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Coordinator:
This is the Conference Coordinator. Please continue holding for today’s conference. The conference will begin momentarily.


Once again, please continue holding.


This is the Conference Coordinator. Please continue holding for today’s conference. The conference will begin momentarily.


Once again, please continue holding.


This is the Conference Coordinator. Please continue holding for today’s conference. The conference will begin momentarily.

Man:
Thank you.


Welcome and thank you for standing by.

At this time all participants are in a listen-only mode.

During the question-and-answer session, you may press star-1 on your touchtone phone for questions.

Today’s conference is being recorded. If you have any objections, you may disconnect.

Now I will turn today’s meeting over to Admiral Robert Pittman. Thank you, sir. You may begin.

Robert Pittman:
Thank you very much.


This is Robert Pittman with the Indian Health Service. I have with me Elmer Brewster and Balerma Burgess from our business office.


We’re also joined by our partners at CMS, Center for Medicare and Medicaid Services. Over there we have Roger Goodacre, Kaye Pokrzywa, Jeff Maready, Marla Rothouse, Dorothy Dupree, and Priya Helweg).


We thought we would go ahead and start this call which is one of a series of calls. I believe this is our sixth call in the last eight or nine months.


We would start off with giving an update and some information from Indian Health Service, and then we’ll turn it over to CMS to give a presentation on some issues from CMS. And then about the last hour so we will open for questions and answers from the field.


I will go ahead and start. I’d like to talk in a few issues first starting with reports on enrollment. I want say thank you to 90 some sites that did let us know about the enrollments at their local sites. We expected to have about 30,000 enrollments from our dual eligible beneficiaries. And so far we've had reports of about 16,000 currently enrolled.

I would like to ask all the sites that have not yet reported on their enrollment to go ahead and get those numbers into me so we can update our list. We are still working on our package that will allow us to automatically generate that information but we are still having some issues with that. So please if you have not yet reported your enrollment for Medicare Part D, please send those to me, Robert Pittman.

Also I want to talk about general enrollment. All of you are probably aware that general enrollment for our beneficiary ended May the 15th. There are special enrollment periods currently active, individual to our dual eligible; those with both Medicare and Medicaid can still enroll in plan.

Those who are eligible for the low income subsidy and who signed up with social security administration and received their eligibility notice can still sign up for plan. And especially we want to consider those individuals under 135% of the federal poverty level to receive the full premium subsidy and get those folks signed up.


And of course we do have new beneficiaries, people who are newly eligible coming on board throughout the year, and we want to get those folks signed up as soon they become eligible.


And also there was a new notice put out earlier today. For those individuals who are newly eligible for the state pharmacy assistance program which don’t impact us as much as other programs but those individuals are also eligible for a special enrollment period that is taking place now.


I've gotten a lot of questions recently on the coordination of benefits, especially related to the letter from Walgreens Health. All of you hopefully have seen the response to that. Walgreens is probably the first of many of our plans to start contacting our sites in our headquarters here; trying to ascertain which of our patients should be credited for TrOOP cost.

As you're all aware, for those people who are not dual eligible or not covered under low-income subsidy, basically the Medicare-only beneficiary, they have a coverage gap sometimes referred to as the “donut hole,” and many people now that we’re about halfway through the year are starting to reach that coverage gap and wanting to make sure that any co-pay they paid for their benefit or any deductibles are credited toward their TrOOP cost so they can reach catastrophic coverage


Walgreens was the first to contact us trying to make sure that they understood our interpretation of how were they going to credit those co-pays and deductibles. And basically the response we sent out to the site was that if you're a federal site and you're paying - your beneficiaries are not paying a co-pay and is in no way subsidized, basically you can respond back that all of your beneficiaries are not paying a co-pay, therefore, nothing should be credited towards the TrOOP.

If you're a tribal site and the tribe is paying for the co-pay or you're seeing non-IHS beneficiaries and some of your beneficiaries are paying a co-pay, you're going to have to work with each of your plans to notify them in some way through your billing process which patients are paying the co-pay and which are not because we want to make sure obviously that all of our beneficiaries are being correctly identified for the plans so that they know which cost count towards TrOOP and which do not.


So the vast majority of us, I think it’s going to be very easy. Our patients are not paying the co-pay. No one else is paying the co-pay. We’re absorbing that cost through our system and therefore those costs don’t count towards TrOOP.

And if your site does see folks who do pay the co-pay or you have beneficiaries who go to a private sector pharmacist - pharmacy to receive their medications and pay through that, those will be credit towards our accounts but we want to make sure that our books are well documented for the plans to know who’s been paying at our facilities.

Speaking of reimbursement and billing, overall, we’re hearing for most sites that the billing is going okay. Most folks have their electronic billing process up and running. For those who don’t, they're having a paper process. The point of sale seems to be doing pretty good for us and the bills are being processed.

I did want to remind folks that CMS has encouraged the plans to allow for back billing or billing for more than the 30 days in most of the agreement. And so if you have bills older than 30 days, go ahead and send those in because we want to go ahead and get paid for those and most plans are honoring those. I have seen a couple of notices from plans for 180 days, some even as far back as 240 days. But go ahead and get those in and receive funding for your past bills if possible.


We've also seen some emails from folks concerned about our transaction fee or processing charge. Keep in mind that some plans such as Silver Script and Rx America are charging an access or transaction fee for - every time you submit a claim, whether that claim is rejected or that claim is accepted.


So there is some cost with filing claims if they're not adequately completed enough and are rejected. So make sure those claims are complete and you follow up on your rejects.


Contracts, I want to touch briefly on contracts. As you're probably all aware, we’re starting the process for signing contracts for calendar year 2007 with plans that we don’t have agreements with now. For those plans that we do have agreements with, we need to add some things to those agreements.


For those of you who signed up with plans last year, you need to add the new CMS IHS tribal program and urban addendum, ITU addendum. It’s up on the Web site, the CMS Web site, and I will make it available on our Web site for everybody. But basically the new addendum has some changes from the old addendum, specifically dealing with insurance and liability and a few other issues. And all the plans should be contacting you to amend your current agreement with the new addendum.

Additionally, should tribes wish to, now would be the time to go ahead and start contacting plans about new contracts or renegotiating terms of your old contracts if you so choose.


IHS is in the process of negotiating with several plans top add a 90-day fill proposal. We want to be able to fill prescriptions for 90 days, realizing we will receive a much lower reimbursement than we’ve received for the 30-day or 34-day fills but still being able to get something for that care.


Additionally, some plans are sending out medication therapy management addendum for tribes and IHS design. Again, we will sign notes here in headquarters for all the IHS sites and the tribes will sign their own. But for sites who want to get reimbursed for medication therapy management, most of the plans are adding a special addendum for that and look for that as part of your plan material.


Beneficiaries’ issues, we have one beneficiary issue I want to touch on before turning the call over to CMS.


We do have a number of beneficiaries who have been signed up for MAPDs, managed care plans that are offering a prescription drug benefit. One thing to remind folks though is that if you have patients who are signed up for MAPDs, you have to be part of that network - pharmacy network for that MAPD to be reimbursed. And so check with the MAPD and find out how your site can go ahead and be signed up for that. And if it requires a contract and it’s a federal site, please let me know and I will work on that. And again tribal sites will sign their own contracts.


I know I've hurdled through a lot of issues very quickly, but I want to leave enough time at the end of the call for questions. And I’ll go ahead and turn the call over to Roger Goodacre and the folks over at CMS.


Roger?

Roger Goodacre:
Robert, thank you very much and good afternoon or good morning to everybody.


This is a way of - given where we are, I can actually say that and not feel like I’m confused. We can push - directly forward here to our presentation today on an update on Medicare prescription drug coverage, a little bit about how the plan is operating and what you need to do to get people enrolled and work with people during this period between May 15 and November 15. We also have a little bit of an update available to us as well on how auto enrollment and other activities will (enroll) in the fall at the beginning of next year.


