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Evidence of Coverage: 

Your Medicare Health Benefits and Services and Prescription Drug Coverage  

as a Member of Scott and White Health Plan SeniorCare 

This booklet gives you the details about your Medicare health and prescription drug coverage 

from January 1 ï 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. 

 

Scott and White Health Plan Customer Service:   
For help or information, please call Customer Service or go to our plan website at 

www.swhp.org. 

1-866-334-3141 (Calls to these numbers are free.) 

TTY/TDD users call:  1-800-735-2989 

Hours of Operation:  Monday thru Sunday, 8 am to 8 pm 

 

This plan is offered by Scott and White Health Plan, referred throughout the Evidence of 

Coverage as ñwe,ò ñus,ò or ñour.ò SeniorCare (Cost) is referred to as ñplanò or ñour plan.ò         

Our organization contracts with the Federal government. 

This information is available in a different format, including Spanish. Please call Customer 

Service at the number listed above if you need plan information in another format or language. 

Esta información está disponible en un formato diferente, inclusive español. Por favor Servicio 

de atención al cliente de llamada en el número listó encima de si usted necesita información de 

plan en otro formato o el idioma. 
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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, SeniorCare (Cost). 

 There are different types of Medicare health plans. SeniorCare (Cost) is a cost plan. 

This plan is offered by Scott and White Health Plan, referred throughout the Evidence of 

Coverage as ñwe,ò ñus,ò or ñour.ò SeniorCare (Cost) is referred to as ñplanò or ñour plan.ò   

The word ñcoverageò and ñcovered servicesò refers to the medical care and services and the 

prescription drugs available to you as a member of SeniorCare (Cost).   

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 planôs service area? 

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

Section 1.3 What if you are new to SeniorCare (Cost)? 

If you are a new member, then itôs important for you to learn how the plan operates ï 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.  

If you are confused or concerned or just have a question, please contact our planôs Customer 

Service (contact information is on the cover of this booklet).  

 

Section 1.4  Legal information about the Evidence of Coverage 

Itôs part of our contract with you 
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This Evidence of Coverage is part of our contract with you about how SeniorCare (Cost) 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 ñridersò or ñamendments.ò  

The contract is in effect for months in which you are enrolled in SeniorCare (Cost) between 

January 1, 2010 to December 31, 2010.  

Medicare must approve our plan each year 

Medicare (the Centers for Medicare & Medicaid Services) must approve SeniorCare (Cost) 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 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  

 -- or -- you are enrolled in Medicare Part B only 

 -- 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. 

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 physicianôs services and other 
outpatient services. 

Section 2.3 Here is the plan service area for SeniorCare (Cost) 

Although Medicare is a Federal program, SeniorCare (Cost) 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.  
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All of the following counties in central Texas: Bastrop, Bell, Bosque, Brazos, Burleson, Burnet, 

Coke, Coleman, Concho, Coryell, Crockett, Falls, Hamilton, Hill, Irion, Kimble, Lampasas, Lee, 

Llano, Mason, McCulloch, McLennan, Menard, Milam, Mills, Robertson, Reagan, Runnels, San 

Saba, Schleicher, Sterling, Sutton, Tom Green, Travis, Washington and Williamson; and the 

portion of each of the following counties in central Texas: 

Fayette - the cities of Carmine and Ledbetter and all of the zip codes 78932 and 78946; 

Grimes - the cities of Anderson, Bedias, Carlos, Iola, Navasota, Roans Prairie, Shiro, and 

Singleton and all of the zip codes 77830, 77831, 77861, 77868, 77873, 77875, and 77876; 

Leon - the city of Normangee and all of zip code 77871; 

Madison - the cities of Cottonwood and North Zulch and all of the zip codes 77864 and 77872. 

If you plan to move out of the service area, please contact Customer Service. 

SECTION 3 What other materials will you get from us? 

Section 3.1  Your plan membership card ï 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.  Hereôs 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.  
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Hereôs 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 Original Medicare out-of-pocket cost sharing amounts for your care. 

If your plan membership card is damaged, lost, or stolen, call Customer Service right away and 

we will send you a new card. 

Section 3.2  The Provider Directory: your guide to all providers in the 
planôs 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 ñnetwork providersò? 

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 

and any plan cost-sharing as 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 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 SeniorCare 

(Cost) authorizes use of non-network providers. See Chapter 3 (Using the planôs coverage for 

your medical services) for more specific information about emergency, out-of-network, and out-

of-area coverage.  

If you donôt have your copy of the Provider Directory, you can request a copy from Customer 

Service. You may ask Customer Service for more information about our network providers, 

including their qualifications. Customer Service can give you the most up-to-date information 

about changes in our network providers and about which ones are accepting new patients.  You 

may also note that a complete list of network providers is available on our website. 

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

What are ñnetwork pharmaciesò? 

Our Pharmacy Directory gives you a complete list of our network pharmacies ï 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?  
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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. 

We will send you a complete Pharmacy Directory at least once every three years. Every year 

that you donôt get a new Pharmacy Directory, weôll send you an update that shows changes to 

the directory.  

If you donôt have the Pharmacy Directory, you can get a copy from Customer Service (phone 

numbers are on the front cover). At any time, you can call Customer Service to get up-to-date 

information about changes in the pharmacy network. You can also find this information on our 

website at www.swhp.org. 

Section 3.4  The planôs List of Covered Drugs (Formulary) 

The plan has a List of Covered Drugs (Formulary). We call it the ñDrug Listò for short. It tells 

which Part D prescription drugs are covered by SeniorCare (Cost). 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 SeniorCare (Cost) 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 planôs website (www.swhp.org) or call 

Customer Service (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 

Customer Service.  
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SECTION 4 Your monthly premium for SeniorCare (Cost) 

Section 4.1  How much is your plan premium? 

As a member of our plan, you pay a monthly plan premium. For 2010, the monthly premium for 

SeniorCare is: 

 

 Senior Select Senior Preferred Senior Preferred 

Plus 

Medical Only 35.00 97.00 155.00 

Medical with Value Rx 59.60 121.60 179.60 

Medical with Basic Rx 72.10 134.20 192.20 

Medical with Enhanced Rx 127.90 189.80 247.80 

In some situations, your plan premium could be less  

There are programs to help people with limited resources pay for their drugs. Chapter 2, Section 

7 tells more about these programs. If you qualify for one of these programs, enrolling in the 

program might make your monthly plan premium lower. 

If you are already enrolled and getting help from one of these programs, some of the payment 

information in th is Evidence of Coverage may not apply to you. We have included a separate 

insert, called the ñEvidence of Coverage Rider for People Who Get Extra Help Paying for 

Prescription Drugsò (LIS Rider), that tells you about your drug coverage. If you donôt have this 

insert, please call Customer Service and ask for the ñEvidence of Coverage Rider for People 

Who Get Extra Help Paying for Prescription Drugsò (LIS Rider). Phone numbers for Customer 

Service are on the front cover. 

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 didnôt keep their coverage. For these members, the planôs 

monthly premium will be higher. It will be the monthly plan premium 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 
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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 

ñ2010 Medicare Costs.ò 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 4.2  There are several ways you can pay your plan premium 

There are three ways you can pay your plan premium.  

Option 1: You can pay by check 

You may decide to pay your monthly plan premium directly to our Plan with a check.  We will 

send you monthly payment coupons to include with your check.  

Option 2: Automatic Withdrawal from Bank Account 

Instead of paying by check, you can have your monthly plan premium automatically withdrawn 

from your bank account or you may decide to pay your premium by electronic payment (E-Pay).   

Option 3: You can have the plan premium taken out of your 
monthly Social Security check 

You can have the plan premium taken out of your monthly Social Security check. Contact 

Customer Service for more information on how to pay your monthly plan premium this way. We 

will be happy to help you set this up.  

What to do if you are having trouble paying your plan premium 

Your plan premium is due in our office by the first day of the month. If we have not received 

your premium by the 10
th
 day of the month, we will send you a notice telling you that your plan 

membership will end if we do not receive your premium within the one month grace period. 

If you are having trouble paying your premium on time, please contact Customer Service to see 

if we can direct you to programs that will help with your plan premium. If we end your 

membership with the plan because of non-payment of premiums, and you donôt currently have 

prescription drug coverage then you will not be able to receive Part D coverage until the annual 

http://www.medicare.gov/
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election period. At that time, you may either join a stand-alone prescription drug plan or a health 

plan that also provides drug coverage. 

If we end your membership due to non-payment of premiums, you will have coverage under 

Original Medicare. At the time we end your membership, you may still owe us for premiums you 

have not paid. In the future, if you want to enroll again in our plan (or another plan that we 

offer), you will need to pay these late premiums before you can enroll. 

Section 4.3  Can we change your monthly plan premium during the year? 

No. We are not allowed to change the amount we charge for the planôs monthly plan 

premium during the year. If the monthly plan premium changes for next year we will tell 

you in October and the change will take effect on January 1. 

However, in some cases the part of the premium that you have to pay can change during the year. 

This happens if you become eligible for Extra Help or if you lose your eligibility for Extra Help 

during the year. If a member qualifies for Extra Help with their prescription drug costs, Extra 

Help will pay part of the memberôs monthly plan premium. So a member who becomes eligible 

for Extra Help during the year would begin to pay less toward their monthly premium. And a 

member who loses their eligibility during the year will need to start paying their full monthly 

premium. You can find out more about Extra Help in Chapter 2, Section 7. 

What if you believe you have qualified for ñExtra Helpò 

If you believe you have qualified for Extra Help and you believe that you are paying an incorrect 

cost-sharing amount when you get your prescription at a pharmacy, our plan has established a 

process that allows you to either request assistance in obtaining evidence of your proper co-

payment level, or, if you already have the evidence, to provide this evidence to us.  If you are 

filling a prescription and believe your copayment level is higher than your eligibility status 

provides, please provide to your pharmacy a copy of any documentation that you may have that 

indicates your lower copayment status. 

