drug plan). Your new coverage will begin on January 1, 2010. 

• You also have another, more limited enrollment period from January 1 through 

March 31, 2010. During this period (called the “open enrollment period”), you could 
switch to a different Medicare Advantage Plan with Part D prescription drug coverage or 
switch to Original Medicare plus a Medicare Prescription Drug Plan. For more 
information about your choices during the January 1 through March 31 open enrollment 
period, please see Chapter 10, Section 2.2 of the Evidence of Coverage. 

• If you are in a Special Needs Plan (SNP), your enrollment period may be different based 
on the type of SNP in which you are enrolled. Contact Member Services for more 
information. 

Are these the only times of the year to choose a different plan?  

For most people, yes. Certain individuals, such as those with Medicaid, or those who move out 
of the geographic service area, can make changes at other times. For more information, see 
Chapter 10, Section 2.3 of the Evidence of Coverage. 

How do you make a change? 

See Chapter 10 of the enclosed Evidence of Coverage document. It tells what you need to do to 
make a change from our plan to another plan. 

Things to check on before you make a change 

• Are you a member of an employer or retiree group? If you are, please check with the 
benefits administrator of your employer or retiree group before you switch to another 
way of getting medical care. 

Section 7. Do you need some help? Would you like more 
information? 

We have information and answers for you 

To learn more, read the information we sent in the same package with this Annual Notice of 

Changes. This includes a copy of the Evidence of Coverage and of the List of Covered Drugs 

(Formulary).  

If you have any questions, we are here to help. Please call us at our plan Member Services. We are 
available for phone calls Monday thru Friday from 8: 00 a.m. to 8:00 p.m. Calls to these numbers 
are free: 1-888-767-7717 (TTY/TDD only, call 1-877-672-4242). 
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You can get help and information from your State Health Insurance 
Assistance Program 

The State Health Insurance Assistance Program (SHIP) is a government program with trained 
counselors in every state. In Puerto Rico, the State Health Insurance Assistance Program is called 
Oficina de la Procuradora de Edad Avanzada.  

Oficina de la Procuradora de Edad Avanzada. is independent (not connected with any 
insurance company or health plan). Oficina de la Procuradora de Edad Avanzada. counselors 
can help you with your Medicare questions or problems. They can help you understand your 
Medicare plan choices and answer questions about switching plans. You can call Oficina de la 
Procuradora de Edad Avanzada at 1-877-725-4300 or 1-787-721-6121. 

You can get help and information from Medicare 

Here are three ways to get information directly from Medicare: 

• Call 1-800-MEDICARE (1-800-633-4227) 24 hours a day, 7 days a week. TTY users 
should call 1-877-486-2048.  

• Visit the Medicare website (http://www.medicare.gov).  

• Read Medicare & You 2010 Handbook. Every year in October, this booklet is mailed to 
people with Medicare. It has a summary of Medicare benefits, rights and protections, and 
answers to the most frequently asked questions about Medicare. If you don’t have a copy 
of this booklet, you can get it at the Medicare website (http://www.medicare.gov) or by 
calling 1-800-MEDICARE (1-800-633-4227). 
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January 1 – December 31, 2010  

Evidence of Coverage: 

Your Medicare Health Benefits and Services and Prescription Drug Coverage 
as a Member of First+Plus Titanio (HMO-SNP) 

 

This booklet gives you the details about your Medicare health and prescription drug coverage 
from January 1 – December 31, 2010. It explains how to get the health care and prescription 
drugs you need. This is an important legal document. Please keep it in a safe place. 

 

First Medical Health Plan, Inc. Member Services: 
For help or information, please call Member Services or go to our plan website at 
www.firstpluspr.com. Or call 1-888-767-7717 (Calls to these numbers are free.) 
TTY/TDD  users call:  1-877-672-4242 

 

This plan is offered by First Medical Health Plan, Inc., referred throughout the Evidence of 
Coverage as “we,” “us,” or “our.” First+Plus Titanio (HMO-SNP) is referred to as “plan” or “our 
plan.”  

Our organization contracts with the Federal government.  

This information is available in a different format, including Spanish language. Please call 
Member Services at the number listed above if you need plan information in another format or 
language. 
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SECTION 1 Introduction 

Section 1.1  What is the Evidence of Coverage booklet about? 

This Evidence of Coverage booklet tells you how to get your Medicare medical care and 
prescription drugs through our plan. This booklet explains your rights and responsibilities, 
what is covered, and what you pay as a member of the plan. 

• You are covered by Medicare, and you have chosen to get your Medicare health care 
and your prescription drug coverage through our plan, First+Plus Titanio (HMO-SNP).  

• There are different types of Medicare Advantage Plans. Our plan is a Medicare 
Advantage HMO-SNP Plan (HMO stands for Health Maintenance Organization) 

This plan is offered by First Medical Health Plan, Inc., referred throughout the Evidence of 
Coverage as “we,” “us,” or “our.”  First+Plus Titanio (HMO-SNP) is referred to as “plan” or 
“our plan.”  

The word “coverage” and “covered services” refers to the medical care and services and the 
prescription drugs available to you as a member of our plan.   

Section 1.2 What does this Chapter tell you? 

Look through Chapter 1 of this Evidence of Coverage to learn:  

• What makes you eligible to be a plan member?  

• What materials will you get from us? 

• What is your plan premium and how can you pay it? 

• What is your plan’s service area? 

• How do you keep the information in your membership record up to date? 

Section 1.3 What if you are new to our plan? 

If you are a new member, then it’s important for you to learn how the plan operates – what the 
rules are and what services are available to you. We encourage you to set aside some time to 
look through this Evidence of Coverage booklet.  
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If you are confused or concerned or just have a question, please contact our plan’s Member 
Services (contact information is on the cover of this booklet).  

 Section 1.4  Legal information about the Evidence of Coverage 

It’s part of our contract with you 

This Evidence of Coverage is part of our contract with you about how our plan covers your care. 
Other parts of this contract include your enrollment form, the List of Covered Drugs 
(Formulary), and any notices you receive from us about changes or extra conditions that can 
affect your coverage. These notices are sometimes called “riders” or “amendments.”  

The contract is in effect for months in which you are enrolled in our plan our plan between 
January 1, 2010 and December 31, 2010.  

Medicare must approve our plan each year 

Medicare (the Centers for Medicare & Medicaid Services) must approve our plan each year. You 
can continue to get Medicare coverage as a member of our plan only as long as we choose to 
continue to offer the plan for the year in question and the Centers for Medicare & Medicaid 
Services renews its approval of the plan. 