With us today to make their presentation is Kay Pokrzywa and Jeff Maready who are involved with our Division of Enrollment and Eligibility.

Let me turn it now over to Kay and hopefully everyone has a copy of some slides that we sent out that you can follow along with and we’ll work with you on the presentation.


Kay.

Kay Pokrzywa:
Thank you, Roger.


I think actually Jeff is going to begin the slides.

Jeff Maready:
Right. Thanks, Roger. Thanks, Kay, as well for joining us, joining me and helping me out.


As Roger said my name is Jeff Maready and Kaye and I work in the Division of Enrollment and Eligibility Policy at CMS. This is part of the larger Medicare enrollment and appeals group.


And in our presentation today, Kay and I are going to be reviewing some of the key enrollment information for both Medicare advantage and Medicare Part D, with the focus of course on Medicare Part D, now that May 15 has passed.


And of course we’ll look forward to your questions after we finish the presentation and hopefully be able to answer most if not all of them.


But before we jump into Part D or Medicare prescription drug plan enrollment policy, I want to respond to a request we received prior to the call to provide just a very brief summary of the Medicare advantage program since today’s presentation is going to focus on Medicare Part D prescription drug coverage


So the basic question was, what is MA or Medicare Advantage, also known as Medicare Part C. You don’t hear that reference as often but Medicare Part C MA or simply put Medicare advantage plans or health plan options that are part of the Medicare program of course.


If you joined - an individual joining one of these plans generally have to get all of his or her Medicare coverage healthcare throughout that particular plan. Some plans - some MA plans include prescription drug coverage, some don’t. And in terms of the reimbursement, Medicare pays a set amount of money for the care - for this individual every month to this private health plan whether or not services are used. So it’s a capitation arrangement.


In most of these plans, generally there are extra benefits and lower co-pays than in the original Medicare - traditional Medicare plan. However, trade off is that individuals may have to see doctors that - and providers that belong to that particular plan part of that network or go to certain hospitals to get those covered services.


MA plans include Medicare HMO, Health Maintenance Organizations, PPOs, Preferred Provider Organizations, Medicare special need plans which are targeted to certain groups such as the dual eligible and include Medicare private fees for service plans as well.

In general, and this is one of the points that I’ll distinguish in comparing MA and Part D later in the presentation, in general, individuals must have both Medicare Parts A and C and live in a plan service area to enroll in a Medicare advantage plan.


And lastly the enrollment periods for Medicare advantage – thank goodness –-are very similar to those for the Medicare prescription drug plan Part D, with one notable exception. And I’ll point out that difference when we cover that particular section.


So, jumping into the slides, I'm on slide 3, folks new to Medicare - I want to first cover the initial enrollment period. Robert alluded to this earlier, folks newly coming on to Medicare.


So when a person first becomes eligible for Medicare, here she has an initial period to pick up Part C, again, also known as Medicare advantage, and Part D. This initial coverage election period for - or IECP is the initial period to pickup Part C MA and for Part D the initial enrollment period the IEP for Part D is this initial period for someone to enroll in a Part D plan.


So specific - again, with the focus towards Part D, in 2006, you may have read about this in the news, of course, that we had our first initial enrollment period for Part D and this was the - for all individuals who are currently in Medicare began back on November 15 of last year 2005 and extended through May 15 of 2006. So, we just finished up with that.


Going forward though, individuals who are newly eligible for Medicare will get an initial enrollment period for Part D that is basically the seven month period that surrounds their Medicare eligibility and you’ll see that indicated on the slide here on, Slide Number 3.


Moving on to the next slide, that covers the full dual - full benefit dual eligible individuals. These are folks with Medicare and have comprehensive Medicaid benefits.


When these folks are new to Medicare and for those who don’t take an enrollment action on their own, who don’t enroll in a Part D plan on their own, CMS is going to auto-enroll these individuals into a Part D plan. And as the slide indicates, CMS won’t conduct the auto-enrollment if that particular individual enrolled in a Part D plan on his or her own or (unintelligible) of the auto enrollment process altogether. Those are all valid options.

The individual may opt out -- it’s actually a pretty easy process -- by either calling Medicare; they can call 1-800-MEDICARE, or the plan into which CMS has proposed the auto-enrollment because each individual is going to get both notifications from CMS and from the plan. And of course dual individuals have the option of changing plans at any time. As Robert mentioned, they’re one of the folks who have a special enrollment period, so they can switch it any time.


So even if they don’t opt out of auto-enrollment or don’t enroll in a plan, part of the CMS auto enrollment, they can always change plans for the very next month if they wish to.


Next slide, again, continuing on with folks new to Medicare, different group of folks in a different process - slightly different process facilitated enrollment. I wanted to mention that to you as well. CMS will facilitate enrollment into Part D plans for others - other individuals who are eligible for the low-income subsidy. We refer to these folks commonly as the other LIS eligibles.


The process for facilitated enrollment is very similar to the auto enrollment process that we do for full benefit dual eligible folks except that in this instance we’re talking about a different group of individuals. These are the individuals who qualify for the low income subsidy but they aren’t full benefit dual individuals.


And a key feature of facilitated enrollment is that in all cases, the beneficiary must have a chance to enroll in a plan on his or her own or affirmatively decline – excuse me – or opt out, just as in auto enrollment. They can opt out a facilitated enrollment into a Part D plan before the enrollment becomes effective. And you can see this point is illustrated on the slide here, Number 5.


One key difference I want to point out here between auto-enrollment and facilitated enrollment is that for facilitated enrollment, CMS does not conduct this process for anyone who is currently enrolled in an employer-sponsored or union-sponsored plan for whom the employer is claiming the retiree drug subsidy. These individuals are definitely not part of the facilitated enrollment process. The CMS will not act on their enrollment in anyway.


Also important to point out that dual eligible beneficiaries again may change plans at anytime. And then I covered this one when we were talking about auto-enrollment.


There is a - individuals who are facilitated enrolled and of course these are the folks that aren’t full duals so they don’t have that special enrollment period that we mentioned earlier. But these folks who are facilitated enrollment still have a special enrollment period particular to them that they can use throughout the remainder of the year to either switch to a different plan, or to disease-enroll from the Part D plan altogether.


So now, I'm going to turn it over to my colleague, Kay, for information on extra help.

Kay Pokrzywa:
Thank you, Jeff.


Now Jeff has gone over the process where a person is new to Medicare and may already have full Medicaid and we’ll now talk about the reverse, which is a person who already has Medicare and then is found eligible for the extra help or becomes eligible for Medicaid afterwards.


If the person is found eligible for extra help after May 15 and the eligibility is retroactive and the person was enrolled in a plan during the retroactive period, the plan must reimburse this member for cost they have already paid that would have been covered by the subsidy.


The Medicaid eligibles and the MSP eligibles who are the QMBs, SLMBs and QIs are identified for CMS from monthly state data.


If the full Medicaid eligibles are not already in a Part D plan, we will auto-enroll them and the auto-enrollment will be retroactive to the month where their dual status began. In other words, prior - retroactive to the month they became both Medicare and Medicaid eligible. They can choose a plan on their own prior to auto-enrollment. If they are already in a plan, obviously they will not be auto-enrolled. We will honor their selection. And because they are full duals, they can switch plans at any time.


Going to the next slide.


The Medicare savings programs eligibles who are the QMBs, SLMBs and QIs, these are folks for whom their state Medicaid program pays Medicare premiums and some other costs in some cases. If they are not in a Part D plan, CMS will facilitate their enrollment into a plan and they can choose a plan of their own prior to the effective date of that facilitated enrollment.


They can either move up their enrollment date in a plan that has already been chosen for them. For instance, if their enrollment through facilitation would be effective in September and they want to be in that same plan in August, they can request that their enrollment date be moved up to August; we will do that. And being in Medicare savings programs allows them the open-ended SCP. They can switch plans every month if that’s their choice.


On the next slide, we find some information about individuals who have SSI cash benefits without Medicaid or who have achieved eligibility for the low-income subsidy through applications to SSA or to their State.