Your pharmacy can call the SeniorCare pharmacy help-desk at 1-800-728-7947.  Your pharmacy 

will be asked to fax a copy to SeniorCare of any evidence you can provide that substantiates your 

eligibility for a lower cost-sharing/copayment status to (254) 298-3535. 

This documentation may include any one or more of the following items: 

1) A copy of any state Medicaid document, or your Medicaid card which includes memberôs 

name and an eligibility date confirming active Medicaid status. 

2) A report of contact including the date a verification call was made to the State Medicaid 

Agency and the name, title and telephone number of the state staff person who verified the 

Medicaid status during the discrepant period. 

3) Other documentation provided by the State showing Medicaid status during the 

discrepant period. 
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4) Letter from Medicare indicating your eligibility as belonging to a Medicare Savings 

Program as a Qualified Medicare Beneficiary, Specified Low-Income Medicare Beneficiary or 

Qualifying Individual. 

5) An award letter from the Social Security Administration indicating if the award is for a 

full subsidy or a partial subsidy, a reduced deductible and reduced copayments. 

6) Documentation you receive Supplemental Security Income (SSI) benefits but not 

Medicaid. 

 

To establish that you as a beneficiary are institutionalized, and qualify for a zero cost-sharing 

level, you will need to provide to the pharmacy one or more of the following forms of proof: 

1) A remittance from the facility showing Medicaid payment for a full calendar month 

during the discrepant period; 

2) Pharmacy or you provide a copy of the State document that confirms Medicaid payment 

to the facility for a full calendar month on behalf of the individual; or 

3) A screen print from the Stateôs Medicaid system showing that your institutional status is  

based on at least a full calendar month stay for Medicaid payment purposes during the discrepant 

period. 

This will allow your pharmacy to work with SeniorCare (Cost) to substantiate using evidence 

other than the Medicare Part-D copayment level available at the point-of-sale from CMS, when 

the pharmacy fills the prescription.  If SeniorCare (Cost) determines that your copayment level 

should be reduced, they will authorize the pharmacy to charge the lower copayment level 

indicated by the documentation.  If the lower copayment level cannot be determined at the point-

of-sale at the pharmacy, you can submit a copy of your receipt with the copayment charged to 

SeniorCare (Cost), and include a copy of the documentation showing lower copayment 

eligibility.  SeniorCare (Cost) will then determine proper copayment and if a lower copayment is 

determined, you will be refunded the difference between what you were charged and the correct 

copayment.  SeniorCare (Cost) must collect documentation no later than 60 days after the month 

of the onset of becoming dual status (and $0 copayment level for institutionalized dual eligibles) 

after onset of being notified of change in cost-sharing level. 

Please be assured that if you overpay your copayment, we will generally reimburse you.  Either 

we will forward a check to you in the amount of your overpayment or we will offset future 

copayments.  Of course, if the pharmacy hasnôt collected a copayment from you and is carrying 

your copayment as a debt owed by you, we may make the payment directly to the pharmacy.  If a 

state paid on your behalf, we may make payment directly to the state.  Please contact Customer 

Service if you have questions. 

When we receive the evidence showing your copayment level, we will update our system so that 

you can pay the correct copayment when you get your next prescription at the pharmacy. If you 

overpay your copayment, we will reimburse you. Either we will forward a check to you in the 

amount of your overpayment or we will offset future copayments. If the pharmacy hasnôt 

collected a copayment from you and is carrying your copayment as a debt owed by you, we may 

make the payment directly to the pharmacy. If a state paid on your behalf, we may make 

payment directly to the state. Please contact Customer Service if you have questions. 
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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 Physician.  

The doctors, hospitals, pharmacists, and other providers in the planôs 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 Customer Service to let us know about these changes: 

 Changes to your name, your address, or your phone number 

 Changes in any other health insurance coverage you have (such as from your employer, 

your spouseôs employer, workersô 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 

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. Thatôs 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 donôt need to 

do anything. If the information is incorrect, or if you have other coverage that is not listed, please 

call Customer Service (phone numbers are on the cover of this booklet). 
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SECTION 1 SeniorCare (Cost) contacts  
(how to contact us, including how to reach Customer 
Service at the plan) 

How to contact our planôs Customer Service 

For assistance with claims, billing or member card questions, please call or write to Scott and 

White Health Plan Customer Service. We will be happy to help you.  

Customer Service 

CALL  1-866-334-3141 

 

Calls to this number are free. Hours of operation:  Monday through 

Sunday, 8 am to 8 pm. 

TTY  1-800-735-2989 

 

This number requires special telephone equipment and is only for 

people who have difficulties with hearing or speaking.  

Calls to this number are free. Hours of operation:  Monday through 

Sunday, 8 am to 8 pm. 

FAX Contact the phone number above for a fax number. 

WRITE  Scott and White Health Plan 

2401 South 31
st
 Street 

Temple, Texas 76508 

WEBSITE www.swhp.org 
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How to contact us when you are asking for a Part C or D 
coverage decision, making an appeal or complaint, or payment 
requests about your medical care 

You may call us if you have questions about our coverage decision process. 

Part C or D Coverage Decisions, Appeals, Complaints or Payment Requests 
for Medical Care 

CALL  1-866-334-3141 

 

Calls to this number are free.  

TTY  1-800-735-2989 

 

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 Contact the number above for a fax number. 

WRITE  Scott and White Health Plan 

2401 South 31
st
 Street 

Temple, Texas 76508 

For more information on asking for Part C or D coverage decisions, making an appeal, 

making a complaint about your medical care, see Chapter 9 (What to do if you have a 

problem or complaint (coverage decisions, appeals, complaints). 

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. 
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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 ñCMSò). This agency contracts with Medicare Advantage and cost plan 

organizations including us. 

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 

ñHelpful Phone Numbers and Websites.ò   

If you donôt 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. 

 

http://www.medicare.gov/
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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 Texas, the State Health Insurance Assistance Program is called 

HICAP (Health Insurance Counseling and Advocacy Program).  

HICAP 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.  

HICAP 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. HICAP counselors 

can also help you understand your Medicare plan choices and answer questions about 

switching plans.  

HICAP (Health Insurance Counseling and Advocacy Program)  

CALL  1-800-252-3439 

WRITE  HICAP 

Texas Department of Insurance 

Mail Code 111-1A 

333 Guadalupe 

Austin, TX 78701-9104 

WEBSITE www.tdi.state.tx.us 

 

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 Texas, the Quality 

Improvement Organization is called the Texas Medical Foundation.  

The Texas Medical Foundation 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. The Texas Medical Foundation is 

an independent organization. It is not connected with our plan.  
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You should contact the Texas Medical Foundation 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. 

  

Texas Medical Foundation 

CALL  512-329-6610 

WRITE  Texas Medical Foundation 

Philip K. Dunne, CEO 

901 Mopac Expressway South 

Barton Oaks Plaza Two 

Suite 200 

Austin, Texas 78746 

 

SECTION 5 Social Security 

Social Security 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. 
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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 

 

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 

Texas Department of Health and Human Services.  

Texas Department of Health and Human Services 

CALL  1-800-252-3439 

WRITE  Texas Department of Health and Human Services 

Consumer Protection 

Mail Code:  111-1A 

333 Guadalupe 

Austin, Texas 78714-9104 

http://www.ssa.gov/
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SECTION 7 Information about programs to help people pay for 
their prescription drugs 

Medicareôs ñExtra Helpò Program 

Medicare provides ñExtra Helpò to pay prescription drug costs for people who have limited 

income and resources. Resources include your savings and stocks, but not your home or car. If 

you qualify, you get help paying for any Medicare drug planôs monthly premium, yearly 

deductible, and prescription copayments. This Extra Help also counts toward your out-of-

pocket costs.  

People with limited income and resources may qualify for Extra Help. Some people 

automatically qualify for Extra Help and donôt need to apply. Medicare mails a letter to people 

who automatically qualify for Extra Help. 

If you think you may qualify for Extra Help, call Social Security (see Section 5 of this chapter 

for contact information) to apply for the program. You may also be able to apply at your State 

Medical Assistance or Medicaid Office (see Section 6 of this chapter for contact information). 

After you apply, you will get a letter letting you know if you qualify for Extra Help and what you 

need to do next. 

State Pharmaceutical Assistance Programs 

Many states have State Pharmaceutical Assistance Programs that help some people pay for 

prescription drugs based on financial need, age, or medical condition. Each state has different 

rules to provide drug coverage to its members.  

In Texas, the Kidney Health Care Program is a state organization that provides limited income 

and medically needy seniors and individuals with disabilities financial help for prescription 

drugs. 

Kidney Health Care Program 

CALL  1-800-222-3986 

WRITE  Kidney Health Care Program 

Department of State Health Services  

MC 1938 

P. O. Box 149347 

Austin, Texas 78714-9347 

WEBSITE www.dshs.state.tx.us/kidney 
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SECTION 8 How to contact the Railroad Retirement Board 

The Railroad Retirement Board is an independent Federal agency that administers 

comprehensive benefit programs for the nationôs 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. 

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 9 Do you have ñgroup insuranceò or other health 
insurance from an employer? 

If you (or your spouse) get benefits from your (or your spouseôs) employer or retiree group, call 

the employer/union benefits administrator or Customer Service if you have any questions. You 

can ask about your (or your spouseôs) employer or retiree health benefits, premiums, or the 

enrollment period.  

If you have other prescription drug coverage through your (or your spouseôs) employer or 

retiree group, please contact that groupôs benefits administrator. The benefits administrator 

can help you determine how your current prescription drug coverage will work with our plan. 

http://www.rrb.gov/
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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 ñnetwork providersò and ñcovered servicesò? 

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: 

 ñProvidersò are doctors and other health care professionals that the state licenses to 

provide medical services and care. The term ñprovidersò also includes hospitals and other 

health care facilities.  

