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SOCIAL SECURITY & MEDICARE 
 
New Medicare Preventive Service to Fight Obesity 
Medicare is adding coverage for preventive services to reduce obesity.  Screening 
for obesity and counseling for eligible beneficiaries by primary care providers in 
settings such as physicians’ offices are covered under this new benefit.  For a 
beneficiary who screens positive for obesity with a body mass index (BMI) ≥ 30 
kg/m2, the benefit would include one face‐to‐face counseling visit each week for one 
month and one face‐to‐face counseling visit every other week for an additional five 
months.  The beneficiary may receive one face‐to‐face counseling visit every month 
for an additional six months (for a total of 12 months of counseling) if he or she has 
achieved a weight reduction of at least 6.6 pounds during the first six months of 
counseling.  



 
Social Security Expands Spanish­language Online Services 
Social Security has improved their Spanish‐language website, 
www.segurosocial.gov, to include the ability to enroll in retirement benefits and 
Medicare completely in Spanish.  The website also now includes resources printed 
n Spanish to assist someone applying for Extra Help and a Spanish‐language 
etirement Estimator. 
i
R
 
Medicare Awards Grants to Expand 52 SMP Programs 
The U.S. Department of Health and Human Services announced the award of $9 
million from the Centers for Medicare & Medicaid Services (CMS) to help Senior 
Medicare Patrol (SMP) programs across the nation continue their work fighting 

alley’s SMP Medicare fraud.  Congratulations to the Elder Services of Merrimack V
Program, who will receive one of these grants to help sustain this vital program. 
The SMP volunteers work in their communities to educate Medicare 
beneficiaries, family members, and caregivers about the importance of reviewing 
their Medicare notices, and Medicaid claims if dually‐eligible, to identify errors 
and potentially fraudulent activity.  Program volunteers also encourage seniors 
o make inquiries to the SMP Program when such issues are identified, so that 
he project may ensure appropriate resolution or referral. 
t
t
 
LINET Updates 
Just a reminder that the LINET BIN number used by pharmacies to process claims 
changed to 015599 this past fall.  If a pharmacy or client reports difficulty with 
ubmitting a claim, you may provide them with the attached Four Steps for 
harmacy Providers that includes this updated information. 
s
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Medicare Rights Center Resource 
The November/December 2011 issue of the Medicare Rights Center’s newsletter, 
The Medicare Counselor, is attached.  It includes information on Medicare’s mental 
health benefits, the Special Enrollment Period for Discontinued Plans, and the 
Medicare Secondary Payer Recovery process.   
 

MASSHEALTH & THE CONNECTOR 
 
Administrative Review Process for Some MassHealth Members 
Counselors should be aware the MassHealth has initiated a new streamlined 
administrative review process for certain MassHealth members.  This process will 
replace the current annual review form for some.  Instead of being required to 
complete and return a full annual review form, selected members will only need to 
use the enclosed form to indicate any changes to their circumstances.  If there are no 
changes to report, then the member does not need to do anything and his/her 
eligibility will be automatically renewed for another year. 

http://www.segurosocial.gov/


To be a er must meet the following 
criteria

ble to use this streamlined process, a memb
: 

♦ Community adults aged 65 and older  who 

o 
o are single or a couple with no dependents; 

ual) or $3,000 (couple); 
o r only source of income;  

have assets less than $2,000 (individ
rity benefits as thei

le; and 
have Social Secu

o are not subject to a deductib
o 

♦ QI, SLM
have Medicare. 

o 
B, and QMB members who 

o ); 
are single or a couple with no dependents; 
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rity benefits as theihave Social Secu

o are not subject to a deductible; and 
o have Medicare. 

♦ Home and Community‐Based Service Waiver members, members eligible for 
coverag dult children, and disabled 
adult w

e under the Pickle Amendment, disabled a

o 
idows who 

o  
are single or a couple with no dependents; 

ual) or $3,000 (couple);
o r only source of income; 

have assets less than $2,000 (individ
rity benefits as theihave Social Secu
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♦ Single a
have Medicare. 

o 
dults and couples aged 64 and under who  

o nly source of income; 
have no dependents;  

rity benefits as their o
 nmet deductible; and 
have Social Secu
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o have Medicare. 
 

The MassHealth Provider Bulletin is attached. 
 
MISCELLANEOUS 
 
Changes to the Medical Security Program 
Effective January 1, 2012, the Division of Unemployment Insurance will be making 
changes to its Medical Security Program’s Direct Service Plan.  These changes do not 
affect eligibility or members who receive premium assistance.  Affected individuals 
have re d from the previous Blue Cross 
Blue Sh

ceived notices that they will be disenrolle

♦ 
ield plan to a new Network Health Plan.  Other changes include: 
New Network Health membership cards 

♦ New cost sharing model – The new plan will have no deductible and lower 
co‐payments than the previous plan. Members may be required to pay a 
weekly premium based on family income and size. Weekly premium costs 
will range between $0 and $27 per covered individual.  Families with income 

, children 19 and under, disabled 
pt from premiums. 

less than 150% of the federal poverty level
individuals and pregnant women are exem

Further details can be found at the following link. 

http://www.mass.gov/lwd/unemployment-insur/programs-and-services-for-claimants/medical-security-program-msp/upcoming-changes-.html


Funding Opportunity to Educate Woman about Benefits 
The Office on Women’s Health has announced grants to support activities that 
provide awareness and education to women regarding the programs, benefits, and 
rights under the Affordable Care Act (ACA). These activities can cover preventive 
services, Medicare benefits, reducing health disparities, and the Pre‐Existing 
Condition Insurance Plan. The deadline for proposals is Jan. 20.  Grants will be 
awarded up to a maximum of $2,500.  The request for proposals is attached. 
 

