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Justice in Aging is a national organization that uses
the power of law to fight senior poverty by securing
access to affordable health care, economic security,
and the courts for older adults with limited
resources.

Since 1972 we’ve focused our efforts primarily on
populations that have traditionally lacked legal
protection such as women, people of color, LGBT
individuals, and people with limited English
proficiency.
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To achieve Justice in Aging, we must: 

• Acknowledge systemic racism and discrimination 

• Address the enduring negative effects of racism and 
differential treatment 

• Promote access and equity in economic security, health care, 
and the courts for our nation’s low-income older adults 

• Recruit, support, and retain a diverse staff and board, 
including race, ethnicity, gender, gender identity and 
presentation, sexual orientation, disability, age, economic 
class

Diversity, Equity, and Inclusion
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Today’s Discussion

Changes in Special Enrollment 
Period/Passive

CHRONIC Care Act Changes

Improper Billing Updates

Marketing/Brokers/MA Look 
Alikes 
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Enrollment Changes



Enrollment Periods

• Initial Enrollment Period (IEP) Beneficiaries can enroll in Medicare for 
the first time. During this 7-month period, they can enroll in Medicare 
plans. 

• Annual Enrollment Period (AEP) Eligible beneficiaries may enroll in or 
disenroll from Medicare plans. This period runs from October 15 to 
December 7 each year. 

• Medicare Advantage Open Enrollment Period (MA OEP) During the 
new Medicare Advantage Open Enrollment Period (MA OEP) 
beneficiaries may enroll in or disenroll from a Medicare Advantage 
(MA) plan, a Medicare Advantage Prescription Drug (MA-PD) plan, or 
an MMP. This period runs from January 1 to March 31 each year.

• Special Enrollment Periods (SEP) Beneficiaries can change their 
coverage outside of the general enrollment periods cited above, 
when certain “life-events” occur (e.g., they move from a plan’s 
coverage area), or when beneficiaries have certain characteristics 
(e.g., dual or LIS status). 
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Special Enrollment Period (SEP) Changes

• Previously, dual eligibles or LIS recipients could 
change plans at any time throughout the year

• New rule narrows the SEP

• Now: only enroll/disenroll/switch once during a 
quarter for first three quarters (effective date 
1st date of next month)
 Used date = date of application; March 5th application 

date/effective date = April 1. Counts towards Q1 SEP.

• Use AEP for fourth quarter
 Effective date is January 1 
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SEP for Passively Enrolled Beneficiaries
• Includes beneficiaries passively enrolled, auto-enrolled, 

facilitated enrolled, or reassigned by CMS or the state 
 Includes dual eligible beneficiaries passively enrolled into MMPs 

• Beneficiaries can use this SEP before their enrollment 
effective date or within 3 months of their effective date, 
whichever is later. 

• An enrollment change under this SEP does not count 
against any other SEP opportunities. 
 For example, if a state passively enrolls a dual eligible beneficiary on 

February 1, for an effective date of April 1, he or she can use this SEP to 
opt out of his or her assigned plan before April 1 and choose a new plan. 
He or she can also use his or her 2nd quarter “Dual/LIS SEP” to make one 
additional plan choice/change from April 1-June 30.
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Other SEPs
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• When a dual or LIS beneficiary loses status 
 This SEP can be used within three months of the beneficiary’s change 

in status or notification of a change, whichever is later. 
 This SEP is considered “used” upon the beneficiary’s application date.
 Applies to Cal MediConnect deeming period 

• SEP when change address
• SEP when move in & out of facility
• SEP and Cal MediConnect

 Ongoing SEP to enroll and disenroll from CMC plans only 

• SEP and PACE enrollment
 Ongoing for enrollment and disenrollment
 Can enroll in another product 2 months after disenrollment



Other SEPs & Hierarchy 
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More Resources
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• For more details, listen to the webinar from 
Integrated Care Resource Center: Enrollment Periods 
for Dually Eligible Beneficiaries in Capitated Model Financial 
Alignment Initiative (FAI) Demonstrations
 Webinar: 

https://www.integratedcareresourcecenter.com/webinar.aspx?
v=31

 Slide deck: 
https://www.integratedcareresourcecenter.com/PDFs/Slides%2
0June%2026%20ICRC%20Technical%20Enrollment%20SEP%20F
INAL%20for%20508%20review.pdf

https://www.integratedcareresourcecenter.com/webinar.aspx?v=31
https://www.integratedcareresourcecenter.com/PDFs/Slides June 26 ICRC Technical Enrollment SEP FINAL for 508 review.pdf


Default Enrollment & D-SNPs
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• When a Medicaid enrolled individual becomes 
Medicare-eligible, can be passively enrolled into 
D-SNP operated by same plan 

• 60-day opt out period of default enrollment 
 Will receive 60 and 30 day notices of enrollment 

• CMS will start accepting requests for default 10/1



CHRONIC Care Act, Etc. 



CHRONIC Care Act 
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• Feb 2018, signed into law through the Bipartisan 
Budget Act of 2018
 Extended permanent authority to D-SNPs

 Focuses on requiring D-SNPs to better align care and integrating 
appeals/grievances processes for duals

 Flexibility given to Medicare Advantage plans to offer supplemental 
benefits 
• Beginning in plan year 2020, MA plans may offer non-medical health-

related services to Medicare beneficiaries with chronic conditions, as long 
as those services provide a “reasonable expectation of improving or 
maintaining the health or overall function of the chronically ill enrollee.”

• Under the new law uniformity is not required, making it possible for MA 
plans to target additional supplemental benefits to groups of chronically ill 
enrollees without having to provide the benefit to all plan participants. 