 ñNetwork providersò 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 and any plan cost-sharing as payment in full. We have arranged for these 

providers to deliver covered services to members in our plan.  

 ñCovered servicesò 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 

SeniorCare (Cost) will  generally cover your medical care as long as: 

 The care you receive is included in the planôs 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. 

 If you get Original Medicare services from an out-of-network provider then you must pay 

Original Medicareôs cost-sharing amounts, except if you need emergency or urgently 

needed services. Information on Original Medicareôs cost-sharing amounts call 1-800-

MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.  
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 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 about this, see Section 

2.1 in this chapter). 

  

o In most situations, your PCP must give you approval in advance before you can use 

other providers in the planôs network, such as specialists, hospitals, skilled nursing 

facilities, or home health care agencies. This is called giving you a ñreferral.ò 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). 

SECTION 2 Use providers in the planôs 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 ñPCPò and what does the PCP do for you? 

When you become a member of SeniorCare (Cost), you must choose a plan provider to be your 

PCP.  Your PCP is a health care professional who meets state requirements and is trained to give 

you basic medical care.  As we explain below, you will get your routine or basic care from your 

PCP.  Your PCP will also coordinate the rest of the covered services you get as a plan member.  

For example, in order for you to see a specialist, you usually need to get your PCPôs approval 

first (this is called getting a ñreferralò to a specialist).  Your PCP will provide most of your care 

and will help you arrange or coordinate the rest of the covered services you get as a member of 

our plan.  This includes:  your x-rays, laboratory tests, therapies, care from doctors who are 

specialists, hospital admissions, and follow-up care. 

ñCoordinatingò your services includes checking or consulting with other plan providers about 

your care and how it is going.  If you need certain types of covered services or supplies, you 

must get approval in advance from your PCP (such as giving you a referral to see a specialist).  

In some cases, your PCP will need to get prior authorization (prior approval) from us.  Since 

your PCP will provide and coordinate your medical care, you should have all of your past 

medical records sent to your PCPôs office. 

How do you choose your PCP? 

Using the Scott and White Health Plan Provider Directory, select a PCP from the listing and call 

Scott and White Health Plan Customer Services at the number listed on the front of this booklet 

and provide them with your choice.  Scott and White Health Plan Customer Services can also 
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assist you in selecting a PCP if needed.  This information will be added to your membership 

record.   

Changing your PCP 

You may change your PCP for any reason, at any time. Also, itôs possible that your PCP might 

leave our planôs network of providers and you would have to find a new PCP.  

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.  You 

still have to pay your share of the cost, as appropriate, for these services. 

 Routine womenôs 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 inaccessible when you are temporarily outside of the planôs 

service area, e.g., when you are temporarily outside of the planôs service area. 

 Kidney dialysis services that you get at a Medicare-certified dialysis facility when you 

are temporarily outside the planôs services area.  You will be responsible for Original 

Medicare cost sharing amounts for dialysis services outside our service area. 

 You may self-refer for the following services, and will only have to pay the plan 

copayments:  access to OB/GYN, dentistry (if applicable), optometrists/ophthalmologist 

(as long as you get them from a plan provider). 

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. 

 

For some types of referrals, your PCP may need to get approval in advance from our Plan (is is 

called getting ñprior authorizationò). 

 

If you do not want to pay Original Medicare deductibles and coinsurance amounts, it is very 

important to get a referral (approval in advance) from your PCP before you see a plan specialist 
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or certain other providers (there are a few exceptions, including routine womenôs health care that 

we explain above in this section).  If you donôt have a referral (approval in advance) before 

you get services from a specialist, you may have to pay the Original Medicare out-of-pocket 

amounts.  If the specialist wants you to come back for more care, check first to be sure that 

the referral (approval in advance) you got from your PCP for the first visit covers more 

visits to the specialist. 

 

Remember you may get care from non-plan providers without a referral (approval in advance).  

However, if you use non-plan provider for care that isnôt emergency car or urgently needed care, 

you will have to pay the Original Medicare cost-sharing amounts. 

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.  

Customer Service can assist you in finding and selecting another provider. 

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

Section 3.1 Getting care if you have a medical emergency 

What is a ñmedical emergencyò and what should you do if you have one? 

When you have a ñmedical emergency,ò 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. The number to call is located on the 

back of your SeniorCare membership card. 

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. 
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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. 

What if it wasnôt 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 ï thinking that your health is in serious danger ï and the doctor may say 

that it wasnôt 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 go to a network provider to get the additional care. If you get additional 

care from an out-of-network provider after the doctor says it wan not an emergency, you will 

normally have to pay Original Medicareôs cost-sharing. 

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

What is ñurgently needed careò? 

ñUrgently needed careò 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 isnôt reasonable for you to obtain medical care from a network 
provider. 

What if you are in the planôs service area when you 
have an urgent need for care? 

Whenever possible, you must use our network providers when you are in the planôs service area 

and you have an urgent need for care. (For more information about the planôs service area, see 

Chapter 1, Section 2.3 of this booklet.) 

In most situations, if you are in the planôs 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 planôs service area when 
you have an urgent need for care? 

Suppose that you are temporarily outside our planôs 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 
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providers in our planôs 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.  

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.  

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 or Original Medicare, 
you must pay the full cost 

SeniorCare (Cost) 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 arenôt covered by Original Medicare or our plan, either because they are not 

plan covered services, or they were obtained out of network where not authorized. You also have 

the right to seek care from any provider that is qualified to treat Medicare members. However, 

Original Medicare pays your claims and you must pay your cost sharing.  

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 Customer Service at the number on the front cover of this booklet to get more 

information about how to do this. 
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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 the plan offers, as a 

covered supplemental benefit, coverage beyond Original Medicareôs limits. You can call 

Customer Service 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 ñclinical research studyò? 

Section 5.1 What is a ñclinical research studyò? 

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 

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 planôs network of providers.  

Although you do not need to get our planôs 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. 
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If you plan on participating in a clinical research study, contact Customer Service (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 werenôt 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. 

 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. 

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 Customer Service (phone numbers are on the cover of this booklet).  

You can get more information about joining a clinical research study by reading the publication 

ñMedicare and Clinical Research Studiesò 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. 
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SECTION 6 Rules for getting care in a ñreligious non-medical 
health care institutionò 

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 memberôs religious beliefs, you must elect to 

have your 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 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 ñnon-excepted.ò 

 ñNon-exceptedò medical care or treatment is any medical care or treatment that is 

voluntary and not required by any federal, state, or local law.  

 ñExceptedò 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 planôs 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  ï and ï you must get approval in advance from our plan before you are admitted 

to the facility or your stay will not be covered. 
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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 SeniorCare (Cost). 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 ñdeductibleò means the amount you must pay for medical services before our plan 

begins to pay its share.   

  A ñcopaymentò 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.  

 ñCoinsuranceò 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 SeniorCare (Cost) 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 be subject to Original Medicare cost-sharing amounts. 

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 planôs network. This is called giving you a ñreferral.ò 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 ñprior 

authorizationò) from us.. Covered services that need approval in advance are marked in 

the Medical Benefits. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Inpatient Care 

Inpatient hospital care   
Notify SWHP Health Services 

Division of any hospital admission 

by calling toll-free 1-888-316-7947.  

TTY:  1-800-735-2989.   

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 or 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.  

ǒ In-Network:  

-$0 copay.   

ǒ No limit to the 

number of days 

covered by the 

plan each benefit 

period. 

ǒ You pay $0 for 

blood.   

 

ǒ In-Network: 

-$450 copay for 

each Medicare-

covered hospital 

stay. 

-$0 copay for 

additional 

hospital days. 

ǒ No limit to the 

number of days 

covered by the 

plan each benefit 

period. 

ǒ You pay $0 for 

blood.   

 

ǒ In Network: 

-$700 for each 

Medicare-

covered hospital 

stay. 

ǒ Plan covers 90 

days each benefit 

period. 

 You pay for the 

first three pints of 

blood, then 20% 

of the Medicare-

approved amount 

for additional 

pints of blood. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

 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 

ǒ Except in an emergency, your doctor must tell the 

plan that you are going to be admitted to the hospital. 

ǒ Coverage is for medically necessary covered stays 

only. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

ǒ If you get authorized inpatient care at a non-plan 

hospital after your emergency condition is stabilized, 

your cost is the cost-sharing you would pay at a plan 

hospital. 

Inpatient mental health care 
Notify SWHP Health Services 

Division of any hospital admission 

by calling toll-free 1-888-316-7947.  

TTY:  1-800-735-2989. Covered 

services include mental health care 

services that require a hospital stay.  

ǒ In-Network: 

- $0 copay for 

each Medicare-

covered hospital 

stay.   

 

ǒ In-Network: 

-$450 copay for 

each Medicare-

covered hospital 

stay. 

ǒ In-Network: 

-$700 copay for 

each Medicare-

covered hospital 

stay. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

ǒ You get up to 190 days in a Psychiatric Hospital in a 

lifetime.  

ǒ Except in an emergency, your doctor must tell the 

plan that you are going to be admitted to the hospital. 

ǒ Coverage is for medically necessary covered stays 

only. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

 

Skilled nursing facility 

(SNF) care  (For a definition of 

ñskilled nursing facility,ò see Chapter 

12 of this booklet.  Skilled nursing 

facilities are sometimes called 

ñSNF.ò) 

Requires preauthorization by Scott 

and White Health Plan.  Please call 

1-888-316-7947.  TTY:  1-800-735-

2989. 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 

ǒ In-Network: 

You pay for 

Medicare-

covered SNF 

stays: 

- Days 1-20:  $0 

copay  per day. 

- Days 21-100: 

$15 copay per 

day.  

ǒ You pay $0 for 

blood. 

  

 

ǒ In-Network: 

You pay for 

Medicare-

covered SNF 

stays: 

- Days 1-20:  

$0 copay per day. 