If they are currently in a plan, we will notify their plan and if any retroactive reimbursement is appropriate, the plan will make sure that the beneficiary is made (whole). If they’re not currently in a plan, they will also get the facilitated enrollment that the Medicare savings program eligibles would get.

They have a more limited SCP which allows them to switch plans once before the end of the calendar year or just enroll.


And Jeff, I think you wanted to take it from the next slide?

Jeff Maready:
Sure thing. Thanks Kaye.


So, let’s jump back for just a moment to auto and facilitated enrollment. And want I wanted to say here is that -- I’m on Slide 9 -- when CMS conducts these processes, the auto and facilitated enrollment, it assigns individuals to Part D plans in a random fashion.


The only plans considered of course are those that have a plan premium at or below the original benchmark. And just as in a side, some (unintelligible) on the slide, I’ll make a comment. Over in the MA world, Medicare Advantage, for individuals who are members of Medicare Advantage only plans, MA only plans meaning they don’t include a prescription drug benefit.


So folks that are on MA only plans, CMS has delegated in a sense this auto-enrollment process to the MA organization. So instead of CMS conducting the auto-enrollment, it’s the MA organization that would do it on our behalf; meaning that it’s not CMS that’s going to provide the event notices, et cetera, and process the enrollment, it’s the organization that’s going to do it.


And this is because the law requires that individuals who were in an MA plan, the Medicare Advantage plan obtained their Part D benefit from that same MA organization. So that’s why we delegate this process to the organization themselves for folks who are already in the Medicare Advantage plan.


Now I’m going to the next slide and briefly covering notices. In terms of notices for ease of identification, CMS provides auto-enrollment notices on yellow paper so they’re easy to spot. And we provide facilitated enrollment notices on green papers, so they’re easily distinguished. It really helps with the caseworkers in resolving issues to be able to ask, did you receive the yellow notice, did you receive the Green notice, et cetera.


For the latter, for the facilitated enrollment notices, there’s two versions. One version for folks receiving the full low income subsidy and a different version for individuals receiving a partial subsidy.


These notices include list of all plans in the region where the beneficiary resides that have premiums at or below the regional benchmark. So the beneficiary is aware of other plan options available to him or her.


And again if the individuals enrolled in an MA plan, just want to reiterate that it’s the MA organization that’s going to be sending these types of notices.


Beneficiary option on the next slide. And as alluded to previously, beneficiaries who are notified of an auto or of a facilitated enrollment have - always have the option of enrolling in a different plan on their own or allowing the auto or facilitated enrollment to take place. Or another option is to contact Medicare or the plan into which we proposed the enrollment and tell them that they want to opt out of the enrollment.


Those who are auto or facilitated enrolled have at least one opportunity to change plans through the end of the calendar year after the effective date of the enrollment.


But looking forward to enrolling for 2007 -- and on the next slide -- so going back to enrollment periods, the first enrollment period I touched on was the IEP for Part D, the initial enrollment period for Part D.

And now I want to talk about the Annual Coordinated Election Period or the AEP, more acronyms here. The AEP, Annual Election Period is everyone’s annual - everyone’s Medicare, everyone’s annual opportunity to make changes in how they get Medicare. And it’s the same, fortunately, for both Medicare Advantage and in Part D.


It’s during this time, the AEP, the beneficiaries can get into or out of Medicare Advantage plans like the HMOs, the PPOs, that I mentioned earlier. And it’s also the time when individuals can pick up or drop their Part D prescription drug coverage.


So - and again AEP important to point out is the same in the MA and the Part D world, so no differences there. The - this period, the AEP runs from - runs every year from November 15 through December 31. However, I want to point out, just to clear up any confusion that the initial AEP, meaning the first AEP that ran at the start of the Part D program, so starting in 2005 was extended and it was a one-time extension and it started on November 15, 2005 and it ran all the way through May 15, 2006, closed just recently.


And it actually ran concurrent, for those who were kind of paying attention when we talked about the AEP for Part D, these two enrollment periods actually ran concurrently late 2005 through May 15, 2006. But those were exceptions and - were put in place due to the start up of Part D.


So at the end of this year, the AEP, the Annual Election Period returns to normal, November 15 through December 31. And important point to make here is that an individual has one election to make during this period. So once he or she uses his or her AEP election and it takes effect, in a sense, it has been used. So that’s the annual election period.

I alluded to one notable difference between Part D and MA and I want to cover that here. And this is want I want to mention and it’s covered here on the slide on the second bullet - second large bullet here, is an additional enrollment period that’s unique to Medicare Advantage. And this is the OEP or the Open Enrollment Period. And they exist just in the Medicare Advantage world. It’s - there’s - it has nothing to do with the Part D of the standalone Part D Plan.


And this is for individuals who are eligible for both Medicare Part A and Part B. These folks have an additional opportunity to make changes this year in the way they get their Medicare benefits and this is in the sense, the Medicare Advantage open enrolment period. And using this election period, individuals who are in Medicare Advantage can choose another MA plan or they can go to original Medicare. Individuals who are in original Medicare can join an MA plan.


The catch here and what’s unique to this particular election period, the OEP, is that individuals are limited and this change to the type of drug coverage that they already have. And this is obviously because the concept doesn’t exist over in the part D side. So, they can’t change the type of drug coverage that they have.


So whether they have drug coverage at all for that matter; so if they have it, they keep it. If they don’t have it, they can’t use the OEP to pick it up. For example, if an individual has drug coverage in an MA plan, and I think Robert referred to MAPD’s earlier, so MAPD’s, MA plans that include a prescription drug benefit.


So if an individual has drug coverage in an MA plan, he or she must join. Again, if they’re using the OEP, must join another MA plan with drug coverage. Or if they want to switch, want to leave MA and go to original Medicare, they have to maintain that drug coverage so they’re going to have to pickup a standalone Part D plan.


In terms of the time span of this, in 2006, individuals had from January 1 to June 30 to use this opportunity. The OEP again was extended. But in 2007 and beyond, it returns to its normal time frame and it will be a three-month period going from January 1 through March 31.


And on the next slide, you have this chart, a visual that explains in greater detail, illustrates the types of changes that the MA OEP can be used for. I’m not going to go through these one by one. I’ll just let you refer to that at your leisure and use it as a reference.


So, moving to the next slide, more on the AEP. I want to just reiterate the key aspects of the Annual Election Period. And basically, that it’s everyone’s annual opportunity to make changes in how they get Medicare, both medical and prescription drug benefits and it’s again the same for Medicare Advantage Part D.


During this period, the AEP beneficiaries can enroll in or dis-enroll from MA plans. Again, like the HMOs, the PPOs, the Private Fee for Service plans and they can also pickup or drop their Part D coverage. It’s everyone’s annual opportunity to change how they get Medicare and it’s again, the same for Medicare Advantage and Part D.


Now I’m going to turn over to Kaye again for more information on Extra Help.


Thanks.

Kay Pokrzywa:
Thank you, Jeff.


All determinations of eligibility for the low-income subsidy also known as the Extra Help are subject to a yearly re-determination of eligibility. And that process is going to vary depending on what agency is actually responsible for the low-income subsidy case.


And the agency that’s responsible is the agency that put the application in the first place where people read - actually filed an application or it will be CMS if the person was deemed from state data or from SSA data on SSI eligible individuals.


In other words, if a person applies for the subsidy with SSA and was approved for subsidy by them, SSA will do their yearly re-determination. For the very few people who have applied at their state Medicaid agencies for the low-income subsidy, those Medicaid agencies will do the re-determination. And CMS will do an annual re-determination for all the individuals identified from state data and the SSI population referred to us by SSA.


I’ll first describe the SSA re-determination process. They’re going to start their process in August with an eye to complete it by December. And my understanding is that it’s a passive process. They will mail - do a mailing to individuals to ask them to respond if their resources or income have changed. And if they don’t hear from those individuals, those individuals are automatically renewed.