SECTION 2 What makes you eligible to be a plan member? 

Section 2.1  Your three eligibility requirements 

You are eligible for membership in our plan as long as: 

• You live in our geographic service area (section 2.3 below describes our service area) 

• -- and -- you are entitled to Medicare Part A  

• -- and -- you are enrolled in Medicare Part B 

• -- and -- you do not have End Stage Renal Disease (ESRD), with limited exceptions, such 
as if you develop ESRD when you are already a member of a plan that we offer, or you 
were a member of a different plan that was terminated. 

• -- and -- you meet the special eligibility requirements described below. 

 

Special eligibility requirements for our plan  

Our plan is designed to meet the needs of people who are eligible for both Medicare and 
Medicaid. 
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Section 2.2 What are Medicare Part A and Medicare Part B? 

When you originally signed up for Medicare, you received information about how to get 
Medicare Part A and Medicare Part B. Remember: 

• Medicare Part A generally covers services furnished by providers such as hospitals, 
skilled nursing facilities or home health agencies. 

• Medicare Part B is for most other medical services, such as physician’s services and other 
outpatient services.  

Section 2.3 Here is the plan service area for our plan 

Although Medicare is a Federal program, our plan is available only to individuals who live in our 
plan service area. To stay a member of our plan, you must keep living in this service area. The 
service area is described below. 

Our service area includes the entire island of  Puerto Rico, including all municipalities.  

  

 

If you plan to move out of the service area, please contact Member Services. 
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SECTION 3 What other materials will you get from us? 

Section 3.1  Your plan membership card – Use it to get all covered care and 
drugs 

While you are a member of our plan, you must use our membership card whenever you get any 
services covered by this plan and for prescription drugs you get at network pharmacies. Here’s a 
sample membership card to show you what yours will look like: 

 

 

 

 

 

 

 

 

 

As long as you are a member of our plan you must not use your red, white, and blue 
Medicare card to get covered medical services (with the exception of routine clinical research 
studies and hospice services). Keep your red, white, and blue Medicare card in a safe place in 
case you need it later.  

Here’s why this is so important: If you get covered services using your red, white, and blue 
Medicare card instead of using our membership card while you are a plan member, you may 
have to pay the full cost yourself. 

If your plan membership card is damaged, lost, or stolen, call Member Services right away and 
we will send you a new card. 
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Section 3.2  The Provider Directory: your guide to all providers in the 
plan’s network 

Every year that you are a member of our plan, we will send you either a new Provider Directory 
or an update to your Provider Directory. This directory lists our network providers. 

What are “network providers”? 

Network providers are the doctors and other health care professionals, medical groups, 
hospitals, and other health care facilities that have an agreement with us to accept our payment in 
full. We have arranged for these providers to deliver covered services to members in our plan.  

Why do you need to know which providers are part of our network?  

It is important to know which providers are part of our network because, with limited exceptions, 
while you are a member of our plan you must use OR may be required to use network providers 
to get your medical care and services. The only exceptions are emergencies, urgently needed care 
when the network is not available (generally, out of the area), out-of-area dialysis services, and 
cases in which our plan authorizes use of non-network providers. See Chapter 3 (Using the 
plan’s coverage for your medical services) for more specific information about emergency, out-
of-network, and out-of-area coverage.  

If you don’t have your copy of the Provider Directory, you can request a copy from Member 
Services. You may ask Member Services for more information about our network providers, 
including their qualifications.  You can also see the Provider Directory at www.firstpluspr.com, 
or download it from this website. Both Member Services and the website can give you the most 
up-to-date information about changes in our network providers. 

Section 3.3  The Pharmacy Directory: your guide to pharmacies in our 
network 

What are “network pharmacies”? 

Our Pharmacy Directory gives you a complete list of our network pharmacies – that means all of 
the pharmacies that have agreed to fill covered prescriptions for our plan members.  

Why do you need to know about network pharmacies?  

You can use the Pharmacy Directory to find the network pharmacy you want to use. This is 
important because, with few exceptions, you must get your prescriptions filled at one of our 
network pharmacies if you want our plan to cover (help you pay for) them. 
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We will send you a complete Pharmacy Directory at least once every three years. Every year 
that you don’t get a new Pharmacy Directory, we’ll send you an update that shows changes to 
the directory.  

If you don’t have the Pharmacy Directory, you can get a copy from Member Services (phone 
numbers are on the front cover). At any time, you can call Member Services to get up-to-date 
information about changes in the pharmacy network. You can also find this information on our 
website at www.firstpluspr.com. 

Section 3.4  The plan’s List of Covered Drugs (Formulary) 

The plan has a List of Covered Drugs (Formulary). We call it the “Drug List” for short. It tells 
which Part D prescription drugs are covered by our plan. The drugs on this list are selected by 
the plan with the help of a team of doctors and pharmacists. The list must meet requirements set 
by Medicare. Medicare has approved the our plan Drug List. We will send you a copy of the 
Drug List. To get the most complete and current information about which drugs are covered, you 
can visit the plan’s website www.firstpluspr.com or call Member Services (phone numbers are 
on the front cover of this booklet). 

Section 3.5  Reports with a summary of payments made for your 
prescription drugs 

When you use your prescription drug benefits, we will send you a report to help you understand 
and keep track of payments for your prescription drugs. This summary report is called the 
Explanation of Benefits. 

The Explanation of Benefits tells you the total amount you have spent on your prescription drugs 
and the total amount we have paid for each of your prescription drugs during the month. Chapter 
6 (What you pay for your Part D prescription drugs) gives more information about the 
Explanation of Benefits and how it can help you keep track of your drug coverage. 

An Explanation of Benefits summary is also available upon request. To get a copy, please contact 
Member Services.  

An Explanation of Benefits summary is also available upon request. To get a copy, please contact 
Member Services.  

SECTION 4 Your monthly premium for our plan 

Section 4.1  How much is your plan premium? 

You do not pay a separate monthly plan premium for our plan. 
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In some situations, your plan premium could be more 

Some members are required to pay a late enrollment penalty because they did not join a 
Medicare drug plan when they first became eligible or because they had a continuous period 
of 63 days or more when they didn’t keep their coverage. For these members, the plan’s 
monthly premium will be higher. It will be $0 plus the amount of their late enrollment 
penalty.  