- Days 21-100:  

$35 copay per 

day. 

ǒ You pay $0 for 

blood. 

 

ǒ In-Network: 

You pay for 

Medicare-

covered SNF 

stays: 

- Days 1-20:  $0 

copay per day. 

- Days 21-100:  

$100 copay per 

day. 

 You pay for the 

first three pints of 

blood, then 20% 

of the Medicare-

approved amount 

for additional 

pints of blood. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

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 

 Physician services 

 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. 

 

 

 

 

 

 

 

 

ǒ Authorization rules may apply. 

ǒ Plan covers up to 100 days each benefit period. 

ǒ 3-day prior hospital stay is required. 

ǒ Coverage is for medically necessary covered stays 

only. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Inpatient services covered 

when the hospital or SNF 

days arenôt, 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 required 

because of breakage, wear, loss, or 

a change in the patient's physical 

condition 

 Physical therapy, speech therapy, 

and occupational therapy 

ǒ You are still entitled to receive outpatient services at 

the same copayment amounts listed in the section titled 

Outpatient Services after your SNF or hospital days 

have been exhausted or are not covered. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

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 eight hours per day and 

35 hours per week) 

 Physical therapy, occupational 

therapy, and speech therapy 

 Medical social services 

 Medical equipment and supplies 

ǒ In-Network: 

- $0 copay for Medicare-covered home health visits. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

 

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 the Original Medicare 

Plan   

 Home care 

 Our Plan covers hospice 

consultation services (one time 

only) for a terminally ill person 

who hasnôt elected the hospice 

benefit. 

When you enroll in a Medicare-certified Hospice 

program, your hospice services are paid for by the 

Original Medicare Plan, not your Medicare Advantage 

plan.  

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Outpatient Services 

Physician services, 

including doctor office visits 
Covered services include:   

 Office visits, including medical 

and surgical care in a physicianôs 

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 

doctor) 

ǒ In-Network: 

- $0 copay for 

each primary 

care doctor visit 

for Medicare-

covered benefits.  

- $0 copay for 

each specialist 

visit for 

Medicare-

covered benefits. 

- $40 copay for 

each in-area, 

network urgent 

care Medicare-

covered visit. 

ǒ In-Network: 

- $15 copay for 

each primary 

care doctor visit 

for Medicare-

covered benefits.  

- $15 copay for 

each specialist 

visit for 

Medicare-

covered benefits. 

- $40 copay for 

each in-area, 

network urgent 

care Medicare-

covered visit. 

ǒ In-Network: 

- $30 copay for 

each primary 

care doctor visit 

for Medicare-

covered benefits.  

- $30 copay for 

each specialist 

visit for 

Medicare-

covered benefits. 

- $40 copay for 

each in-area, 

network urgent 

care Medicare-

covered visit. 

 See Physical Exams for more information. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You may self-refer (See Section 2) without prior 

authorization to plan providers for OB/GYN, dentistry 

(if applicable), and optometrists/ophthalmologists. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

Chiropractic services 
Covered services include: 

 Manual manipulation of the spine 

to correct subluxation 

ǒ In-Network: 

- $0 copay for  

Medicare-

covered visits.  

 

ǒ In-Network: 

- $15 copay for 

Medicare-

covered  visits.  

 

ǒ In-Network: 

- 20% of the cost 

for Medicare-

covered visits. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

ǒ You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

ǒ Medicare-covered chiropractic 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. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

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. 

 

ǒ In-Network: 

- $0 copay for 

Medicare-

covered podiatry 

benefits.  

ǒ In-Network: 

- $15 copay for 

Medicare-

covered podiatry 

benefits.  

ǒ In-Network: 

- 20% of the cost 

for Medicare-

covered podiatry 

benefits. 

ǒ You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 Medicare-care covered podiatry benefits are for 

medically necessary foot care, including care for 

medical conditions affecting the lower limbs. 

 Routine care not covered. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that 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 

ǒ In-Network: 

- $0 copay for  

Medicare-

covered Mental 

Health benefits.  

ǒ In-Network: 

- $15 copay for 

each Medicare-

covered 

individual or 

group therapy 

visits.  

ǒ In-Network: 

- 20% of the cost 

for each 

Medicare-

covered 

individual or 

group therapy 

visits. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

care professional as allowed under 

applicable state laws.  
 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

Partial hospitalization 

services 
ñPartial hospitalizationò is a 

structured program of active treatment 

that is more intense than the care 

received in your doctorôs or 

therapistôs office and is an alternative 

to inpatient hospitalization. 

ǒ In-Network: 

- $0 copay for  

Medicare-

covered benefits. 

ǒ In-Network: 

- $15 copay for 

Medicare-

covered benefits. 

ǒ In-Network: 

- 20% of the cost 

for Medicare-

covered benefits. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

Outpatient substance abuse 

services 

ǒ In-Network: 

- $0 copay for 

Medicare-

covered visits.  

 

ǒ In-Network: 

- $15 copay for 

Medicare-

covered 

individual or 

group visits.  

ǒ In-Network: 

- 20% of the cost 

for Medicare-

covered 

individual or 

group visits. 

 Except in an emergency, your provider must obtain 

authorization from Scott and White Health Plan. 

 Treatment for chemical abuse includes medical 

services for acute detoxification and outpatient 

rehabilitation according to Medicare guidelines. 

ǒ You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Outpatient surgery 

(including services provided 

at ambulatory surgical 

centers) 

ǒ In-Network: 

- $0 copay for 

each Medicare-

covered 

ambulatory 

surgical center 

visit. 

- $0 copay for 

each Medicare-

covered 

outpatient 

hospital facility 

visit.  

ǒ In-Network: 

- $100 copay for 

each Medicare-

covered 

ambulatory 

surgical center 

visit.  

- $15 copay for 

each Medicare-

covered 

outpatient 

hospital facility 

visit. 

ǒ In-Network: 

- 20% of the cost 

for each 

Medicare-

covered 

ambulatory 

surgical center 

visit.  

- 20% of the cost 

for each 

Medicare-

covered 

outpatient 

hospital facility 

visit. 

 You need a referral and/or prior authorization 

to go to network hospitals and certain doctors, 

including specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

Ambulance services 
ǒ 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 personôs health).  

The memberôs condition must require 

 You pay $40 

for Medicare-

covered 

ambulance 

services.   

 If you are 

admitted to the 

hospital, you pay 

$0 for Medicare-

covered 

ambulance 

benefits. 

 You pay $75 

for Medicare-

covered 

ambulance 

services.   

 If you are 

admitted to the 

hospital, you pay 

$0 for Medicare-

covered 

ambulance 

benefits. 

 You pay $75 

for Medicare-

covered 

ambulance 

services.   

 If you are 

admitted to the 

hospital, you pay 

$0 for Medicare-

covered 

ambulance 

benefits. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

both the ambulance transportation 

itself and the level of service provided 

in order for the billed service to be 

considered medically necessary. 
ǒ Non-emergency transportation by 

ambulance is appropriate if it is 

documented that the memberôs 

condition is such that other means of 

transportation are contraindicated 

(could endanger the personôs health) 

and that transportation by ambulance 

is medically required. 

 If you call for an ambulance and then refuse transport, 

you pay a $40 copayment.  

 You need a referral and/or authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

Emergency care   

 

 

 In-Network:  

-$75 copay for 

Medicare-

covered 

emergency room 

visits. 

 In-Network:  

-$200 copay for 

Medicare-

covered 

emergency room 

visits. 

 In-Network:  

-$200 copay for 

Medicare-

covered 

emergency room 

visits. 

 If you get inpatient care at a non-plan hospital after an 

emergency admission, your cost is the cost-sharing you 

would pay at a plan hospital. However, if you refuse 

reasonably, medically appropriate transfer to a plan-

contracting inpatient facility, your cost-sharing might be 

higher. 

 If you are admitted to the hospital within 24 hours for 

the same condition, you pay $0 for the emergency room 

visit. 

Worldwide coverage. Not covered 

outside the 

United States 

except under 

limited 

circumstances.  

Contact the plan 

for details. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Urgently needed care   

 

ǒ General: 

-$40 copay for Medicare-covered urgently needed care 

visits. 

ǒ If you are admitted to the hospital within 24 hours for 

the same condition, $0 for the urgent care visit. 

Outpatient rehabilitation 

services 
Covered services include:  physical 

therapy, occupational therapy, speech 

language therapy, cardiac 

rehabilitative therapy, and 

Comprehensive Outpatient 

Rehabilitation Facility (CORF) 

services. 

ǒ In-Network: 

- $0 copay for 

Medicare-

covered 

occupational 

therapy visits. 

-$0 copay for 

Medicare-

covered physical 

and/or speech/ 

language therapy 

visits.  

ǒ In-Network: 

- $15 copay for 

Medicare-

covered 

occupational 

therapy visits. 

- $15 copay for 

Medicare-

covered  physical 

and/or speech/ 

language therapy 

visits.  

ǒ In-Network: 

- 20% of the cost 

for Medicare-

covered 

occupational 

therapy visits. 

- 20% of the cost 

for Medicare-

covered  physical 

and/or speech/ 

language therapy 

visits. 

 Provided by an independent therapist on an outpatient 

basis in a therapistôs office, or at the Subscriberôs home. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

 We impose the same limits for speech/language and 

physical/occupational therapy received from 

independent therapists as defined by Medicare. 

Durable medical equipment 

and related supplies 
(For a definition of ñdurable medical 

equipment,ò see Chapter 12 of this 

booklet.) 

Covered items include, but are not 

limited to: wheelchairs, crutches, 

hospital bed, IV infusion pump, 

oxygen equipment, nebulizer, and 

walker.  

In-Network: 

- $0 copay for 

Medicare-

covered items. 

In-Network:  

- 20% of the cost for Medicare-

covered items. 