Part C & D Rule Changes
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• MA Uniformity Flexibility
 MA Plans can offer targeted benefits and/or reduced cost-sharing at their 

discretion, based upon enrollee’s particular health condition(s)

• Expanded Health-Related Supplemental Benefits
 Expands definition of “primarily health related” to a three-party test: 

benefit must diagnose, prevent, or treat an illness or injury, compensate for 
physical impairments, act to ameliorate the functional/psychological impact 
of injuries or health conditions, or reduce avoidable emergency and 
healthcare utilization.

• Meaningful Difference Requirement Eliminated
All Effective in Plan Year 2019

For more explanation, see Center for Medicare Advocacy, Special Report: Recent Changes in Law, Regulations 
and Guidance Relating to Medicare Advantage and the Prescription Drug Benefit Program Summary of Changes, 
available at http://www.medicareadvocacy.org/wp-content/uploads/2018/09/Report.-2019-Call-Letter-and-C-D-
Rule-Summary-of-Changes.pdf

http://www.medicareadvocacy.org/wp-content/uploads/2018/09/Report.-2019-Call-Letter-and-C-D-Rule-Summary-of-Changes.pdf


Improper Billing Systems Changes 
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Changes at 1-800-MEDICARE

• Beginning in September 2016, CSRs at 1-
800-MEDICARE are able to identify whether 
an individual is enrolled in QMB.

• Beginning in March 2017, CSRs are able to 
escalate improper billing complaints.  MACs 
can issue a compliance letter to recalcitrant 
providers.
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Eligibility Systems Changes

• Effective November 2017, HIPAA Eligibility 
Transaction System (HETS) includes data to 
indicate periods when beneficiaries are 
enrolled in QMB. 

• Particularly helpful for Medicare-only 
providers who treat QMBs.

• Most providers use third-party databases 
that pull from HETS.
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Medicare Summary Notices

• Beginning July 2018, Medicare Summary 
Notices (MSNs) sent to QMBs show they 
have no liability for Medicare cost-sharing.  

• MSNs are sent to Original (fee-for-service) 
Medicare beneficiaries on a quarterly basis.
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Sample MSN
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Sample MSN

23



Medicare Remittance Advice

• Effective July 2018, Medicare Remittance 
Advice for fee-for-service providers includes 
a notification to providers to refrain from 
collecting cost-sharing from QMBs.  It also 
zeroes out the deductible and co-insurance 
amounts.
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Summary of Changes
System or Document Description of Change Beneficiary or 

Provider-Facing

1-800-MEDICARE • CSRs can identify QMBs
• CSRs can escalate problem 

providers and send a warning letter 
through MAC

Both

HIPPA Eligibility Transaction 
System (HETS)

• Includes QMB eligibility for when 
beneficiary is enrolled

Provider

Medicare Summary Notice 
(MSN)

• Added language about billing 
protection for QMBs.

• Displays zero liability for co-pays 
and deductibles.

Beneficiary 

Remittance Advice • Added language about billing 
protection for QMBs.

• Displays zero liability for co-pays 
and deductibles.

Provider
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Resources to Stop Improper 
Billing

• CMS Medicare Learning Network 
Bulletin

• CMS QMB Billing FAQs

• Justice in Aging Improper Billing Toolkit

• CMS July 2015 QMB Study
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https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/se1128.pdf
https://www.cms.gov/Outreach-and-Education/Outreach/NPC/Downloads/2018-06-06-QMB-Call-FAQs.pdf
http://www.justiceinaging.org/our-work/healthcare/dual-eligibles-california-and-federal/improper-billing/
https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/Access_to_Care_Issues_Among_Qualified_Medicare_Beneficiaries.pdf


Marketing & Broker Activity 



Plan Marketing Changes

• Medicare Marketing Guidelines are now the Medicare 
Communications & Marketing Guidance (MCMG)
 Available at: 

https://www.cms.gov/Medicare/Health-
Plans/ManagedCareMarketing/Downloads/CY2019-
Medicare-Communications-and-Marketing-
Guidelines_Updated-090518.pdf

• Efforts & documents that plans used now called 
“communications” “Marketing” is a subset of 
communications 

• More notices required to be translated into other 
languages 
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https://www.cms.gov/Medicare/Health-Plans/ManagedCareMarketing/Downloads/CY2019-Medicare-Communications-and-Marketing-Guidelines_Updated-090518.pdf


Cal MediConnect Broker Pilot

• Brokers permitted to market Cal 
MediConnect plans starting plan year 2019

• Enrollment applications will be processed 
through Health Care Options
 Other details still pending 
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MA Look-alikes
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Look out for bad broker activity

• Location of marketing

• Language 
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Other News 

• Medicare Therapy Hard Caps Repealed: 
 Retroactive to January 1, 2018

• Opioid Lock-Ins: 
 Part D plans can limit (lock-in) an at-risk beneficiary’s access 

to frequently abused drugs to specific prescribers and 
pharmacies 

 Available at: https://www.cms.gov/Medicare/Prescription-
Drug-
Coverage/PrescriptionDrugCovContra/Downloads/Medicare-
Part-D-Spring-Conference-2018-CARA_Opioid-
Presentation.pdf
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https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/Medicare-Part-D-Spring-Conference-2018-CARA_Opioid-Presentation.pdf


Questions?
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achrist@justiceinaging.org

gburke@justiceinaging.org

@justiceinaging

mailto:achrist@justiceinaging.org
mailto:gburke@justiceinaging.org