If you are required to pay the late enrollment penalty, the amount of your penalty depends on 
how long you waited before you enrolled in drug coverage or how many months you were 
without drug coverage after you became eligible. Chapter 6, Section 9 explains the late 
enrollment penalty. 

Many members are required to pay other Medicare premiums 

In addition to paying the monthly plan premium, some plan members will be paying a premium 
for Medicare Part A and most plan members will be paying a premium for Medicare Part B. You 
must continue paying your Medicare Part B premium for you to remain as a member of the plan. 

• Your copy of Medicare & You 2010 tells about these premiums in the section called 
“2010 Medicare Costs.” This explains how the Part B premium differs for people with 
different incomes.  

• Everyone with Medicare receives a copy of Medicare & You each year in the fall. Those 
new to Medicare receive it within a month after first signing up. You can also download a 
copy of Medicare & You 2010 from the Medicare website (http://www.medicare.gov). 
Or, you can order a printed copy by phone at 1-800-MEDICARE (1-800-633-4227) 24 
hours a day, 7 days a week. TTY users call 1-877-486-2048. 

SECTION 5 Please keep your plan membership record up to date 

Section 5.1  How to help make sure that we have accurate information 
about you 

Your membership record has information from your enrollment form, including your address and 
telephone number. It shows your specific plan coverage including your Primary Care Provider.  

The doctors, hospitals, pharmacists, and other providers in the plan’s network need to have 
correct information about you. These network providers use your membership record to 
know what services and drugs are covered for you. Because of this, it is very important that 
you help us keep your information up to date. 

Call Member Services to let us know about these changes: 

• Changes to your name, your address, or your phone number 
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• Changes in any other health insurance coverage you have (such as from your employer, 
your spouse’s employer, workers’ compensation, or Medicaid) 

• If you have any liability claims, such as claims from an automobile accident 

• If you have been admitted to a nursing home 

• If your designated responsible party (such as a caregiver) changes 

 

Read over the information we send you about any other insurance coverage you 
have 

Medicare requires that we collect information from you about any other medical or drug 
insurance coverage that you have. That’s because we must coordinate any other coverage you 
have with your benefits under our plan.  

Once each year, we will send you a letter that lists any other medical or drug insurance coverage 
that we know about. Please read over this information carefully. If it is correct, you don’t need to 
do anything. If the information is incorrect, or if you have other coverage that is not listed, please 
call Member Services (phone numbers are on the cover of this booklet).
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SECTION 1 Our plan contacts  
(how to contact us, including how to reach Member 
Services at the plan) 

How to contact our plan’s Member Services 

For assistance with claims, billing or member card questions, please call or write to our plan 
Member Services. We will be happy to help you.  

Member Services 

CALL (888)767-7717 
 
Calls to this number are free. Our hours of operations are Monday 
thru Friday from 8:00 a.m. to 8:00 p.m.  However, a customer 
service representative is available 24 hours a day seven days a week 
(including holidays).   

 

TTY (877) 672-4242 
 
This number requires special telephone equipment and is only for 
people who have difficulties with hearing or speaking.  

Calls to this number are free. Our hours of operations are Monday 
thru Friday from 8:00 a.m. to 8:00 p.m.  However, a customer 
service representative is available 24 hours a day seven days a week 
(including holidays).   

 

FAX (787) 300-3906 

WRITE PO Box 195080 San Juan, PR  00919-5080 

  

WEBSITE www.firstpluspr.com 
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How to contact us when you are asking for a coverage 
decision, making an appeal or making a complaint about your 
medical care 

You may call us if you have questions about our coverage decision, appeals and complaints 
processes. 

Coverage Decisions, Appeals and Complaints for Medical Care 

CALL (888) 767-7717 
 
Calls to this number are free. Our hours of operations are Monday 
thru Friday from 8:00 a.m. to 8:00 p.m.  However, a customer 
service representative is available 24 hours a day seven days a week 
(including holidays).   

 

TTY (877) 672-4242 
 
This number requires special telephone equipment and is only for 
people who have difficulties with hearing or speaking.  

Calls to this number are free.  

FAX 

 

(787) 300-3906.  For expedited organization determinations, 
expedited appeals and expedited complaints (787) 300-3911 & 
(787)300-3913.    

WRITE P.O. Box 195080, San Juan, PR 00919   

 

For more information on asking for coverage decisions,  making an appeal or making a 
complaint about your medical care, see Chapter 9 (What to do if you have a problem or 
complaint (coverage decisions, appeals, complaints).  
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How to contact us when you are asking for a coverage 
decision, making an appeal or making a complaint about your 
Part D prescription drugs 

 

Coverage Decisions, Appeals and Complaints for Part D Prescription Drugs 

CALL (888) 767-7717 
 
Calls to this number are free. Our hours of operations are Monday 
thru Friday from 8:00 a.m. to 8:00 p.m.  However, a customer 
service representative is available 24 hours a day seven days a week 
(including holidays).   

 

TTY (877) 672-4242 
 
This number requires special telephone equipment and is only for 
people who have difficulties with hearing or speaking.  

Calls to this number are free. 

FAX 

 

(787) 300-3906.  For expedited organization determinations, 
expedited appeals and expedited complaints (787) 300-3911 & 
(787)300-3913.    

WRITE P.O. Box 195080, San Juan, PR 00919   

 

For more information on asking for coverage decisions, making an appeal or making a 
complaint about your Part D prescription drugs, see Chapter 9 (What to do if you have a 
problem or complaint (coverage decisions, appeals, complaints). 
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Where to send a request that asks us to pay for our share of 
the cost for medical care or a drug you have received 

For more information on situations in which you may need to ask us for 
reimbursement or to pay a bill you have received from a provider, see Chapter 7 
(Asking the plan to pay its share of a bill you have received for medical services or 
drugs). 

Please note: If you send us a payment request and we deny any part of your request, 
you can appeal our decision. See Chapter 9 (What to do if you have a problem or 
complaint (coverage decisions, appeals, complaints) for more information. 

Payment Requests 

CALL (888) 767-7717 
 
Calls to this number are free. 

TTY (877) 672-4242 
 
This number requires special telephone equipment and is only for 
people who have difficulties with hearing or speaking.  

Calls to this number are free. 

FAX (787) 300-3906 

WRITE P.O. Box 195080, San Juan, PR 00919   

  

 

SECTION 2 Medicare  
(how to get help and information directly from the 
Federal Medicare program) 

Medicare is the Federal health insurance program for people 65 years of age or older, 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 
(sometimes called “CMS”). This agency contracts with Medicare Advantage Organizations 
including us. 
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Medicare 

CALL 1-800-MEDICARE, or 1-800-633-4227 

Calls to this number are free. 