 Authorization rules may apply for services.  Contact 

plan for details. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Prosthetic devices and 

related supplies ï Devices (other 

than dental) that replace a body part 

or function. These include, but are not 

limited to: colostomy bags and 

supplies directly related to colostomy 

care, pacemakers, braces, prosthetic 

shoes, artificial limbs, and breast 

prostheses (including a surgical 

brassiere after a mastectomy). 

Includes certain supplies related to 

prosthetic devices, and repair and/or 

replacement of prosthetic devices. 

Also includes some coverage 

following cataract removal or cataract 

surgery ï see ñVision Careò later in 

this section for more detail. 

 In-Network: 

- $0 copay for 

Medicare-

covered items. 

 In-Network:  

- 20% of the cost for Medicare-

covered items. 

 Authorization rules may apply for services.  Contact 

plan for details. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

Diabetes self-monitoring, 

training and supplies ï For all 

people who have diabetes (insulin and 

non-insulin users). Covered services 

include:   

 Blood glucose monitor, blood 

glucose test strips, lancet devices 

and lancets, and glucose-control 

solutions for checking the 

ǒ In-Network: 

- $0 copay for 

Diabetes self-

monitoring 

training. 

.$0 copay for 

Diabetes 

supplies. 

ǒ In-Network: 

- $0 copay for 

Diabetes self-

monitoring 

training. 

- 20% of the cost 

for Diabetes 

supplies.  

ǒ In-Network: 

- $0 copay for 

Diabetes self- 

monitoring 

training. 

- 20% of the cost 

for Diabetes 

supplies.  



2010 Evidence of Coverage for SeniorCare (Cost)  

Chapter 4: Medical benefits chart (what is covered and what you pay) 48

 

 

 

 

Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

accuracy of test strips and 

monitors   

 One pair per calendar year of 

therapeutic custom-molded shoes 

(including inserts provided with 

such shoes) and two additional 

pairs of inserts, or one pair of 

depth shoes and three pairs of 

inserts (not including the non-

customized removable inserts 

provided for such shoes) for 

people with diabetes who have 

severe diabetic foot disease.  

Coverage includes fitting. 

 Self-management training is 

covered under certain conditions  

 For persons at risk of diabetes:  

Fasting plasma glucose tests. 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

Medical nutrition therapy ï 
For people with diabetes, renal 

(kidney) disease (but not on dialysis), 

and after a transplant when referred 

by your doctor. 

In-Network: 

- $0 copay for  

Medicare-

covered Nutrition 

Therapy for 

Diabetes. 

In-Network: 

- $15 copay for 

Medicare-

covered Nutrition 

Therapy for 

Diabetes. 

In-Network: 

- $30 copay for 

Medicare-

covered Nutrition 

Therapy for 

Diabetes. 

 Medical nutrition therapy services are services 

provided by a registered dietician or nutrition 

professional and includes diet counseling and therapy 

services for diabetes management. 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Outpatient diagnostic tests 

and therapeutic services and 

supplies  
Covered services include:   

 X-rays 

 Radiation therapy 

 Surgical supplies, such as 

dressings   

 Supplies, such as splints and casts 

 Laboratory tests 

 Blood - Coverage begins with the 

fourth pint of blood that you need 

ï you pay for the first 3 pints of 

unreplaced blood. Coverage of 

storage and administration begins 

with the first pint of blood that 

you need. 

 Other outpatient diagnostic tests 

In-Network: 

- $0 copay for 

Medicare-

covered lab 

services. 

- $0 copay for 

Medicare-

covered 

diagnostic 

procedures and 

tests. 

- $0 copay for 

Medicare-

covered X-rays. 

 - $0 copay for 

Medicare-

covered 

diagnostic 

radiology 

services (not 

including ïX-

rays). 

- $0 copay for 

Medicare-

covered 

therapeutic 

radiology 

services. 

 You pay $0 for 

blood. 

In-Network: 

- $0 to $15* for 

Medicare-

covered lab 

services. 
- $0 to $15* for 
Medicare-
covered 
diagnostic 
procedures and 
tests. 
- $0 to $15* for 

Medicare-

covered X-rays. 

- $0 to $15* for 

Medicare-

covered 

diagnostic 

radiology 

services. 

- $0 to $15* for 

Medicare-

covered 

therapeutic 

radiology 

services. 
*A $15 
copayment will 
be charged for 
the following 
services:  
angiography, CT 
scans, EEGs, 
MRIs, 
myelography, pet 
scans, and stress 
tests.  

 You pay $0 for 

blood. 

In-Network: 

- 0%-20% of the 

cost* for 
Medicare-covered 

lab services. 
- 20% of the 
cost* for 
Medicare-covered 
diagnostic 
procedures and 
tests. 
- 20% of the 
cost* for 
Medicare-covered 
X-rays. 
- 20% of the 

cost* for 
Medicare-covered 
radiology 

services. 

- 20% of the 

cost* for 
Medicare-covered 
therapeutic 

radiology 

services. 
*20% of the cost 
will be charged 
for the following 
services:  
angiography, CT 
scans, EEGs, 
MRIs, 
myelography, pet 
scans, and stress 
tests.  

 You pay for the 

first three pints of 

blood, then 20% 

of the Medicare-

approved amount 

for additional 

pints of blood. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

 Separate doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

Vision care 
Covered services include:   

 Outpatient physician services 

for eye care. 

 For people who are at high 

risk of glaucoma, such as 

people with a family history of 

glaucoma, people with 

diabetes, and African-

Americans who are age 50 and 

older:  glaucoma screening 

once per year 

 One pair of eyeglasses or 

contact lenses after each 

cataract surgery that includes 

insertion of an intraocular 

lens. Corrective lenses/frames 

(and replacements) needed 

after a cataract removal 

without a lens implant. 

In-Network: 

- $0 copay for 

diagnosis and 

treatment for 

diseases and 

conditions of the 

eye.  

- $0 copay for up 

to 1 routine eye 

exam every year 

- $0 copay for 

one pair of 

eyeglasses or 

contact lenses 

after cataract 

surgery 

- $5 copay for 

single vision or 

$15 copay for 

bifocal/ trifocal 

glasses, limited 

to 1 pair of 

glasses every two 

years. 

In-Network: 

- $0 copay for 

one pair of 

eyeglasses or 

contact lenses 

after cataract 

surgery. 

- $15 copay for 

exams to 

diagnosis and 

treat diseases and 

conditions of the 

eye. 

- $15 copay for 

up to 1 routine 

eye exam every 

year. 

- $5 copay for 

single vision or 

$15 copay for 

bifocal/ trifocal 

glasses, limited 

to 1 pair of 

glasses every two 

years. 

In-Network: 

- Non-Medicare-

covered eye 

exams and 

glasses are not 

covered. 

- 20% of the cost 

for one pair of 

eyeglasses or 

contact lenses 

after cataract 

surgery. 

- $30 copay for 

exams to 

diagnosis and 

treat diseases and 

conditions of the 

eye. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

 No referral necessary for eye exams for any network 

providers. 

 Eyewear must be prescribed by a Group Physician or 

a contracting optometrist and obtained at a Health Plan 

contracting optical dispensary. 

Preventive Care and Screening Tests 

Abdominal Aortic 

Aneurysm Screening 
A one-time screening ultrasound 

for people at risk. The plan only 

covers this screen if you get a 

referral for it as a result of your 

ñWelcome to Medicareò physical 

exam.  

ǒ In-Network: 

- $0 copay for 

Medicare-

covered visits.  

 

ǒ In-Network: 

- $15 copay for 

Medicare-

covered  

abdominal aortic 

aneurysm 

screening. 

ǒ In-Network: 

- $30 copay for 

Medicare-

covered 

abdominal aortic 

aneurysm 

screening. 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare 

out-of-pocket amounts for that care. 

Bone-mass measurements 
For qualified individuals 

(generally, this means people at 

risk of losing bone mass or at risk 

of osteoporosis), the following 

services are covered every 2 years 

or more frequently if medically 

necessary:  procedures to identify 

bone mass, detect bone loss, or 

determine bone quality, including a 

physician's interpretation of the 

results.  

In-Network: 

- $0 copay for Medicare-covered bone mass 

measurement. 

General: 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare 

out-of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Colorectal screening  
For people 50 and older, the 

following are covered: 

 Flexible sigmoidoscopy (or 

screening barium enema as an 

alternative) every 48 months 

 Fecal occult blood test, every 12 

months 

For people at high risk of 

colorectal cancer, we cover:   

 Screening colonoscopy (or 

screening barium enema as an 

alternative) every 24 months 

For people not at high risk of 

colorectal cancer, we cover:   

 Screening colonoscopy every 10 

years, but not within 48 months of 

a screening sigmoidoscopy 

In-Network: 

- $0 copay for Medicare-covered colorectal screenings. 

General: 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare 

out-of-pocket amounts for that care.  

 

Immunizations 
Covered services include:   

 Pneumonia vaccine  

 Flu shots, once a year in the fall or 

winter   

 Hepatitis B vaccine if you are at 

high or intermediate risk of 

getting Hepatitis B   

 Other vaccines if you are at risk 

In-Network: 

- $0 copay for Flu and Pneumonia vaccines. 

- $0 copay for Hepatitis B vaccine. 

General: 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Mammography screening  
Covered services include:   

 One baseline exam between the 

ages of 35 and 39 

 One screening every 12 months 

for women age 40 and older 

In-Network: 

- $0 copay for Medicare-covered screening 

mammograms. 

General: 

 Doctor office visit copayment may apply. 

 No referral necessary for Medicare-covered 

screenings.   

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

Pap test, pelvic exams, and 

clinical breast exams  
Covered services include:   

 For all women, Pap tests, pelvic 

exams, and clinical breast exams 

are covered once every 24 months 

 If you are at high risk of cervical 

cancer or have had an abnormal 

Pap test and are of childbearing 

age:  one Pap test every 12 months 

In-Network: 

- $0 copay for Medicare-covered pap smears and pelvic 

exams. 