SSA does get a considerable amount of information automatically through data exchanges with other agencies. So, they also have that information to test against a prior information they have for their subsidy eligible.


State Medicaid agencies will - conduct their re-determination in the same manner that they do their Medicaid case re-determinations; that is using the same forms at the same frequency with the same types of notices. So, the re-determination process could look different at a state Medicaid agency. For instance, depending on whether they re-determine eligibility every six months or every year. But the financial standards they use for their subsidy cases should be the same as the financial standards used by SSA.


The last group of re-determinations are the ones conducted by CMS for the deemed population. What CMS will do in August 2006 is use July state data and actually August SSA data for the SSI population to deem individuals for 2007.


If individual’s appearance date data with a Medicaid or MSP status or are referred over by SSA as SSI eligible, they will have their end date of subsidy eligibility extended to December 31, 2007.


Even if they do not appear in that July or August data but they reappear or appear for the first time in August through December state data or SSA data, we will add them to the deemed population with the remainder of 2006 and all of 2007.


In general, as the last bullet says, there is no need to - for an individual to reapply for the low-income subsidy unless they are not going to be deemed for 2007. And then they’re going to get information through a notice about being free to reapply for the subsidy, for instance, with SSA to maintain their subsidy eligibility.


We’re going to skip over the next slide since it has to do with preventive services that we actually took out in this presentation.


But last slide gives you some very helpful phone numbers and Web sites for information. At cms.hhs.gov, there is information about the subsidy and Part D in general. And I can also add here at www.medicare.gov, individuals will also find the Plan Finder which is a tool for comparing plans where individuals can identify a plan that would cover all their drugs, suit their need for a nearby pharmacy, et cetera.


Also, the 1-800-Medicare number is very useful. Individuals can enroll or dis-enroll through 1-800-Medicare.


Local shift programs, local state health insurance assistance programs are extremely helpful in helping folks apply for the subsidy, enroll in plans, giving all sorts of information. And I can’t recommend them highly enough. They have been stellar in helping folks enroll in Part D.


You can call 1-800-Medicare for a number for your local shift program and as you see there is a number for TTY users, 1-877-486-2048.


And I believe that brings us to the end of our presentation.


Jeff, did you have anything to add about reassign?

Jeff Maready:
Yeah.


What I thought I’d do is - and we had gotten - for those in the call, we had gotten a question about reassignment of full duals. And what I had to mention on this is actually straight out of what we call the “Call Letter.” Every year CMS in the early spring puts out a call letter that kind of sets the groundwork for the next contract year.


So, briefly I’ll speak to that and then if folks want to actually read it for themselves, the call letter is actually both for MA and Part D is on the CMS Web site and actually contains a lot of interesting information. Now this is just one of the many points.


So this question is specific to full benefit dual eligible individuals and what will happen to them at the end of the year, so in cross-walking and so to speak from 2006 to 2007 in terms of their plan enrollment. And the key factor here is really whether the plan that they’re in 2006 will or will not have a premium in 2007 that’s at or below the benchmark.


So for one situation in which full benefit dual eligible individuals are in a Part D plan and the premium in 2006 of course is below - at or below the low income premium subsidy, and for those folks whose current plan will continue to have a plan premium in 2007 that is at or below the low income premium such that these individuals will - aren’t going to be touched and they will remain enrollees of that particular Part D plan.


For those individuals whose plan will renew in 2006 to 2007 with a premium that is not at or below the low income premium subsidy amounts, what will happen to them really depends on whether there’s - that organization that they’re enrolled with offers another Part D plan that is at or below the premium subsidy.


And if there is another plan, those individuals will be enrolled into that plan, really for their protection. And if that organization does not offer another plan that’s at or below the benchmark, then CMS will auto-enroll them and get them into a plan with a premium at or below the low income premium subsidy amount.


So, that’s a real simple rundown of the disposition of these folks and the plan that CMS has outlined for making sure that these folks are taken care of during the renewal process.

Roger Goodacre:
Okay, Robert. I think that - this is Roger. I think that concludes our formal part of the presentation today.

Robert Pittman:
Thank you very much Roger and those other folks from CMS. We appreciate the update.


Operator, we’d like to go ahead and open the call up for questions.

Coordinator:
All right, thank you.

At this time, if you would like to ask a question, pres star-1. You will be prompted to record your name only. Once again, press star 1. And if you would like to withdraw our request, you may press star-2.


One moment for the first question.


Thank you.


We have our first question from Greg Speicher. Your line is open.

Greg Speicher:
Yes. This is question for Robert Pittman specifically. We had some discussions last week regarding what constitutes a charitable organization that could make a - contribute to the TrOOP money on behalf of the patient. I was wondering if you could elaborate with CMS’s insight on what those qualifications/guidelines would be.

Robert Pittman:
Certainly I’d be glad to touch on that and then Roger or the other folks can contribute also.


As it was mentioned briefly earlier, as folks are trying to meet their True Out of Pocket costs or TrOOP cost so they can get past the coverage gap or donut hole into the catastrophic coverage, one of the issues was can tribes in some way shape or form pay for the co-pays and/or deductibles for those individuals? And the answer of course is yes then can but how can they go about doing that?

And in discussions with CMS obviously from the earlier discussion, tribes can form charitable organizations 501c3s that can go ahead and provide those funding for patients to pay for the co-pays. And there may be other options and CMS is looking at those other options and is going to be putting out something, hopefully, in the not too distant future on ways that the tribes can go ahead and pay those costs.


So right now we have one definitive answer, a 501c3, charitable organization and hopefully we’ll have some other possible solutions in the near future.


Roger, did you want to add anything to that?

Roger Goodacre:
Robert, I think that’s a very fair statement of where we are on that. We know that the 501c3s clearly would qualify and would be the obvious first choice, or I should say obvious would be a clear choice so that that would work as a mechanism to do that.

Now there may be other mechanisms by which some sort of internal (auditable) process could be set up to separate several dollars from tribal dollars or dollars from not federal sources. But we don’t have any complete reading on that at this point and we will - we understand the issue, we understand the need to be timely and we’re working with you to develop something here in the very near term.

Robert Pittman:
Thank you, Roger. And of course this applies to folks generally who are Medicare-only eligible who are trying to get through that coverage gap. Thank you for the question…

Man:
Can I follow that up?

Robert Pittman:
Yes, absolutely.

Greg Speicher:
If a tribe is a 501c3, will they have to set up an additional outside organization?

Robert Pittman:
That’s a good question. And I - I don’t have an absolute answer for it but my understanding is (as) long as they can document the funds and how they are used and they are qualified charitable organization, they should be able to do that.

Roger Goodacre:
This is Roger. I don’t have anything further on that either. That would be my or our initial reading as well. But we will, you know, as Robert suggested, we will develop some more specific guidelines on that.

Robert Pittman:
And I know California has a specific interest in this and maybe if Greg Speicher and the folks out at CRIB could give us a test case, we can go ahead and work with CMS to go ahead and smooth out some of the issues for that so that everyone would have something to go on.

Greg Speicher:
Can I speak with you offline Robert regarding setting up a test case?

Robert Pittman:
Absolutely.

(Greg Spiker):
Thank you.

Coordinator:
All right, thank you.

Next question, (Carol Barberro). Your line is open.

Carol Barbero:
Thank you very much.

My question goes to when CMS will notify the public as to which plans will be at or below the benchmark for 2007? This is really important for the Indian Healthcare Network because if any of our auto-enrolled dual eligibles are going to - essentially have to move out of the plan in which they are currently enrolled because their plan no longer is at or below the benchmark, we have to know sufficiently in advance because we may have to execute pharmacy network agreements with plans with whom we do not currently have a relationship.


So can you tell us how much lead time we will have to know which plans are at or below benchmark and the method through which that information will be distributed?

Marla Rothouse:
Hi, Carol. It’s Marla. Let me speak to what I know so far.