24 hours a day, 7 days a week. 

TTY 1-877-486-2048 

This number requires special telephone equipment and is only for 
people who have difficulties with hearing or speaking.  

Calls to this number are free. 

WEBSITE http://www.medicare.gov 

This is the official government website for Medicare. It gives you up-
to-date information about Medicare and current Medicare issues. It 
also has information about hospitals, nursing homes, physicians, 
home health agencies, and dialysis facilities. It includes booklets you 
can print directly from your computer. It has tools to help you 
compare Medicare Advantage Plans and Medicare drug plans in your 
area. You can also find Medicare contacts in your state by selecting 
“Helpful Phone Numbers and Websites.”   

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

 

SECTION 3 State Health Insurance Assistance Program  
(free help, information, and answers to your 
questions about Medicare) 

The State Health Insurance Assistance Program (SHIP) is a government program with trained 
counselors in every state. In Puerto Rico, the State Health Insurance Assistance Program is 
called Oficina de la Procuradora de Edad Avanzada.  

Oficina de la Procuradora de Edad Avanzada is independent (not connected with any 
insurance company or health plan). It is a state program that gets money from the Federal 
government to give free local health insurance counseling to people with Medicare.  
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Oficina de la Procuradora de Edad Avanzada counselors can help you with your Medicare 
questions or problems. They can help you understand your Medicare rights, help you make 
complaints about your medical care or treatment, and help you straighten out problems with 
your Medicare bills. Oficina de la Procuradora de Edad Avanzada counselors can also help 
you understand your Medicare plan choices and answer questions about switching plans.  

Oficina de la Procuradora de Edad Avanzada  

CALL (877)-725-4300 or (787) 721-6121 

WRITE P O BOX 191179 
San Juan, PR 00919-1179 

WEBSITE www.ogave.gobierno.pr 

 

SECTION 4 Quality Improvement Organization  
(paid by Medicare to check on the quality of care for 
people with Medicare) 

There is a Quality Improvement Organization in each state. In Puerto Rico, the Quality 
Improvement Organization is called Quality Improvement Professional Research 
Organization (QIPRO) .  

QIPRO has a group of doctors and other health care professionals who are paid by the Federal 
government. This organization is paid by Medicare to check on and help improve the quality 
of care for people with Medicare. QIPRO is an independent organization. It is not connected 
with our plan.  

You should contact QIPRO in any of these situations: 

• You have a complaint about the quality of care you have received. 

• You think coverage for your hospital stay is ending too soon.  

• You think coverage for your home health care, skilled nursing facility care, or 
Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon. 

 

 
  

Quality Improvement Professional Research Organization 

QIPRO 
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CALL (800) 981-5062 or  (787) 641-1240 

WRITE Mercantil Plaza, Building #2, Avenida Ponce de León, Suite 709, San 
Juan, Puerto Rico 00918 

WEBSITE http://www.qipro.org 

 

SECTION 5 Social Security 

The Social Security Administration is responsible for determining eligibility and handling 
enrollment for Medicare. U.S. citizens who are 65 or older, or who have a disability or end 
stage renal disease and meet certain conditions, are eligible for Medicare. If you are already 
getting Social Security checks, enrollment into Medicare is automatic. If you are not getting 
Social Security checks, you have to enroll in Medicare and pay the Part B premium. Social 
Security handles the enrollment process for Medicare. To apply for Medicare, you can call 
Social Security or visit your local Social Security office. 

Social Security Administration 

CALL 1-800-772-1213 

Calls to this number are free. 

Available 7:00 am to 7:00 pm, Monday through Friday. 

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

TTY 1-800-325-0778 
 
This number requires special telephone equipment and is only for 
people who have difficulties with hearing or speaking.  

Calls to this number are free. 

Available 7:00 am to 7:00 pm, Monday through Friday. 

WEBSITE http://www.ssa.gov 



2010 Evidence of Coverage for First+ Plus Titanio (HMO-SNP)  
Chapter 2: Important phone numbers and resources 21

 

 

H5887_FP_10_1027_03_I  CMS F&U 11/29/2009 

SECTION 6 Medicaid  
(a joint Federal and state program that helps with 
medical costs for some people with limited income 
and resources) 

Medicaid is a joint Federal and state government program that helps with medical costs for 
certain people with limited incomes and resources. Some people with Medicare are also 
eligible for Medicaid. Medicaid has programs that can help pay for your Medicare premiums 
and other costs, if you qualify. To find out more about Medicaid and its programs, contact 
Administración de Seguros de Salud (ASES). 

Administración de Seguros de Salud (ASES) 

CALL (800) 981-2737  or (787) 474-3300 

WRITE P.O. Box 195661 
Río Piedras, PR 00919-5661  

WEBSITE http://www.ases.gobierno.pr  

 

SECTION 7 How to contact the Railroad Retirement Board 

The Railroad Retirement Board is an independent Federal agency that administers 
comprehensive benefit programs for the nation’s railroad workers and their families. If you have 
questions regarding your benefits from the Railroad Retirement Board, contact the agency. 

Railroad Retirement Board 

CALL 1-877-772-5772  

Calls to this number are free. 

Available 9:00 am to 3:30 pm, Monday through Friday 

If you have a touch-tone telephone, recorded information and 
automated services are available 24 hours a day, including 
weekends and holidays. 
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TTY 1-312-751-4701 

This number requires special telephone equipment and is only 
for people who have difficulties with hearing or speaking.  

Calls to this number are not free. 

WEBSITE http://www.rrb.gov 

 

 

SECTION 8 Do you have “group insurance” or other health 
insurance from an employer? 

If you (or your spouse) get benefits from your (or your spouse’s) employer or retiree group, call 
the employer/union benefits administrator or Member Services if you have any questions. You 
can ask about your (or your spouse’s) employer or retiree health benefits, premiums, or the 
enrollment period.  

If you have other prescription drug coverage through your (or your spouse’s) employer or 
retiree group, please contact that group’s benefits administrator. The benefits administrator 
can help you determine how your current prescription drug coverage will work with our plan. 
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Chapter 3.  Using the plan’s coverage for your medical services 
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SECTION 1 Things to know about getting your medical care as a 
member of our plan 

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

For the details on what medical care is covered by our plan and how much you pay as your 
share of the cost when you get this care, use the benefits chart in the next chapter, Chapter 4 
(Medical benefits chart, what is covered and what you pay).  