General: 

 Doctor office visit copayment may apply. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

 

Prostate cancer screening 

exams 
For men age 50 and older, covered 

services include the following - 

once every 12 months:   

 Digital rectal exam 

 Prostate Specific Antigen (PSA) 

test 

In-Network: 

- $0 copay for Medicare-covered prostate cancer 

screening. 

General: 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare 

out-of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Cardiovascular disease 

testing 
Blood tests for the detection of 

cardiovascular disease (or 

abnormalities associated with an 

elevated risk of cardiovascular 

disease). 

ǒ In-Network: 

- $0 copay for 

Medicare-

covered visits.  

 

ǒ In-Network: 

- $15 copay for 

Medicare-

covered  

cardiovascular 

disease testing. 

 

ǒ In-Network: 

- $30 copay for 

Medicare-

covered 

cardiovascular 

disease testing. 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare 

out-of-pocket amounts for that care. 

Physical exams 
A one-time physical exam for 

members within the first 12 months 

that they have Medicare Part B. 

Includes measurement of height, 

weight, body mass index and blood 

pressure; end-of-life planning 

education, counseling and referral 

with respect to covered screening and 

preventive services. Doesnôt include 

lab tests. 

In-Network: 

- $0 copay for 

routine exams. 

 

In-Network: 

- $15 copay for 

routine exams. 

- $15 copay for 

Medicare-

covered benefits. 

In-Network: 

- $30 copay for 

routine exams. 

- $30 copay for 

Medicare-

covered benefits. 

 No limit on the number of covered exams. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Other Services 

Dialysis (Kidney) 

Covered services include:   

 Outpatient dialysis treatments 

(including treatments when 

temporarily out of the service 

area, as explained in Chaper 3) 

 Inpatient dialysis treatments (if 

you are admitted to a hospital for 

special care) 

 Self-dialysis training (includes 

training for you and anyone 

helping you with your home 

dialysis treatments) 

 Home dialysis equipment and 

supplies 

 Certain home support services 

(such as, when necessary, visits by 

trained dialysis workers to check 

on your home dialysis, to help in 

emergencies, and check your 

dialysis equipment and water 

supply) 

In-Network: 

- $0 copay for 

renal dialysis. 

-$0 copay for 

Nutrition 

Therapy for End-

Stage Renal 

Disease. 

In-Network: 

- $15 copay for 

renal dialysis. 

- $15 copay for 

Nutrition 

Therapy for End-

Stage Renal 

Disease. 

In-Network: 

- 20% of the cost 

for renal dialysis. 

- $30 copay for 

Nutrition 

Therapy for End-

Stage Renal 

Disease. 

 Cost plan members pay fee-for-service cost sharing 

for out-of-area dialysis. 

 To enroll in this plan, you must not have end-stage 

renal disease. 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Medicare Part B 

Prescription Drugs  
These drugs are covered under Part B 

of Original Medicare. Members of our 

plan receive coverage for these drugs 

through our plan. Covered drugs 

include:   

 Drugs that usually arenôt self-

administered by the patient and 

are injected while you are getting 

physician services   

 Drugs you take using durable 

medical equipment (such as 

nebulizers) that was authorized by 

the plan 

 Clotting factors you give yourself 

by injection if you have 

hemophilia 

 Immunosuppressive Drugs, if you 

were enrolled in Medicare Part A 

at the time of the organ transplant 

 Injectable osteoporosis drugs, if 

you are homebound, have a bone 

fracture that a doctor certifies was 

related to post-menopausal 

osteoporosis, and cannot self-

administer the drug 

 Antigens 

 Certain oral anti-cancer drugs and 

anti-nausea drugs 

 Certain drugs for home dialysis, 

including heparin, the antidote for 

heparin when medically 

necessary, topical anesthetics, and 

erythropoisis-stimulating agents 

(such as Epogen), Procrit , 

Epoetin Alfa, Aranesp , or 

Darbepoetin Alfa) 

 

 

General: 

You pay: 

-$0 copay for 

Part B-covered 

drugs. 

General: 

You pay: 

-$0 copay for 

Part B-covered 

drugs. 

General: 

You pay: 

- 20% of the cost 

for Part B-

covered drugs 

chemotherapy 

drugs and other 

Part B-covered 

drugs. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

 Intravenous Immune Globulin for 

the home treatment of primary 

immune deficiency diseases 

 

 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

Medicare Part D 

Prescription Drugs 
Chapter 5 explains the Part D 

prescription drug benefit, including 

rules you must follow to have 

prescriptions covered.  When you pay 

for your Part D prescription drugs 

through our plan is listed in Chapter 6. 

This plan uses a formulary.  This plan offers three 

optional prescription drug plans - two (Basic and 

Enhanced) have no deductible and one (Value) has a 

$310 deductible.   

Before the total yearly drug costs (paid by both you and 

your plan) reach $2,830, you pay copayments between 

$0-$195 to 33% coinsurance. 

Chapter 6 contains the tier copayment details and 

quantity limits for each of the three plans. 

After the yearly drug costs (paid by both you and your 

plan) reach $2,830, you pay 100% of your prescription 

drug costs under Value and Basic.  The Enhanced plan 

has gap coverage. 

After your yearly out-of-pocket costs reach $4,550, you 

pay the greater of:  -$2.50 for generic (including brand 

drugs treated as generic) and $6.30 for all other drugs, 

or 5% coinsurance. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Additional Benefits 

Dental Services 

 

 In-Network: 

-$0 copay for the 

following 

preventive dental 

benefits: 

- up to 1 oral 

exam every 6 

months. 

- up to 1 cleaning 

every 6 months. 

- up to 1 dental x-

ray every year. 

 In general, preventive dental 

benefits (such as cleaning) not 

covered. 

- $0 copay for Medicare covered dental benefits. 

Hearing Services 
 

In-Network: 

- $0 copay for 

Medicare-

covered 

diagnostic 

hearing exams. 

- up to 1 routine 

hearing test every 

year. 

-50% of the cost 

per hearing aid. 

-$1000 limit for 

hearing aids 

every two years. 

 

In-Network: 

- $15 copay for 

Medicare-

covered 

diagnostic 

hearing exams. 

- $15 copay for 

up to 1 routine 

hearing text 

every year. 

In-Network: 

 In general,  

routine hearing 

exams and 

hearing aids are 

not covered. 

- $30 copay for 

Medicare-

covered 

diagnostic 

hearing exams. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 
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Services that are covered 

for you 

SeniorCare 
Senior Preferred 
Plus - What you 

must pay when you 

get these services 

SeniorCare 
Senior Preferred -  
What you must pay 
when you get these 

services 

SeniorCare 
Senior Select - 

What you must pay 
when you get these 

services 

Health and wellness 

education programs 

 

 In-Network: 

This plan covers the following health/wellness 

education benefits: 

-Written health education materials, including 

Newsletters 

- Nutritional Training 

- Additional Smoking Cessation 

- Nursing Hotline 

- Other Wellness Benefits 

 $0 Copay for each Medicare-covered smoking 

cessation counseling session. 

 Doctor office visit copayment may apply. 

 You need a referral and/or prior authorization to go to 

network hospitals and certain doctors, including 

specialists for certain services. 

 You must use plan providers.  If you get care from 

non-plan providers without authorization by 

SeniorCare, you will have to pay Original Medicare out-

of-pocket amounts for that care. 

 Nutritional training, smoking cessation, managing 

chronic diseases, managing weight and controlling 

stress are services we offer through two web-based 

programs, Health Connect and MyHealthMedia, on 

our website. 

Transportation  In-Network: 

This plan does not cover routine transportation. 

Acupuncture  In-Network: 

This plan does not cover Acupuncture. 
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SECTION 3 What types of benefits are not covered by the plan? 

Section 3.1 Types of benefits we do not cover (exclusions) 

This section tells you what kinds of benefits are ñexcluded.ò Excluded means that the plan 

doesnôt cover these benefits.  

The list below describes some services and items that arenôt covered under any conditions and 

some that are excluded only under specific conditions. 

If you get benefits that are excluded, you must pay for them yourself. We wonôt pay for the 

medical benefits listed in this section (or elsewhere in this booklet), and neither will Original 

Medicare. The only exception: If a benefit on the exclusion list is found upon appeal to be a 

medical benefit that we should have paid for or covered because of your specific situation. (For 

information about appealing a decision we have made to not cover a medical service, go to 

Chapter 9, Section 5.3 in this booklet.)    

 

In addition to any exclusions or limitations described in the Benefits Chart, or anywhere else in 

this Evidence of Coverage, the following items and services arenôt covered under Original 

Medicare or by our plan:  

 Services that arenôt covered under Original Medicare, unless such services are 
specifically listed as covered in Chapter 4. 

 Services that you get from non-plan providers, except for emergency care, urgently 

needed care while you are temporarily outside the planôs service area, and care from the 

non-plan provider that is arranged or approved by a plan provider.  (Care provided by 

non-plan providers, without plan authorization, is covered under Original Medicare and 

enrollees will be obligated to pay Original Medicare cost sharing amount.)  See other 

parts of this booklet for information about using plan providers and the exceptions that 

apply. 

 Services that you get without a referral from your PCP, when a referral from your PCP is 

required for getting that service.  Services provided without a referral or prior 

authorization may be covered under Original Medicare if they are medically necessary, 

and you will be obligated to pay Original Medicare cost sharing amounts. 

 Services that you get without prior authorization, when prior authorization is required for 

getting that service.  Services provided without a referral or prior authorization may be 

covered under Original Medicare if they are medically necessary, and you will be 

obligated to pay Original Medicare cost sharing amounts. 

 Services considered not reasonable and necessary, according to the standards of Original 

Medicare, unless these services are listed by our plan as a covered service. 