The benchmark won’t be determined until mid August as far as - that’s my understanding. Contracts for 2007 will not be signed till mid September. I do not believe we’ll be releasing any information before contracts for 2007 are signed with CMS.

Carol Barbero:
So that we will not know then which plans we have to seek out if we’re not already in their pharmacy network? We’re just going to be kind of like having to run around signing up with all plans?

Marla Rothouse:
Before mid September, that is my understanding because there will be - there could be - there will be new Part D sponsors that - who are not in the market in 2006. So there will be new plans that you may want to be contracting with after mid September.

Carol Barbero:
Okay. Now tell me what was the mid September action that’s the latest possible to sign up with - at a network pharmacy?

Marla Rothouse:
That’s when we - that’s when CMS will be completing - executing their contract with the Part D sponsors for the 2007 year.

Carol Barbero:
Okay. So by mid August, we will know which plans who are currently in the system will be offering at or below benchmark next year. And then it’ll be sometime after September 15 where we will learn which new plans?

Marla Rothouse:
No.

Carol Barbero:
No? Wrong. Okay, I’m sorry. Can you straighten me out?

Marla Rothouse:
Okay. In mid August, CMS will make the determination about what the benchmark premium number is.

Carlo Barbero:
Oh okay.

Marla Rothouse:
In mid September, we will have completed executing our contracts for the 2007 calendar year. And that’s when we’ll announce to the 2007 plans are.

Carol Barbero:
And so, it will be sometime after the September event that you distribute information about the monthly premium for all plans that will operate in ’07?

Marla Rothouse:
Again…

Woman:
…October.

Marla Rothouse:
Right. That is my understanding. It will be in conjunction with everyone getting the Medicare and new book in October and the annual notice of change notices through their party sponsors.

Carol Barbero:
And will this be on your Web site as well like it was before with the, you know, the (black dots) about these plans or once that are at or below benchmark?

Marla Rothouse:
That is my understanding, Carol. But we’ll have to check back with you this. One of our divisions in the group I work that’s responsible for that and I’m assuming they will be doing that again for next year, but…

Carol Barbero:
Okay, because that was a real helpful way to…

(Crosstalk)

Carol Barbero:
…that information.

Marla Rothouse:
Yeah, we’re hearing that from everyone so I’m assuming we’ll be doing that again.

Carol Barbero:
Thank you.

Robert Pittman:
This is Robert Pittman. Not to put you all at CMS on the spot but one follow-up question to that. At least from the HIS side and I know from the tribal side, there were a number of plans we did not sign contracts with last year.


As part of the process for this year, my understanding is plans have to document that they’ve offered contracts to IHS tribal and urban program. Do you know if those plans are going to required to offer contracts to us again or can they take our non-signing of contract last year as proof that they offered a contract?

Marla Rothouse:
Robert, it’s Marla. That’s a very good question. And I don’t know if I have an answer for you on that right now.

Robert Pittman:
The reason I’m asking is I have not seen any contracts from plans we do not have agreement with.

Marla Rothouse:
Right.

Robert Pittman:
But if you could follow up, we will appreciate that.

Marla Rothouse:
I will follow up on that one. That’s a good question.

Robert Pittman:
Next question, please.

Coordinator:
Thank you.


Next question, Tracy Jones, your line is open.

Tracy Jones:
Yes. Hi, Robert. Hi, panel. Thank you for the call.


Robert, you had mentioned early on with asking for the dual eligible (unintelligible) information from ITUs and not everyone is providing it and you had referenced it might be an issue with the package or the programs for extracting that data, that problem with it or some changes, could you elaborate?

Robert Pittman:
Certainly, as most people are aware, we sent out a patch to the RPMS system. I believe it was a couple of months ago now to the patient registration package. And one of the hope is that that package will eventually be able to extract data from patient registration and let us know how many people are enrolled in Medicare Part D, what plans they’re enrolled in and then over time through the registration package and through point of sale, we’ll be able to see our reimbursement rates and what we’re billing for and basically get a better handle on how low we’re being reimbursed from the plan.


Well, we had some difficulties early on and that some plans were set up in systems under private payers, some were set up as Medicare Part D Plans. And when we asked folks to tell us how many patients they had enrolled realizing that there will be some overlap because the six clinics that overlap or five clinics that overlap with Santa Fe may have the same patients with Santa Fe for Part D and so that they’ll get counted more than once.


But basically, we had about 16,000 patients reported to us from about 90 sites. There were Medicare Part D eligibles who were signed up in the ITU system. And when we used the patient registration package, we came up with about 6,500.


So, we realized there’s still some glitches in the system or the way patients are entered in the system and we need to fix that over time so that our numbers are more reflective of actual patients in the system.


And the way (sites) can help us with that is that they can tell us, send me an email or a phone call or something letting me know how many patients they have enrolled. We can kind of compare that over time with the registration package to make sure everything gets updated.


Do you have anything else to add, Roger, for that?

Roger Goodacre:
Not really other than - if you could double-check to make sure that patient registration package is working properly.

Tracy Jones:
That was my question because we do have that patch and we have just installed it. And we were one of the groups who set up our Medicare payers as Medicare PI early on just to get the bill through and now we’re (standing) them up as Medicare FI. So, we’ve got, you know, we’ve got two different sets of data and you’re right about the duplication, blah, blah, blah. So, we’re working through that right now.

Robert Pittman:
And we do appreciate it.

Tracy Jones:
Yeah, yeah. I don’t think it’s going to be that complicated. We just got started this week actually.


So, we’ll let you know, Robert…

Robert Pittman:
I sure appreciate it.

Tracy Jones:
…what our outcome is. And I had one other question real quick. I wasn’t sure if I understood this correctly but you had referenced - the group that - they already have Medicare and then the low-income subsidy issues come up secondary, did you say that the retroactive payment would be - the plan would reimburse the patient?

Robert Pittman:
No, I apologize if that’s what I said, no. The plan - CMS has asked the plans for - because of the issues we had early on in the year with getting everything set up, has asked the plans to go ahead and extend their reimbursement period so that if you have billed four patients, whether they be dual eligibles or those who qualify for low-income subsidy or just the Medicare-only that haven’t been paid yet, haven’t been processed, go ahead and send those in and see if they can be reimbursed by the plans.

Tracy Jones:
Okay. That’s probably what you said. I just didn’t get it that that way.


Okay, that’s all.


Thank you, guys.

Kay Pokrzywa:
Hi, this is Kay. And I think what you’re referring to is the requirement for the Part D Plan to reimburse the plan member beneficiary if they have paid costs out of pocket that should have been covered by the subsidy.

Tracy Jones:
That’s it.

Kay Pokrzywa:
And the plan must reimburse that number.

Tracy Jones:
Yes. I think that’s it.

Kay Pokrzywa:
Okay, that’s what we were talking about.

Tracy Jones:
Thank you.

Kay Pokrzywa:
I’d like to interject at this point that all plan members in October are going to get a notice from their plan called the Annual Notice of Change that will lay out in detail what the cost in that plan are going to be in 2007 and any other changes that that plan is planning to make for calendar year 2007.


So, folks should be expecting this notice. It will give them all the information that they need to make a decision about either staying with that plan or maybe looking for a new plan for 2007.

Jeff Maready:
Hi, this is Jeff.


I’ll piggyback on that and just add to Kay’s - I’m glad she raised it and we’re closing up the marketing (folks) but I believe the requirement -- and Kay, correct me if I’m wrong if you know -- but I believe the requirement is that the plan need to have that notice in the member’s hands by October 31.

Kay Pokrzywa:
Yes, which gives the person at least two weeks prior to the AEP beginning to peruse that information and decide if they want to make a change or stay with the plan they are in.

Robert Pittman:
Thank you.


Next question.

Coordinator:
Thank you.


Next question, Sherri Ledesma, your line is open.

Sherri Ledesma:
Good afternoon.


I have a couple of questions. I’ve enrolled some patients in the programs. I have them dual. And I’ve got it all done and stuff and then lo and behold maybe within a couple of months I’ve got somebody that’s reenrolled them and one of them was called First Health Premier.