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

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

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

• “Network providers” are the doctors and other health care professionals, medical 
groups, hospitals, and other health care facilities that have an agreement with us to accept 
payment in full. We have arranged for these providers to deliver covered services to 
members in our plan. The providers in our network generally bill us directly for care they 
give you. When you see a network provider, you usually pay only your share of the cost 
for their services.  

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

Section 1.2 Basic rules for getting your medical care that is covered by the 
plan 

Our plan will generally cover your medical care as long as: 

• The care you receive is included in the plan’s Medical Benefits Chart (this chart is in 
Chapter 4 of this booklet). 

• The care you receive is considered medically necessary. It needs to be accepted 
treatment for your medical condition. 

• You have a primary care provider (a PCP) who is providing and overseeing your 
care. As a member of our plan, you must choose a PCP (for more information about this, 
see Section 2.1 in this chapter).  
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o In most situations, your PCP must give you approval in advance before you can use 
other providers in the plan’s network, such as specialists, hospitals, skilled nursing 
facilities, or home health care agencies. This is called giving you a “referral.” For 
more information about this, see Section 2.2 of this chapter. 

o Referrals from your PCP are not required for emergency care or urgently needed 
care. There are also some other kinds of care you can get without having approval 
in advance from your PCP (for more information about this, see Section 2.3 of this 
chapter). 

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

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

o If you need medical care that Medicare requires our plan to cover and the providers 
in our network cannot provide this care, you can get this care from a non-network 
provider. [Plans may specify if authorization should be obtained from the plan prior 
to seeking care.] In this situation, you will pay the same as you would pay if you got 
the care from a network provider.  

SECTION 2 Use providers in the plan’s network to get your 
medical care 

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

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

Your Primary Care Physician is virtually any physician in the First+Plus network, including 
specialists, who meets state requirements and is trained to give you basic medical care. Your 
Primary Care Physician will work with you to coordinate the covered services you get as a plan 
member. However, you do not need to obtain a referral when you get care from a plan specialist 
or non-plan providers.  

What types of providers may act as a PCP? 

The types of providers that may act as POC are internists, family physicians, generalists and 
geriatricians. 

Role of a PCP in your plan 
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Your PCP will provide most of your care and will help arrange or coordinate the rest of the 

covered services you get as a plan member. 

What is the role of the PCP in coordinating covered services? 

“Coordinating” your services includes checking or consulting with other plan providers about 
your care and how it is going.  When your PCP thinks that you need specialized treatment, 
he/she will advice you to see a specialist or certain other providers.   

How do you choose your PCP? 

You may select a PCP the time of enrollment by reviewing the Provider Directory and indicating 
the selection on the enrollment form.   You may contact Member Services to change your PCP at 
any time. (Please refer to the section on Changing your PC later in this section)    Choosing a 
PCP is optional.  However, if you choose to see provider outside of the network, your costs 
may be higher. 

Changing your PCP 

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

To change your PCP, call Member Services at the number on the cover of this booklet.  When 
you call, be sure to tell Member Services if you are seeing specialists or getting other covered 
services that needs your PCP’s approval (such as home health services and durable medical 
equipment). Member Services will help make sure that you can continue with the specialty care 
and other services you have been getting when you change your PCP. They will check to be sure 
the PCP you want to switch to is accepting new patients. Member Services will change your 
membership record to show the name of your new PCP, and will tell you when the change to 
your new PCP will take effect.  

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

You can get the services listed below without getting approval in advance from your PCP. 

• Routine women’s health care, which include breast exams, mammograms (x-rays of the 
breast), Pap tests, and pelvic exams, as long as you get them from a network provider. 

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

• Emergency services from network providers or from non-network providers. 

• Urgently needed care from non-network providers when network providers are 
temporarily unavailable or, e.g., when you are temporarily outside of the plan’s service 
area. 
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• Kidney dialysis services that you get at a Medicare-certified dialysis facility when you 
are temporarily outside the plan’s service area.  If possible, please let us know before you 
leave the service area where you are going to be so we can help arrange for you to have 
maintenance dialysis while outside the service area.  

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

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

• Oncologists, who care for patients with cancer. 

• Cardiologists, who care for patients with heart conditions. 

• Orthopedists, who care for patients with certain bone, joint, or muscle conditions. 
 
You do not need a referral to visit our plan specialist. 
 
 
What services will the PCP need to get prior authorization from the plan? 
 

The PCP needs to get prior authorization from the plan for the services shown on 
the table bellow: 
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                                             AUTHORIZATION REQUIREMENTS                   

Authorization Required 
Submission of a referral form (Medical Certification Form) and clinical information (i.e. progress notes, 
imaging reports, operative reports etc.)is needed for this process 
Durable Medical Equipment  

� Scooters 
� Powered Wheelchairs 

and accessories 
� Wheelchairs and 

accessories 
� Orthotics 
� Prosthetics 
� CPAP,BPAP 
� Oxygen y accessories 
� CPM  
� Beds and accessories 
� Lifter 
� VAC System  
� Diabetes Supplies  

 

Miscellaneous  

� Home Care 
� Home Infusion Services  
� Skilled Nursing Facility 

and Extended Care 
Facility 

� Hospitalizations 
(inpatient and 
observation)  

� Sleep Studies 
� Part B Medication and 

Administration  

 

Ambulance Non Emergency  

 

� V/Q Scan 
� Parathyroid Scan 
� SPECT  
� Thyroid Radioactive uptake 
� Thyroid Scan 
� Renal Scan 
� Doopler y Duplex 

 

Radiology 

� CT Scan w/without contrast 
� CT Colonography 
� Myelogram 
� MRA 
� MRI w /without contrast 
� MR Cholangiopancreatography 
� MR Neurography 
� MR Venography 
� Arthrography (Ct scan –MRI) 
� Transcranial Doopler of Intracraneal 

Arteries 
� Transesophageal Echocardiogram 
� Transthoracic Echocardiogram, Restin 

 

Gastroenterology 

� ERCP/MRCP 
� Virtual Colonoscopy 

 

Cardiology 

� Angioplasty, Renal Artery, Percutaneous 
with or without stent 

IMPORTANT 

INFORMATION 

Expedited (Urgent) 
Pre-Service Referral: 
The organization makes 
decisions within 24-72 
hours from receipt of the 
request. 

Standard (Routine) 
Pre-Service Referral: 
24 hours up to 14 
calendar days. 