 Emergency facility services for non-authorized, routine conditions that do not appear to a 

reasonable person to be based on a medical emergency.   
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 Experimental medical and surgical procedures, equipment and medications, unless 

covered by Original Medicare. However, certain services may be covered under a 

Medicare-approved clinical research study. See Chapter 3, Section 5 for more 

information on clinical research studies. 

 Surgical treatment for morbid obesity, except when it is considered medically necessary 

and covered under Original Medicare. 

 Private room in a hospital, except when it is considered medically necessary. 

 Private duty nurses. 

 Personal items in your room at a hospital or a skilled nursing facility, such as a telephone 

or a television. 

 Full-time nursing care in your home. 

 Custodial care, unless it is provided with covered skilled nursing care and/or skilled 

rehabilitation services. Custodial care, or non-skilled care, is care that helps you with 

activities of daily living, such as bathing or dressing.  

 Homemaker services include basic household assistance, including light housekeeping or 

light meal preparation. 

 Fees charged by your immediate relatives or members of your household. 

 Meals delivered to your home. 

 Elective or voluntary enhancement procedures or services (including weight loss, hair 

growth, sexual performance, athletic performance, cosmetic purposes, anti-aging and 

mental performance), except when medically necessary. 

 Cosmetic surgery or procedures because of an accidental injury or to improve a 

malformed part of the body. However, all stages of reconstruction are covered for a 

breast after a mastectomy, as well as for the unaffected breast to produce a symmetrical 

appearance. 

 Routine dental care, such as cleanings, fillings or dentures. However, non-routine dental 

care received at a hospital may be covered. 

 Chiropractic care, other than manual manipulation of the spine consistent with Medicare 

coverage guidelines. 

 Routine foot care, except for the limited coverage provided according to Medicare 

guidelines. 

 Orthopedic shoes, unless the shoes are part of a leg brace and are included in the cost of 

the brace or the shoes are for a person with diabetic foot disease. 

 Supportive devices for the feet, except for orthopedic or therapeutic shoes for people with 

diabetic foot disease. 

 Hearing aids and routine hearing examinations. 
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 Eyeglasses, routine eye examinations, radial keratotomy, LASIK surgery, vision therapy 

and other low vision aids. However, eyeglasses are covered for people after cataract 

surgery. 

 Outpatient prescription drugs including drugs for treatment of sexual dysfunction, 

including erectile dysfunction, impotence, and anorgasmy or hyporgasmy. 

 Reversal of sterilization procedures, sex change operations, and non-prescription 

contraceptive supplies. 

 Acupuncture. 

 Naturopath services (uses natural or alternative treatments). 

 Services provided to veterans in Veterans Affairs (VA) facilities. However, when 

emergency services are received at VA hospital and the VA cost-sharing is more than the 

cost-sharing under our plan. We will reimburse veterans for the difference. Members are 

still responsible for our cost-sharing amounts. 

 Coverage for drugs is limited to those pharmaceuticals prescribed or ordered by a 

Provider and utilized by the Subscriber while in the hospital.  Take home drugs are  not 

covered, except to the extent covered by Medicare, such as anti-nausea drugs following 

chemotherapy. 

 Physical exams and reports for any purpose other than necessary medical care such as 

employment, licenses, insurance, school or travel. 

 Services for which reimbursement would be available to a Subscriber for the care of an 

occupational injury or disease under circumstances covered by any employerôs liability 

law. 

 Non-medically necessary psychological or other testing for educational or developmental 

purposes. 

 Except as otherwise required by law, Scott and White Health Plan shall not pay any 

provider or reimburse Subscriber for any Covered Service for which Subscriber would 

have no obligation to pay in the absence of coverage under this agreement. 

 Treatment for injuries or sickness as a result of war. 

 Any services listed above that arenôt covered will remain not covered even if received at 
an emergency facility. 

 Artificial aids, corrective appliance and medical supplies, such as batteries, condoms, 

dressings, syringes, dentures, hearing aids, eyeglasses and corrective lenses (unless 

specified in Chapter 5). 

 Cost/charges associated with completion and/or copying of medical or other related 

forms. 

 

 



2010 Evidence of Coverage for SeniorCare (Cost)  

Chapter 4: Medical benefits chart (what is covered and what you pay) 63

 

 

 

Additional Exclusion for Senior Select only: 

 The first three (3) pints of blood annually are excluded and shall be Subscriberôs 
responsibility. 

 No benefits are provided under this agreement when Subscriber is outside of the United 

States, except to the extent benefits would be provided under Medicare. 
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? 
Did you know there are programs to help 
people pay for their drugs?  

There are programs to help people with limited resources pay for their drugs. 

These include ñExtra Helpò and State Pharmaceutical Assistance Programs OR 

The ñExtra Helpò program helps people with limited resources pay for their 

drugs. For more information, see Chapter 2, Section 7.  

Are you currently getting help to pay for 
your drugs? 

If you are in a program that helps pay for your drugs, some information in this 

Evidence of Coverage may not apply to you. We have included a separate 

insert, called the ñEvidence of Coverage Rider for People Who Get Extra Help 

Paying for Prescription Drugsò (LIS Rider), that tells you about your drug 

coverage. If you donôt have this insert, please call Customer Service and ask for 

the ñEvidence of Coverage Rider for People Who Get Extra Help Paying for 

Prescription Drugsò (LIS Rider). Phone numbers for Customer Service are on the 

front cover. 

 

SECTION 1 Introduction 

Section 1.1 This chapter describes your coverage for Part D drugs 

This chapter explains rules for using your coverage for Part D drugs. The next chapter tells what 

you pay for Part D drugs (Chapter 6, What you pay for your Part D prescription drugs). 

In addition to your coverage for Part D drugs, SeniorCare (Cost) also covers some drugs under 

the planôs medical benefits:    

 The plan covers drugs you are given during covered stays in the hospital or in a skilled 

nursing facility. Chapter 4 (Medical benefits chart, what is covered and what you pay) 

tells about the benefits and costs for drugs during a covered hospital or skilled nursing 

facility stay. 

 Medicare Part B also provides benefits for some drugs. Part B drugs include certain 

chemotherapy drugs, certain drug injections you are given during an office visit, and 

drugs you are given at a dialysis facility. Chapter 4 (Medical benefits chart, what is 

covered and what you pay) tells about your benefits and costs for Part B drugs.  



2010 Evidence of Coverage for SeniorCare (Cost) 

Chapter 5: Using the planôs coverage for your Part D prescription drugs 67

 

 

 

The two examples of drugs described above are covered by the planôs medical benefits. The rest 

of your prescription drugs are covered under the planôs Part D benefits. This chapter explains 

rules for using your coverage for Part D drugs. The next chapter tells what you pay for Part D 

drugs (Chapter 6, What you pay for your Part D prescription drugs). 

Section 1.2 Basic rules for the planôs Part D drug coverage 

The plan will generally cover your drugs as long as you follow these basic rules: 

 You must have a network provider write your prescription. (For more information, see 

Section 2, Your prescriptions should be written by a network provider.) 

 You must use a network pharmacy to fill your prescription. (See Section 3, Fill your 

prescriptions at a network pharmacy.) 

 Your drug must be on the planôs List of Covered Drugs (Formulary) (we call it the ñDrug 

Listò for short). (See Section 4, Your drugs need to be on the planôs drug list.) 

 Your drug must be considered ñmedically necessaryò, meaning reasonable and 

necessary for treatment of your illness or injury.  It also needs to be an accepted 

treatment for your medical condition. 

SECTION 2 Your prescriptions should be written by a network 
provider 

Section 2.1 In most cases, your prescription must be from a network 
provider 

You need to get your prescription (as well as your other care) from a provider in the planôs 

provider network. This person would often be your primary care provider (your PCP). It could 

also be another professional in our provider network if your PCP has referred you for care. 

To find network providers, look in the Provider Directory. 

The plan will cover prescriptions from providers who are not in the planôs network only in 

a few special circumstances. These include: 

 Prescriptions you get in connection with emergency care.  

 Prescriptions you get in connection with urgently needed care when network providers 

are not available. 

 Dialysis you get when you are traveling outside of the planôs service area. 

Other than these circumstances, you must have approval in advance (ñprior authorizationò) from 

the plan to get coverage of a prescription from an out-of-network provider. 
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If you pay ñout-of-pocketò for a prescription written by an out-of-network provider and you 

think we should cover this expense, please contact Customer Service or send the bill to us for 

payment. Chapter 7, Section 2.1 tells how to ask us to pay our share of the cost. 

SECTION 3 Fill your prescription at a network pharmacy or 
through the planôs mail-order service 

Section 3.1 To have your prescription covered, use a network pharmacy 

In most cases, your prescriptions are covered only if they are filled at the planôs network 

pharmacies.  

A network pharmacy is a pharmacy that has a contract with the plan to provide your covered 

prescription drugs. The term ñcovered drugsò means all of the Part D prescription drugs that are 

covered by the plan.  

Section 3.2 Finding network pharmacies 

How do you find a network pharmacy in your area? 

You can look in your Pharmacy Directory, visit our website (www.swhp.org), or call 

Customer Service (phone numbers are on the cover). Choose whatever is easiest for you.  

You may go to any of our network pharmacies. If you switch from one network pharmacy to 

another, and you need a refill of a drug you have been taking, you can ask to either have a new 

prescription written by a doctor or to have your prescription transferred to your new network 

pharmacy. 

What if the pharmacy you have been using leaves the network? 

If the pharmacy you have been using leaves the planôs network, you will have to find a new 

pharmacy that is in the network. To find another network pharmacy in your area, you can get 

help from Customer Service (phone numbers are on the cover) or use the Pharmacy Directory. 

What if you need a specialized pharmacy? 

Sometimes prescriptions must be filled at a specialized pharmacy. Specialized pharmacies 

include: 

 Pharmacies that supply drugs for home infusion therapy.  

 Pharmacies that supply drugs for residents of a long-term-care facility. Usually, a 

long-term care facility (such as a nursing home) has its own pharmacy. Residents may 

get prescription drugs through the facilityôs pharmacy as long as it is part of our 
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network. If your long-term care pharmacy is not in our network, please contact 

Customer Service.  