They’re reenrolling my patients that I’ve already got done into another program. And I’m wondering if that’s what you guys were all talking about and do we have to just go through the whole thing again and disenroll and reenroll or try to hang on to what the patients already are on and want to keep? It’s really time consuming.

Robert Pittman:
Certainly.


Well, keep in mind when we enroll or reenroll a patient in a different plan because they are dual eligible, we don’t have to disease-enroll them; that’s handled automatically.


So, we don’t want to confuse the process by disease-enrolling someone and then trying to reenroll them in another plan. Just enroll them in another plan and they’ll automatically be disease-enrolled from their current plan.


But we are seeing this in some places with our dual eligibles being signed up for other plans. We have some aggressive plan representatives who are out there talking in the communities which we want - we want to educate our patients and whatever plan is best for them, we want them to be signed up for.


But in some cases, I think the patients became confused on what might best meet their needs and what they need to enroll in. And so, if you have patients who are enrolled in plans that are different than what you thought they were signed up for, please do sit them down and talk with them and make sure they are in the plan that they wanted to be in and they needed to be in.


And again, if they’re dual eligibles, we can go ahead and if need be help them with the process from switching to a plan that better meets their needs. If they’re a Medicare-only beneficiary then we need to - they’re probably stuck in the plan they’re in unless there was some particular issue we can bring up with CMS. But especially for the duals, we wanted to go ahead and make sure they’re in the plan that best meets their need.

Sherri Ledesma:
Okay. So, there is no way of stopping the automation system that somehow somebody is doing this although I already have them on their program?

Jeff Maready:
For the - this is Jeff and let me just say that the process certainly isn't - the auto-enrollment process certainly is not intended to take someone who already has Part D and move them to a different plan.


So if it appears to you that you have a case or cases where that’s happening, it’s definitely out of the norm and something that, you know, we need to be working on figuring out what happened because folks that are picked up for auto-enrollment are folks who CMS has identified as not having Part D. So they should be folks of course who are full dual and aren’t already enrolled in Part D and, you know, there’s a monthly process that CMS goes through, works with states and all that, receives the data and then processes the auto-enrollment.


So, it’s definitely not intended to take folks and, you know, pick them up and mover them to a different plan.

Sherri Ledesma:
Okay. I'm just wondering about that because I’ve had three of them so far within less than two weeks and I'm just wondering if there’s anyway we can try to get that situated because then you’re having to call back to the insurance we already have them on from like January, February to hang on to it and have to cancel out the one that somebody automatically enrolled them as of May or June.


We’re having them back track and try to clean that out and then some of them are saying, okay, well, this one sounds okay. I’ll go ahead and change that. So we’re having to do a lot of shifting around but it’s kind of - I just hope I'm not going to have anymore of it but then I don’t know. But that’s what I've been coming up with so far and that’s been within two weeks time this is happening to me.

Robert Pittman:
Okay.

Sherri Ledesma:
And it’s kind of crazy.

Robert Pittman:
Sure. If you can get us specific information that we can back track those individuals…
Sherri Ledesma:
Okay.

Robert Pittman:
…we can see if it’s a system problem or just some anomaly. But we definitely want to know if that seems to be occurring on a regular basis, we need to fix that.

Sherri Ledesma:

Yes, I’d appreciate that.


And the other question I had is, have you guys gotten anywhere with our railroad Medicare retiree because the system is not allowing automatic premium cost and it’s really hitting some of them pretty hard? Are they fixed up on that yet or where are we with railroad, automation Medicare, 
de-enrollment.

Jeff Maready:
This is Jeff. I'm not sure I understand the question.

Sherri Ledesma:
From what I…

Jeff Maready:
Automatic - did you say de-enrollment?

Sherri Ledesma:
To enroll (unintelligible) the Medicare Ds that are railroad Medicare retirees. The system is not set up to automate taking premiums out of their retirement check. Has that…

Jeff Maready:
Oh you’re talking about premium withholds. Okay.

Sherri Ledesma:
Yes. Because…

Jeff Maready:
Right.

Sherri Ledesma:
…it’s really hard for some of them and then they’re ending up dropping it, you know, because they don’t want to have to make the payments. Are they anywhere closer to getting that put up for the patients on those?

Jeff Maready:
Well, and I’ll ask if Kay’s heard anything more recently on this than I have but the last word I heard is that, it’s not an issue with CMS, it’s an issue with an early retirement board and they’re not being able to handle this on their end as SSA is. And so SSA currently of course is the only, you know, option now. I hear that it’s something that’s intended to happen at some point in the future, but I don’t have any specific information for you on, you know, when that might happen or what the current status of it is.


Have you heard anything different, Kay?

Kay Pokrzyma:
No I haven't Jeff. You stated as much as I know at this (end).

Jeff Maready:
Thanks. I'm sorry we don’t have more specific information for you.

Sherri Ledesma:
Okay. Well, if you guys could just let us know if and when that does go through, that would help out on some of those patients that are in that situation.

Jeff Maready:
Sure.


And let me just kind of add just something back to your first question about the auto-enroll. I didn’t mention this before, but I just want to assure you that, you know, we put as many safeguards into this auto and facilitating enrollment processes as we can. And one of those is that the process is structured such that a beneficiary initiated enrollment request will always trump the auto-enrollment. So something a beneficiary does on his or her own will always take precedence over an auto or facilitating enrollment that CMS proposes to do. So I just wanted to add that little bit information.

Sherri Ledesma:
Okay, thank you.

Coordinator:
Thank you.


Next question, Patricia Olson, your line is open.
Patricia Olson:
Hi. This is Patricia I wanted to ask Rob to elaborate on the request for numbers but he already said that earlier, so my question has been answered. Thank you. Oh, but Roland does have a question.

Roland Todacheenie:
Hi Rob. Hi Roger.


Looking back to the slide, the presentation then, that Kay provided, it’s kind of touched up on about the refund cost back to the plan or the beneficiary. How about for IHS pharmacy?

Kay Pokrzywa:
I'm not sure I understand…
Roland Todacheenie:
Okay. In your slide, Slide 6, it says…
Kay Pokrzywa:
Right.

Roland Todacheenie:
…plan will refund cost back to (unintelligible), you were referring to the LIS, the Extra Help or…

Kay Pokrzywa:
That’s right. And this is - we’re talking about the cost that the plan member has paid out of pocket that should have been covered by the subsidy.

Roland Todacheenie:
Okay. So, they went (unintelligible) like IHS and went through the regular Walgreens or (Wal-mart), then they - those costs should be something that could be reimbursed to the beneficiary, right?

Kay Pokrzywa:
I don’t know about out of network cost. Is that what you’re talking about?

Roland Todacheenie:
In general.

Kaye Pokrzywa:
We have to research that for you. I'm not sure I can speak to out of network cost.

Roland Todacheenie:
Okay.

Coordinator:
Thank you.


Next question, Lisa Maves, your line is open.

Lisa Maves:
Yes. I have actually one comment and then a couple of questions.


One is that in terms of calling to get some somebody dis-enrolled from a plan, what we found is that most often, the plans require some form of written dis-enrollment and then even sometimes we ran into a little difficulty with that.


The questions I had are regarding a couple of your slides. On one of them, on Slide 7, you mentioned a specific - I guess small group of people who would not be facilitated and something related to employer plan.

Jeff Maready:
Right. And actually I think…

Lisa Maves:
Who was that…

Jeff Maready:
…so it’s something that I was speaking to. So…

((Crosstalk))

Jeff Maready:
…if you have anything to add, please do.


But what we were - the point I’ll make -- and I hope this clarifies and let me know if it doesn’t -- is that, for the auto-enrollment process…
Lisa Maves:
Okay.

Jeff Maready:
And again, beneficiaries have the option to opt out in any point and prevent that enrollment from going through. But the pool of beneficiary - of full dual so to speak that CMS intends to enroll includes individuals who are currently in an employer plan where that employer is claiming the retiree drug subsidy. So meaning, we don’t carve those folks out.