 

Medical Necessity:  
Request to extend a 
course of treatment 
beyond the period of 
time or number of 
treatments previously 
approved.  The 
organization makes 
decisions within 
according to Expedited 
or Standard criteria. 

 

 

 

Emergency Referrals: 

 NO AUTHORIZATION 
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Selected elective ambulatory 
surgeries (please refer to 
providers manual list) 

Therapies  

� Cardiac Rehabilitation 
� Hyperbaric Oxygen 

therapy(HBO) 
� Physical Therapy 
� Pulmonary 

Rehabilitation  

Transplant (all types) 

 

Urology    

� Litrotipsia  

 

Nuclear Medicine Studies 

� Bone Scan 
� Gall bladder or 

Hepatobiliary Imaging 
� Gallium Scan 
� MUGA 
� PET SCAN 
� Brain 
� Myocardial 

� Cardiac Pacemaker, Insertion 
� Cardiac Catheterization  
� Electrophysiology  Studies 
� Nuclear Cardiac Stress Test 

(Persantine and Thallium)  

� Ventricular Assist Device 
� Cardiology Nuclear Studies 
� Pharmacologic Stress Echocardiography 

with Dobutamine Pharmacological 
Nuclear Stress Testing with 
Sipyridamole, adenosine, dobutamine, 
ATP 

� Myocardial Perfussion stress with 
thalium, technetium, or Sestamibi 

  

 

REQUIRED 

 

To contact the First + 
Plus Medical Affair 
Department please call: 
1-866-515-5885 toll free 
ext. 336. For the hearing 
or speech impairment 
TTY 1-877-672-4242. 
Referral Department Fax 
Line: 787-622-0729  

 

 

**This list can be 
subject to changes. 

 

For latest version 
please refer to   
www.firstpluspr.com. 

 

Last revision  

02/12/2009-   Effective 

04/01/2009 

Please refer to detailed 

attached list for more 

reference in 

authorization 

requirements.  
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Limitations when selecting a POC  

You may select a Primary Care Physician at the time of enrollment by reviewing the Provider 
Directory and indicating the selection on the enrollment form. Choosing a Primary Care 
Physician is optional and will not limited to specific specialist or hospitals to which that PCP 
refers.  However, if you choose to see provider outside of the network, your costs may be higher. 

 

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

Sometimes a specialist, clinic, hospital or other network provider you are using might leave the 
plan. If this happens, you will have to switch to another provider who is part of our Plan. 
Member Services can assist you in finding and selecting another provider. In addition to 
contacting Member Services to locate providers that are convenient for you, you can also select 
another provider, specialist or hospital from our Provider Directory, online Provider Directory or 
your PCP may be able to recommend a replacement.  Additionally, if you are in the middle of a 
treatment plan with a provider who has left the Plan, you may contact our Medical Affairs 
Department so that we can work together with you and your providers to be certain your course 
of treatment is not interrupted.   If an urgent situation arises, you can call our Member Services at 
(888) 767-7717.  TTY/TDD users should call (877) 672-4242.  

SECTION 3 How to get covered services when you have an 
emergency or an urgent need for care 

Section 3.1 Getting care if you have a medical emergency 

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

When you have a “medical emergency,” you believe that your health is in serious danger. A 
medical emergency can include severe pain, a bad injury, a sudden illness, or a medical condition 
that is quickly getting much worse.  

If you have a medical emergency: 

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

• As soon as possible, make sure that our plan has been told about your 
emergency. We need to follow up on your emergency care. You or someone else 
should call to tell us about your emergency care, usually within 48 hours. Refer to the 
back of your membership card in order to get the phone number and call us. 
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What is covered if you have a medical emergency? 

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

Ambulance services are covered in situations where other means of transportation in the United 
States would endanger your health. (See the benefits chart in Chapter 4 for more information) 

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

After the emergency is over you are entitled to follow-up care to be sure your condition 
continues to be stable. Your follow-up care will be covered by our plan. If your emergency 
care is provided by non-network providers, we will try to arrange for network providers to 
take over your care as soon as your medical condition and the circumstances allow.  

What if it wasn’t a medical emergency? 

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

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

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

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

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

What is “urgently needed care”? 

“Urgently needed care” is a non-emergency situation when:  

• You need medical care right away because of an illness, injury, or condition that you did 
not expect or anticipate, but your health is not in serious danger. 

• Because of the situation, it isn’t reasonable for you to obtain medical care from a network 
provider. 
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What if you are in the plan’s service area when you 
have an urgent need for care? 

Whenever possible, you must use our network providers when you are in the plan’s service area 
and you have an urgent need for care. (For more information about the plan’s service area, see 
Chapter 1, Section 2.3 of this booklet.) 

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

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

Suppose that you are temporarily outside our plan’s service area, but still in the United States. If 
you have an urgent need for care, you probably will not be able to find or get to one of the 
providers in our plan’s network. In this situation (when you are outside the service area and 
cannot get care from a network provider), our plan will cover urgently needed care that you get 
from any provider.  

Our plan does not cover urgently needed care or any other care if you receive the care outside of 
the United States. If, while temporarily outside the Plan’s service area, you require urgently 
needed care, then you may get this care from any provider. The plan is obligated to cover all out-
of-area urgently needed care at the same cost-sharing levels that apply to care received within the 
Plan network.  

 

SECTION 4 What if you are billed directly for the full cost of your 
covered services? 

Section 4.1 You can ask the plan to pay our share of the cost of your 
covered services 

Sometimes when you get medical care, you may need to pay the full cost right away. Other 
times, you may find that you have paid more than you expected under the coverage rules of the 
plan. In either case, you will want our plan to pay our share of the costs by reimbursing you for 
payments you have already made. 

There may also be times when you get a bill from a provider for the full cost of medical care 
you have received. In many cases, you should send this bill to us so that we can pay our share 
of the costs for your covered medical services.  
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If you have paid more than your share for covered services, or if you have received a bill for the 
full cost of covered medical services, go to Chapter 7 (Asking the plan to pay its share of a bill 
you have received for medical services or drugs) for information about what to do.  

Section 4.2 If services are not covered by our plan, you must pay the full 
cost 

Our plan covers all medical services that are medically necessary, are covered under Medicare, 
and are obtained consistent with plan rules. You are responsible for paying the full cost of 
services that aren’t covered by our plan, either because they are not plan covered services, or 
plan rules were not followed. 