 Pharmacies that serve the Indian Health Service / Tribal / Urban Indian Health 

Program (not available in Puerto Rico). Except in emergencies, only Native 

Americans or Alaska Natives have access to these pharmacies in our network.  

 Pharmacies that dispense certain drugs that are restricted by the FDA to certain 

locations, require extraordinary handling, provider coordination, or education on its 

use. (Note: This scenario should happen rarely.) 

To locate a specialized pharmacy, look in your Pharmacy Directory or call Customer Service.  

Section 3.3 Using the planôs mail-order services 

Our planôs mail-order service requires you to order at least a 30-day supply of the drug and no 

more than a 90-day supply. 

To get information about filling your prescriptions by mail contact the phone number on the front 

of this evidence of coverage. If you use a mail-order pharmacy not in the planôs network, your 

prescription will not be covered.  

Usually a mail-order pharmacy order will get to you in no more than 3 days. However, sometime 

your mail-order may be delayed.  If your mail order prescription is delayed, you should be 

contacted by the mail order service that is processing your order.  If you are not contacted and 

your prescription does not arrive, you should contact the mail order service that was processing 

your order.  They will track your order to locate your prescription.  The mail order service will 

be responsible for expediting your prescription or contacting the retail pharmacy of your choice 

and the plan to obtain any require overrides or approvals to allow a prescription refill to ensure 

adequate drug coverage.  

Section 3.4 How can you get a long-term supply of drugs? 

When you get a long-term supply of drugs, your cost sharing may be lower. The plan offers two 

ways to get a long-term supply of maintenance drugs on our planôs Drug List. (Maintenance 

drugs are drugs that you take on a regular basis, for a chronic or long-term medical condition.)  

1. Some retail pharmacies in our network allow you to get a long-term supply of 

maintenance drugs. Some of these retail pharmacies may agree to accept the mail-order 

cost-sharing amount for a long-term supply of maintenance drugs. Other retail 

pharmacies may not agree to accept the mail-order cost-sharing amounts for an extended 

supply of maintenance drugs. In this case you will be responsible for the difference in 

price. Your Pharmacy Directory tells you which pharmacies in our network can give you 

a long-term supply of maintenance drugs. You can also call Customer Service for more 

information. 
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2. For certain kinds of drugs, you can use the planôs network mail-order services. These 

drugs are marked as maintenance drugs on our planôs Drug List. Our planôs mail-order 

service requires you to order at least a 30-day supply of the drug and no more than a 90-

day supply. See Section 3.3 for more information about using our mail-order services. 
 

Section 3.5 When can you use a pharmacy that is not in the planôs 
network? 

Your prescription might be covered in certain situations 

Generally, we cover drugs filled at an out-of-network pharmacy only when you are not able to 

use a network pharmacy. Here are the circumstances when we would cover prescriptions filled at 

an out-of-network pharmacy:  

 Illness while traveling outside the planôs service area where there is no network 

pharmacy; 

 Traveling outside planôs service area and running out or losing drug with no access to 
network pharmacy; 

 No access to network pharmacy; 

 Drug not stocked at network or mail order pharmacy; 

 Vaccine administered in physicianôs office; or 

 Drug dispensed in out-of-network pharmacy while in an emergency department, 

provider-based clinic, outpatient surgery, or other outpatient setting. 

In these situations, please check first with Customer Service to see if there is a network 

pharmacy nearby. 

How do you ask for reimbursement from the plan? 

If you must use an out-of-network pharmacy, you will generally have to pay the full cost (rather 

than paying your normal share of the cost) when you fill your prescription. You can ask us to 

reimburse you for our share of the cost. (Chapter 7, Section 2.1 explains how to ask the plan to 

pay you back.) 

SECTION 4 Your drugs need to be on the planôs ñDrug Listò 

Section 4.1 The ñDrug Listò tells which Part D drugs are covered 

The plan has a ñList of Covered Drugs (Formulary).ò In this Evidence of Coverage, we call it 

the ñDrug Listò for short.  
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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 planôs Drug List. 

The drugs on the Drug List are only those covered under Medicare Part D (earlier in this chapter, 

Section 1.1 explains about Part D drugs).  

We will generally cover a drug on the planôs Drug List as long as you follow the other coverage 

rules explained in this chapter and the drug is medically necessary, meaning reasonable and 

necessary for treatment of your illness or injury.  It also needs to be an accepted treatment for 

your medical condition. 

The Drug List includes both brand-name and generic drugs 

A generic drug is a prescription drug that has the same active ingredients as the brand-name 

drug. It works just as well as the brand-name drug, but it costs less. There are generic drug 

substitutes available for many brand-name drugs.  

What is not on the Drug list? 

The plan does not cover all prescription drugs.  

 In some cases, the law does not allow any Medicare plan to cover certain types of 

drugs (for more about this, see Section 8.1 in this chapter). 

 In other cases, we have decided not to include a particular drug on our Drug List.  

Section 4.2 There are four ñcost-sharing tiersò for drugs on the Drug List 

Every drug on the planôs Drug List is in one of four cost-sharing tiers. In general, the higher the 

cost-sharing tier, the higher your cost for the drug: 

 Tier 1 ï Preferred Generics, Tier 2 ï Preferred Brands, Tier 3 ï Non-Preferred Brand or 

Generic, Tier 4 - Specialty 

To find out which cost-sharing tier your drug is in, look it up in the planôs Drug List.  

The amount you pay for drugs in each cost-sharing tier is shown in Chapter 6 (What you pay for 

your Part D prescription drugs). 

Section 4.3 How can you find out if a specific drug is on the Drug List? 

You have three ways to find out: 

1. Check the most recent Drug List we sent you in the mail. 

2. Visit the planôs website (www.swhp.org). The Drug List on the website is always 

the most current. 
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3. Call Customer Service to find out if a particular drug is on the planôs Drug List or 

to ask for a copy of the list. Phone numbers for Customer Service are on the front 

cover. 

SECTION 5 There are restrictions on coverage for some drugs 

Section 5.1 Why do some drugs have restrictions? 

For certain prescription drugs, special rules restrict how and when the plan covers them. A team 

of doctors and pharmacists developed these rules to help our members use drugs in the most 

effective ways. These special rules also help control overall drug costs, which keeps your drug 

coverage more affordable. 

In general, our rules encourage you get a drug that works for your medical condition and is safe. 

Whenever a safe, lower-cost drug will work medically just as well as a higher-cost drug, the 

planôs rules are designed to encourage you and your doctor to use that lower-cost option. We 

also need to comply with Medicareôs rules and regulations for drug coverage and cost sharing. 

Section 5.2 What kinds of restrictions? 

Our plan uses different types of restrictions to help our members use drugs in the most effective 

ways. The sections below tell you more about the types of restrictions we use for certain drugs.   

Using generic drugs whenever you can  

A ñgenericò drug works the same as a brand-name drug, but usually costs less. When a generic 

version of a brand-name drug is available, our network pharmacies must provide you the 

generic version. However, if your doctor has told us the medical reason that the generic drug 

will not work for you, then we will cover the brand-name drug. (Your share of the cost may be 

greater for the brand-name drug than for the generic drug.) 

Getting plan approval in advance 

For certain drugs, you or your doctor need to get approval from the plan before we will agree to 

cover the drug for you. This is called ñprior authorization.ò Sometimes plan approval is required 

so we can be sure that your drug is covered by Medicare rules. Sometimes the requirement for 

getting approval in advance helps guide appropriate use of certain drugs. If you do not get this 

approval, your drug might not be covered by the plan. 

Trying a different drug first  

This requirement encourages you to try safer or more effective drugs before the plan covers 

another drug. For example, if Drug A and Drug B treat the same medical condition, the plan may 
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require you to try Drug A first. If Drug A does not work for you, the plan will then cover Drug 

B. This requirement to try a different drug first is called ñStep Therapy.ò 

Quantity limits  

For certain drugs, we limit the amount of the drug that you can have. For example, the plan 

might limit how many refills you can get, or how much of a drug you can get each time you fill 

your prescription. For example, if it is normally considered safe to take only one pill per day for 

a certain drug, we may limit coverage for your prescription to no more than one pill per day. 

Section 5.3 Do any of these restrictions apply to your drugs? 

The planôs Drug List includes information about the restrictions described above. To find out if 

any of these restrictions apply to a drug you take or want to take, check the Drug List. For the 

most up-to-date information, call Customer Service (phone numbers are on the front cover) or 

check our website (www.swhp.org). 

SECTION 6 What if one of your drugs is not covered in the way 
youôd like it to be covered? 

Section 6.1 There are things you can do if your drug is not covered in the 
way youôd like it to be covered 

Suppose there is a prescription drug you are currently taking, or one that you and your doctor 

think you should be taking. We hope that your drug coverage will work well for you, but itôs 

possible that you might have a problem. For example: 

 What if the drug you want to take is not covered by the plan? For example, the drug 

might not be covered at all. Or maybe a generic version of the drug is covered but the 

brand-name version you want to take is not covered. 

 What if the drug is covered, but there are extra rules or restrictions on coverage for 

that drug?  As explained in Section 4, some of the drugs covered by the plan have extra 

rules to restrict their use. For example, you might be required to try a different drug first, 

to see if it will work, before the drug you want to take will be covered for you. Or there 

might be limits on what amount of the drug (number of pills, etc.) is covered during a 

particular time period. 

 What if the drug is covered, but it is in a cost-sharing tier that makes your cost 

sharing more expensive than you think it should be? The plan puts each covered drug 

into one of four different cost-sharing tiers. How much you pay for your prescription 

depends in part on which cost-sharing tier your drug is in. 

There are things you can do if your drug is not covered in the way that youôd like it to be 

covered. Your options depend on what type of problem you have: 