What we - of course, this suggests always that folks do - who are in such a - who have such coverage is to contact their group health, you know, administrator to make sure, you know, to look at the implications of, you know, making enrollment changes. So that’s auto-enrollment. So we include those folks in the pool of individuals who we intend to auto-enroll.


I wanted to contrast that with facilitated enrollment, meaning, again, these are the other LIS folks, the non-full duals, enforce facilitated enrollment, we do carve those people out. We do not include individuals who have, you know, group coverage for which the group is claiming a retiree drug subsidy in the facilitated enrollment process.

Lisa Maves:
Okay.

Jeff Maready:
So they’re different in that respect.

Lisa Maves:
Okay, thank you.


And my - the other question I had was on the recertification or reapplication for the low-income subsidy. Basically, it sounds like the only way that someone would need to reapply would be if say they lost their QMB certification, SSI for whatever reason, if they had a period without that then they would need to reapply for the low-income subsidy.

Kaye Pokrzywa:
That’s correct. CMS is going to be checking state data and SSA data on SSI eligibles from July through December. And only if a person is not in that state or SSA data in that - for that entire period will they not be deemed for 2007. Those folks will be getting a notice that encourages them to file an application for the subsidy with SSA or the state Medicaid agency.

Lisa Maves:
Okay. So even there, there’ll be a reminder notice involved.
Kaye Pokrzywa:
Yeah. Absolutely.

Lisa Maves:
Thank you.

Coordinator:
Thank you.


Next question, Cathy Wilson, your line is open.

Cathy Wilson:
Hi, I have a question about the basic Part D. We have not enrolled our tribal members because we just - we don’t want them to have to pay for their deductibles and their co-pays and for that 2,850 that will get them over the 5,100. Is it - it’s my understanding the last I heard is that we could pay these four - the tribal members. But, it’s not going to get them out of the donut holes. Is that still the case?

Robert Pittman:
This is Robert Pittman.

Cathy Wilson:
Hi.

Robert Pittman:
Basically, you - we’re encouraging folks and asking folks to sign up everyone who’s a dual eligible and who qualifies for the low-income subsidy under a 135% of the federal poverty level and leaving it up to the tribes to make a decision whether or not they want to sign up and pay for individuals who are above the 105 - 135% percent of the federal poverty level with low-income subsidy and for those who are Medicare-only eligible.


Now, you’re absolutely correct. The reason we don’t want to sign patients up who don’t qualify for a full premium subsidy is someone’s going to have to pay the premium and if the patient doesn’t want to pay their premium, we don’t want to force them to or get them into a situation where they get billed for that.


There will be cases where we will have beneficiaries who only qualify for Medicare, who don’t get any premium subsidy but who use a lot of drugs. And, in that case, the tribe may want to look and see should they have a charitable organization or qualified payment arrangement where they go ahead and pay for the patient’s medication.


Basically, they could sign up for Medicare Part D. The tribe could pay the premiums and the co-pay and the deductible. And basically, when the patient got through the donut hole because those payments are being made through the charitable organization -- in this case, the tribe -- then that patient would be in catastrophic coverage.


If you had a patient who was receiving, say, 10 or 15 or $20,000 for the drug, it might very well be very economical to do that for a tribe that had the resources.

Cathy Wilson:
Okay. So - because we don’t have a problem paying their premium, their co-pays, deductibles, we would like to that but not if it’s going to - that money isn't ever going to apply towards - like the donut hole, then there’s no point.


So, what you’re saying is that we can set up some kind of a charitable organization so that we can pay this money for them because the last I heard was that the member had to pay for - especially, the 2,850, in order to get out of the donut hole, that had to come from the member.

Robert Pittman:
Coming from the member is one of the ways that money can be paid; coming from a qualified charitable organization is another and the tribe could be that entity to pay that cost.


And basically, there’s some numbers that you can look at for how much the person is using in drug cost to see whether or not it makes economic sense to do that or not. And if you like, I can get into that data with you. But basically, they, you know, they really need to be looking at folks who use over $6,000 or $7,000 worth of drugs a year and anything over that is probably going to be economical if there are resources available.

Cathy Wilson:
How can I get more information about how to do this?

Robert Pittman:
Go ahead and email me at Robert.Pittman@ihs.gov and we will get some information out to you. We will also be posting additional information as it becomes available from CMS on our Web site.
Cathy Wilson:
Thank you.

Operator:
Thank you.


Next question, Chris Locke. Your line is open.
Chris Locke:
Oh hi. I just - first of all, I want to let folks know the Kaiser Web site, kss.org, has a series of slides too now on Medicare Part D that are kind of interesting.


And one of the points they make in their slides is that the plan selection by an individual beyond premium that actually the drugs that are covered under the formulary and then also the benefit structure that decides how much the person pays has a lot to do with how a good of a deal a plan is for an individual. And I know from this last year it takes quite a bit of time looking on the plan finder to figure that out.


So my question is actually to Marla Rothouse. Any information the tribes can get as soon as possible that will help us kind of do outreach and education particularly to people who are on a plan that might change in 2007 will be really useful.


I know that plans have already had to send in to you changes and I know you’ve made some changes too that companies can only have two plans as opposed to more than that.


Marla Rothouse, is there any way we could get a listing of plans that did not submit this for 2007 and this would be companies that aren’t going to do it or companies that had plans that will be changed?

Roger Goodacre:
Hi Chris. This is Roger. Marla Rothouse had to step out. And I will certainly pass that question along to her and make that information available to the extent that it’s publicly available.

Chris Locke:
Am I - aren’t I correct that CMS already had that information? I understand that we’re not going to get the information about the premium levels and all that until all the bids are awarded in September. However, I know that some plans just aren’t going to be there. It’ll be really helpful to know which ones they were and also which companies who are not going to be there in 2007.

Roger Goodacre:
I believe we do have that information. To the degree that it’s public information at this point, I don’t know. But I will certainly follow up with her on that.

Chris Locke:
Okay. Thanks.

Roger Goodacre:
Sure.

Coordinator:
Thank you. Next question, Travis Watts, you line is open.

Travis Watts:
Yes, I’ve got a - actually, I got a three-part question. My first question is on those patients that are new to Medicare that are the non-full duals when is their special enrollment period? It says before the end of the year and I get one. I was wondering what the time frame was with that one.
Marla Rothouse:
Folks who are brand new to Medicare have that IEP, initial enrollment period, which is the three months prior the month of and the three months after their Medicare entitlement month. So they actually can sign up for a Part D plan prior to months of entitlement so that it is effective the month of entitlement.

Travis Watts:
When is their special enrollment period that before the end of the year? It says they get one. That’s the same as their…

Marla Rothouse):
Well, it’s been, you know…

((Crosstalk))

Marla Rothouse:
…if they’re not subsidy eligible, they - what they are using is their IEP, not an SEP.

Jeff Maready:
In other words - this is Jeff. I’m just going to (unintelligible) they don’t - these folks don’t need an SEP because they already have an election card available to them, the IEP, which extends - actually much - it’s much more broad than most of the SEPs in terms of time frame.

Travis Watts:
Okay. Jeff, you had mentioned this before but I want you to reiterate. For the dual eligibles, the ones that we have currently been enrolled in a plan for the past year, everything’s going well. They’re going to get the letter in October and decided that their plan that they’re currently on, either that company has decided they are not going to participate again this year or they didn’t meet the benchmark to where that plan would be, too expensive or it would be higher - a higher premium than them for them to keep as a dual eligible, what will be the patient’s options at that time? And how would they go about doing - changing that?

Jeff Maready:
Well, two actually significantly different kinds of pools of folks here. And the first you mentioned where the company is going away, meaning, it’s terminating - the organization is terminating its contract with CMS and going away.


Those folks are going to get a pretty lengthy non-renewal letter. I mean, we refer to this as non-renewal of contract. And, those folks are going to get or be notified by their plan. There’s public notice involved. It’s pretty a big deal.