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

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

For covered services that have a benefit limitation, you pay the full cost of any services you get 
after you have used up your benefit for that type of covered service, unless your plan offers, as 
supplementary covered benefit, coverage beyond the original limits of Medicare. You can call 
Member Services when you want to know how much of your benefit limit you have already 
used. 

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

Section 5.1 What is a “clinical research study”? 

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

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

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

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

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

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

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

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

3. We can keep track of the health care services that you receive as part of the study.  

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

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

Once you join a Medicare-approved clinical research study, Medicare will pay for the covered 
services you receive as part of the research study. Medicare pays for routine costs of items 
and services. Examples of these items and services include the following: 

• 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 if it is part of the research study. 

• Treatment of side effects and complications of the new care. 

When you are part of a clinical research study, Medicare will not pay for any of the following: 

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

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

 
You will have to pay the same coinsurance amounts charged under Original Medicare for the 
services you receive as a participant in the clinical research study. Because you are a member of 
our plan, you do not have to pay the deductibles for Original Medicare Part A or Part B.] 
 

For instance, you will be responsible for Part B coinsurance – generally 20% of the Medicare-
approved amount for most doctor services and most other outpatient services.  However, there is 
no coinsurance for Medicare-covered clinical laboratory services related to the clinical trial.  The 
Medicare program has written a booklet that includes information on Original Medicare 
coinsurance rules, called “Medicare & You.”  To get a free copy, call 1-800-MEDICARE (1-
800-633-4227) or visit www.medicare.gov on the Web. 

You don’t need to get a referral (approval in advance) from a network provider to join a clinical 
trial, and the clinical trial providers don’t need to be network providers. However, please be sure 
to tell us before you start participation in a clinical trial so that we can keep track of your 
health care services. When you tell us about starting participation in a clinical trial, we can let 
you know whether the clinical trial is Medicare-approved, and what services you will get from 
clinical trial providers instead of from our plan.  

Do you want to know more? 

To find out what your coinsurance would be if you joined a Medicare-approved clinical research 
study, please call us at Member Services (phone numbers are on the cover of this booklet).  

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

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

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

A religious non-medical health care institution is a facility that provides care for a condition that 
would ordinarily be treated in a hospital or skilled nursing facility care. If getting care in a 
hospital or a skilled nursing facility is against a member’s religious beliefs, our plan will instead 
provide coverage for care in a religious non-medical health care institution. You may choose to 
pursue medical care at any time for any reason. This benefit is provided only for Part A inpatient 
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services (non-medical health care services). Medicare will only pay for non-medical health care 
services provided by religious non-medical health care institutions. 

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

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

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

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

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

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

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

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

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

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

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

There is unlimited coverage for Inpatient Hospital coverage. Please refer to benefit chart in 
Chapter 4 for more information.  
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Chapter 4. Medical benefits chart (what is covered and what you pay) 
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SECTION 1 Understanding your out-of-pocket costs for covered 
services 

This chapter focuses on your covered services and what you pay for your medical benefits. It 
includes a Medical Benefits Chart that gives a list of your covered services and tells how much 
you will pay for each covered service as a member of our plan. Later in this chapter, you can find 
information about medical services that are not covered. It also tells about limitations on certain 
services  

Section 1.1 What types of out-of-pocket costs do you pay for your covered 
services? 

To understand the payment information we give you in this chapter, you need to know about the 
types of out-of-pocket costs you may pay for your covered services.  

• The “deductible” means the amount you must pay for medical services before our plan 
begins to pay its share.   

•  A “copayment” means that you pay a fixed amount each time you receive a medical 
service. You pay a copayment at the time you get the medical service.  

• “Coinsurance” means that you pay a percent of the total cost of a medical service. You 
pay a coinsurance at the time you get the medical service.  

Some people qualify for programs to help them pay their out-of-pocket costs for Medicare. If 
you are enrolled in these programs, you may still have to pay the Medicaid copayment, 
depending on the rules in your state. 

 

Section 1.2 What is the maximum amount you will pay for certain covered 
medical services? 

There is a limit to how much you have to pay out-of-pocket for certain covered health care 
services each year. After this level is reached, you will have 100% coverage and not have to pay 
any out of pocket costs for the remainder of the year for covered services. You will have to 
continue to pay your premium if your plan has a premium.   
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SECTION 2 Use this Medical Benefits Chart to find out what is 
covered for you and how much you will pay 

Section 2.1 Your medical benefits and costs as a member of the plan 

The medical benefits chart on the following pages lists the services our plan covers and what you 
pay for each service. The services listed in the Medical Benefits Chart are covered only when all 
coverage requirements are met: 

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

• Except in the case of preventive services and screening tests, your services (including 
medical care, services, supplies, and equipment) must be medically necessary. Medically 
necessary means that the services are an accepted treatment for your medical condition.  

• You receive your care from a network provider. In most cases, care you receive from a 
non-network provider will not be covered. Chapter 3 provides more information about 
requirements for using network providers and the situations when we will cover services 
from a non-network provider. 

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

• Some of the services listed in the Medical Benefits Chart are covered only if your doctor 
or other network provider gets approval in advance (sometimes called “prior 
authorization”) from us. Covered services that need approval in advance are marked in 
the Medical Benefits Chart by an asterisk . 
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Services that are covered for you  
What you must pay 
when you get these 
services 

Inpatient Care  

Inpatient hospital care 
 

First+Plus members are covered for an unlimited number of days 
for each benefit period.  Except in an emergency, your provider 
must obtain authorization from First Medical Health Plan, Inc. 
Covered services include: 
 

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

• Meals including special diets 

• Regular nursing services 

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

• Drugs and medications 

• Lab tests 

• X-rays and other radiology services 

• Necessary surgical and medical supplies 

• Use of appliances, such as wheelchairs 

• Operating and recovery room costs 

• Physical, occupational, and speech language therapy 

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

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

• Physician Services 

In-Network 

$0 copay  for each 
Medicare-covered hospital 
stay 

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

If you get authorized 
inpatient care at a non-
network hospital after 
your emergency 
condition is stabilized, 
your cost is the cost-
sharing you would pay at 
a network hospital.  
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Services that are covered for you  
What you must pay 
when you get these 
services 

Inpatient mental health care 
 

• Covered services include mental health care services that require a 
hospital stay. There is a maximum of  190-day lifetime limit for 
inpatient services in a psychiatric hospital. The 190-day limit does 
not apply to Mental Health services provided in a psychiatric unit 
of a general hospital 

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

 

*Skilled nursing facility (SNF) care 
 

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

 

You are covered for 100 days at a Skilled Nursing Facility during 
each benefit period.  No prior hospital stay is required.  Covered 
services include: 
   

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

• Meals, including special diets 

• Regular nursing services 

• Physical therapy, occupational therapy, and speech therapy 

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

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

• Medical and surgical supplies ordinarily provided by SNFs 

• Laboratory tests ordinarily provided by SNFs 

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

• Use of appliances such as wheelchairs ordinarily provided by 
SNFs 

General 
Authorization rules may 
apply. 