To make sure that these folks are protected, they get guaranteed (unintelligible) Medigap rights. They’re notified of other plan options in their. So they’re going to get a lot of information. Again those are the folks whose plan is going away because the organization is terminating its contract with CMS.


For these other group of folks who are dual eligibles who are in a plan now and the plan is renewing, so the organization’s staying around, but that plan premium in their renewal plan is going to be - it’s not going to be at or below the premium subsidy amount, what happens to them is going to be determined by whether that same organization that’s offering their current plan has another one available to them that is at or below the premium subsidy amount. And if that’s the case, they will be transitioned through the renewal process into this other plan offered by the same organization for January 1 effective date.


If that other plan doesn’t exist, if that organization doesn’t offer one, then, CMS is going to conduct a re-assignment similar to the auto-enrollment process that that individual might have already gone through.

Travis Watts:
Okay.

Jeff Maready:
The goal was, of course, to get them into a plan that’s, you know, at or below the benchmark.

Travis Watts:
And of course the patient in that enrollment period, they had the enrollment to change - they can pick a plan themselves.

Jeff Maready:
Yes, of course, yes.

Travis Watts:
Thank you.

Jeff Maready:
You’re welcome.

Coordinator:
Thank you.

Next question, Nancy Polly, your line is open.

Nancy Pauly:
Yes. My question is to Roger or anyone or anyone from CMS. Those who did not join by the May 15 deadline, can you address the penalty if they do join come the next annual election period?

Robert Pittman:
Roger, I’ll pitch on that a little bit.

For the ITU beneficiaries - and again just talking about ITU beneficiaries is not for folks who are serving non-beneficiaries. But for our beneficiaries, our beneficiaries are covered under credible coverage and there is no penalty associated, no increased premium cost for our beneficiaries if they didn’t sign up in 2006 but do choose to sign up in 2007, there won’t be an additional penalty for them.


We will need to get out through our beneficiaries some notification again on credible coverage. I would imagine we’ll see some additional information form CMS before November and prior to get that up by November 14 or so. But our patients will not see a penalty. If you’re serving non-ITU beneficiaries and they do not have credible coverage, there is a penalty associated with that.

Roger Goodacre:
Right. And this is Roger. That penalty is generally 1% a month for every month that one - otherwise would have been eligible. So theoretically or practically, one would have potentially 7% penalty if you enrolled at the end or if you enrolled during the upcoming election period, the annual enrollment period. However, as Robert suggested, that’s obviously not applicable to ITU beneficiaries.

Nancy Pauly:
Right. So that 7% is going to happen then.

Roger Goodacre:
Well, again but not to ITU beneficiaries.

Nancy Pauly:
Right, right.

And then my other - maybe it’s a concern. The social security administration mailing that I heard you talked about and understand that they’re mailing out and they’re just - I guess mailing these out to beneficiaries as far their quality review. I just have a concern that people are not going to understand what they should do or what they should not do as far their personal information.

Kay Pokrzywa:
Well we have to trust that Social Security has going to provide enough instructions with that. Basically, as I understand the re-determination process, they are asking whether or not the person’s income and resources have changed since originally reported with the initial application.


And it’s a passive process. If the person goes not respond to Social Security, Social Security is going to make the assumption that there isn’t a significant change and that would cause the low income subsidy eligibility to continue.


The system may be a little more sophisticated than what I’m describing in that Social Security has access to data from all other agencies through data exchanges including information from Internal Revenue Service.


I don’t know the extent to which SSA is going to employ that additional data for the re-determination process but they do have access to it.
Roger Goodacre:
We’ll make effort to get a copy of the letter that - that SSA will be sending it out and share that with Robert so that you can have hopefully in advance people coming into your office with that letter, the background information for it.

Nancy Pauly:
I just wonder if we should do more media outreach on it just so people know that they can expect this coming.

Roger Goodacre:
I think that’s a very fair observation. I mean people are going to be getting, as Kay suggested earlier, a series or a number of letters from their plans this year that could vary and we’ll make every effort to make sure that everybody has in their hands before that copies of or background to what does notices are because people are going to be coming into your office and asking for your help with that, I’m sure.

Nancy Pauly:
Thank you.

Coordinator:
Thank you.

Next question, Vicky Chavez, your line is open.

Vicky Chavez:
You answered my question already the notice that’s going out in October. Our service unit is requesting to have a list of the people - of the letters that are being sent out so that we can know ahead of time before the patients start coming in.

Roger Goodacre:
That’s a very fair and reasonable request and we will see what we can get together on that for you directly.

Vicky Chavez:
Okay. Thank you.

Robert Pittman:
Operator, we have time for one more question.

Coordinator:
Thank you.

One moment please.


Julie McKeay, your line is open.

Neal Solomon:
Hi. This is Neal Solomon of the New Mexico Medicaid. A couple of questions, the first is, the very first thing Rob was talking about, the proper crediting and calculation of TrOOP cost. If a facility is a - has a pharmacy that is 638 only such as San Felipe, would they approach that as being just tribally operated as opposed to IHS?

Robert Pittman:
Well, for TrOOP cost, basically it’s a matter of what kind of beneficiaries do they serve. Do they serve only ITU beneficiaries? And is anyone paying the co-pay cost? And if it’s a facility, again, we’re - they’re not charging the patient the co-pay and they’re only serving ITU beneficiaries and no one is reimbursing, then basically there is no TrOOP cost to be allocated.


If it is tribal facility and the tribe wishes to put money in for that co-pay cost and if they have any Medicare-only beneficiaries for that, they can go ahead and do that and we can talk about the mechanism and go ahead and have that account towards TrOOP.

Neal Solomon:
Okay. Thank you.


Second question really quick is, the funding in the Deficit Reduction Act of 2005 that was eliminated for urban Indian healthcare clinics and then recently reinstated, is there any anticipation of their - maybe any impact or any need to accommodate and all that?

Robert Pittman:
I don’t - I haven’t personally looked at that as of yet to see what the potential impact is but I’ll be talking to the Urban Program to see if there’s anything that we need to do and if there’s a major change as - of the Part D program, we will go ahead and get something out to the Urban Program.

Neal Solomon:
Okay. Great. Thanks.

Balerma Burgess:
Robert, this Balerma. I just wanted to make a comment.

The expression of - from the two ladies that just spoke about the upcoming October letter and date, I think it’s a kind of important to express again that, you know, we at HIS understand that there is a need to kind of communicate with our elders. Again, since this seems to be a popular time and error for our folks and they’ve - I don’t know that SSA and perhaps Medicare folks across the nation haven’t really understood that our elder community has not really had as much interactions individually (unintelligible) interacting with Medicare until the advent of this - of the MMA so it would be - it would be beneficial that we go ahead and tap some additional media campaigns for our communities out there.
Robert Pittman:
Certainly and we will definitely try to get something out over the next couple of months to folks to recommend what they do. Obviously, having posters and other things up in your facilities, notifying folks that these letters are going to be coming will be key so that when they come in the mail they don’t think they’re just something they can throw away but they need to bring in just like they did the materials from last year. So, we appreciate those comments, Balerma.

I’ve want to ahead and sign off the call now. If you had questions that we’re unable to get the answered for this call, please feel free to email those to me. Again, Robert.Pittman@ihs.gov and we will go ahead and try to get an answer and get those posted up on the Web site.


Operator, can you tell me how many lines we had for the call?

Coordinator:
Yes, one moment, sir.


You had approximately 107.

Robert Pittman:
A hundred and seven, thank you.

I would to thank all of our colleagues at CMS especially Roger, Marla, and Dorothy. And I appreciate you being on the call with us today. And I hope everyone got what they needed out of the call. And should folks feel that we need another call, please let me know and we will schedule one as we get closer to this next cycle. And again feel free to call or email and we will get additional answers up on the Web site.


Thank you again. And we will go ahead and sign off the call now.

END