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

• Physician services 

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

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

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

Inpatient services covered when the hospital or SNF days 
aren’t, or are no longer, covered 
 

Covered services include: 
  

• Physician services 

• Tests (like X-ray or lab tests) 

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

• Surgical dressings, splints, casts and other devices used to reduce 
fractures and dislocations 

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

• Leg, arm, back, and neck braces; trusses, and artificial legs, arms, 
and eyes including adjustments, repairs, and replacements 

In-Network 
$0 

First+Plus Titanio will not 
offer coverage after 100 
days during each benefit 
period1 in a Skilled 
Nursing Facility  

                                                 

1 A "benefit period" starts the day you go into a hospital or skilled nursing facility. It ends when 
you go for 60 days in a row without hospital or skilled nursing care. If you go into the hospital 
after one benefit period has ended, a new benefit period begins. You must pay the inpatient 
hospital deductible for each benefit period. There is no limit to the number of benefit periods you 
can have. 
 



2010 Evidence of Coverage for First+Plus Titanio (HMO-SNP) 
Chapter 4: Medical benefits chart (what is covered and what you pay) 44

 

 

H5887_FP_10_1027_03_I  CMS F&U 11/29/2009 

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

required because of breakage, wear, loss, or a change in the 
patient’s physical condition 

• Physical therapy, speech therapy, and occupational therapy 

*Home health agency care 
 

Covered services include: 
  

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

• Physical therapy, occupational therapy, and speech therapy 

• Medical social services 

• Medical equipment and supplies 

 
General 
Authorization  rules may 
apply. 
 
In-Network 
$0 copay for Medicare-
covered home health visits 

 

 

Hospice care 
 

You may receive care from any Medicare-certified hospice program. 
Original Medicare (rather than our Plan) will pay the hospice provider 
for the services you receive. Your hospice doctor can be a network 
provider or an out-of-network provider. You will still be a plan member 
and will continue to get the rest of your care that is unrelated to your 
terminal condition through our Plan. Covered services include: 
  

• Drugs for symptom control and pain relief, short-term respite 
care, and other services not otherwise covered by Original 
Medicare  

• Home care 
 

 

 

 
When you enroll in a 
Medicare-certified hospice 
program, your hospice 
services are paid for by 
Original Medicare, not 
First+Plus Titanio (HMO-
SNP).  

 

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

Physician services, including doctor’s office visits 
 

Covered services include: 
  

• Office visits, including medical and surgical care in a physician’s 
office or certified ambulatory surgical center 

• Consultation, diagnosis, and treatment by a specialist 

• Hearing and balance exams, if your doctor orders it to see if you 
need medical treatment.  

• Telehealth office visits including consultation, diagnosis and 
treatment by a specialist 

• Second opinion by another network provider prior to surgery 

• Outpatient hospital services 

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

• See “Physical Exams”, for more information. 

 

 
General 
See "Physical Exams," for 
more information. 
 
In-Network 
$0 copay for each primary 
care doctor visit for 
Medicare-covered benefits 
 
$0 copay for each specialist 
doctor visit for Medicare-
covered benefits. 
 

Chiropractic services 
 

Covered services include: 
  

• Manual manipulation of the spine to correct subluxation 

 

Our plan covers unlimited routine chiropractic visits every year. 

In-Network 
$0 copay for: 
Medicare-covered 
chiropractic visits 
 
up to 4 routine visit(s) every 
year  
 
Medicare-covered visits are 
for Manual manipulation of 
the spine to correct 
subluxation (a displacement 
or misalignment of a joint 
or body part) if you get it 
from a chiropractor or other 
qualified providers.  
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Services that are covered for you  
What you must pay 
when you get these 
services 

 

Podiatry services 
 

Covered services include: 
  

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

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

 

Our plan covers 4 routine podiatry visits 

In-Network 
$0 copay for: 
Medicare-covered visits 
 
Up to 4 routine visits (s) 
every year 
 
Medicare-covered podiatry 
benefits are for medically-
necessary foot care. 
 
  

Outpatient mental health care 
 

Covered services include: 
  

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

 

 
In-Network 

$0 copay for Medicare-
covered mental health visits. 

 

 

Partial hospitalization services 
 

“Partial hospitalization” is a structured program of active treatment that 
is more intense than the care received in your doctor’s or therapist’s 
office and is an alternative to inpatient hospitalization.  

 

In-Network 
$0 copay for Medicare-
covered Partial 
Hospitalization  services. 
 

 

 

Outpatient substance abuse services In-Network 
$0 copay for Medicare-
covered visits 
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Services that are covered for you  
What you must pay 
when you get these 
services 

 

 

*Outpatient surgery, including services provided at 
ambulatory surgical centers 

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

*Ambulance services 

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

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

 
General  
Authorization rules may 
apply. 
 
In-Network 
$0 copay for Medicare-
covered ambulance benefits. 
 

 

Emergency care 
 

Emergency Care is covered world-wide. 
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Services that are covered for you  
What you must pay 
when you get these 
services 

In-Network 

$0 or $25 copay for 
Medicare-covered 
emergency room visits. 
 
If you are admitted to the 
hospital within 24-hour(s) 
for the same condition, you 
pay $0 for the emergency 
room visit 
 

If you need inpatient care 
at an out-of-network 
hospital after your 
emergency condition is 
stabilized, you must have 
your inpatient care at the 
out-of-network hospital 
authorized by the plan and 
your cost is the cost-
sharing you would pay at a 
network hospital. 

Urgently needed care 
 

Urgently needed care is covered world-wide.  

 
 

 
 

General 
$0 copay for Medicare-
covered urgent-care visits. 

 

*Outpatient rehabilitation services 
 

Covered services include: physical therapy, occupational therapy, 
speech language therapy, cardiac rehabilitative therapy, and 
Comprehensive Outpatient Rehabilitation Facility (CORF) services. 

 
General 
Authorization rules may 
apply. 
 
In-Network 
$0 copay for Medicare-