THE SHINE SPOTLIGHT 
 
Seeking Nominations! 
The SHINE Spotlight shares interesting stories or notable achievements of the many 
dedicated SHINE Counselors across the state.  To nominate a SHINE Counselor to be 
featured in this section, contact Chris Ciano at christopher.ciano@state.ma.us.  
 
SHINE EVENTS 
 
SHINE Regional Direc
Tuesday, January 31 
Milford Senior Center 

tors’ Meeting 

 
OUTSIDE EVENTS 
 

ng on MaPublic Heari ssHealth Duals Demonstration Draft 
Wednesday, January 4 

ing, Conference Rooms 2‐3 
10am – 1pm 
tate Transportation Build
0 Park Place, Boston MA 
S
1
 

etts Health
 

Massachus  Care Training Forums 
Wednesday, January 4
9am – 1pm 
oliday Inn Taunton 

h Blvd, Taunton MA 
H
700 Myles Standis
 
Friday, January 6 
9am – 1pm 
oliday Inn Holyoke 

, Holyoke MA 
H
245 Whiting Farms Rd
 
Thursday, January 12 
9am – 1pm 
Holiday Inn Tewksbury 
4 Highwood Dr, Tewksbury MA 

mailto:christopher.ciano@state.ma.us


Wednesday, January 18 

othy Quincy Suite 
9am – 1pm 

s Center‐ Dor
t, Boston MA 

Back Bay Event
80 Berkeley S1
* new location 
 
Friday, January 27 

ter 
9am – 1pm 
oagland Pincus Conference CenH

222 Maple Ave, Shrewsbury MA 
 
Agenda and online registration can be found at the following link. 
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 Contact SHINE State Staff 
 

Cynthia Phillips  
Director 

cynthia.phillips@state.ma.us 
 

Chris Ciano 
Assistant Director 

christopher.ciano@state.ma.us 
 

Jennifer Syria 
Field Operations Manager & Training Coordinator 

jennifer.syria@state.ma.us 
 

Richard Miranda  
Program Coordinator 

richard.miranda@state.ma.us 
 

http://mahealthcaretrainingforum.ehs.state.ma.us/meetings.aspx?linkidentifier=id&itemid=138
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In these four pages you will find a frequently 


asked question from our Consumer Helpline, 


information about Medicare coverage of Mental 


Health services in 2012, and an inquiry from 


our state SHIP inbox about the Medicare Sec-


ondary Payer Recovery Contractor (MSPRC).  


In this issue... 


The Medicare Counselor 
NOVEMBER/ DECEMBER 2011  
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Hot Topic from the Helpline 


Medicare Resources 
 


Medicare Interactive:  
      http://www.medicareinteractive.org/ 


Medicare Rights Center: 
      http://www.medicarerights.org/ 


Medicare:  
      http://www.medicare.gov 


Health Care Reform and Medicare: 
http://www.medicarerights.org/issues-
actions/health-reform-and-medicare.php 


I recently received my Annual Notice of Change 
from my Medicare drug plan. The notice stated 
that my plan will be ending in 2012, and that I 
will have to choose a new plan in order to con-
tinue having Medicare drug coverage. Is my 
plan allowed to do this? What are my options, 
and how long do I have to choose a new plan?  


                      -Helpline Caller 
  


 Your plan is allowed to leave the market 
between plan years. There are two reasons your 
plan may be leaving the market, which are ex-
plained below. The reason your plan is leaving the 
market will determine how long you have to select 
a new plan.  
 All Medicare beneficiaries received their 
Annual Notice of Change (ANOC) from their Medi-
care drug or Medicare Advantage plan as of Sep-
tember 30, 2011. For most people, this notice in-
cluded changes to their plans that would be imple-
mented in the coming year. However for some, the 
ANOC alerted them that their plan would either be 
consolidated or terminated. In some cases, where 
people’s plans are being terminated, they may be 
automatically reassigned to a new plan for 2012.  
 A plan consolidation occurs when plans 
from the same company that offer nearly identical 
benefits are merged. Any beneficiary who is alerted 
to a plan consolidation in their ANOC will be auto-
matically enrolled into the new plan for 2012. If 
someone does not want to be automatically en-
rolled, they may choose a new plan and  actively 
enroll themselves. Most people in consolidating 
plans who want to enroll into a new plan must do 
so before Fall Open Enrollment ends on Dec. 7. If a 
person’s plan is consolidating, it is recommended 
that they research what changes are being made to 
the plan’s drug formulary and/or health benefits. If it 
is a Medicare Advantage plan, they should talk to 
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Understanding Medicare 


Mental Health Coverage in 2012 


their doctors to confirm whether or not they will be in 
the plan’s network.  
 Every year, some Medicare Advantage plans 
and some Medicare drug plans end their contracts 
with Medicare. If a plan is terminating, members 
must actively enroll into a new plan. These benefici-
aries have a Special Enrollment Period (SEP) to 
choose a new plan. Their SEP lasts until the last 
day of February, 2012. However, it is still recom-
mended that people enroll in a new plan during Fall 
Open Enrollment (Oct. 15- Dec. 7). This ensures 
their new plan will begin Jan. 1 and the beneficiary 
will have no gaps in coverage. If someone enrolls in 
January or February, their new plan becomes effec-
tive the first of the month following enrollment. 
 Medicare beneficiaries who receive Extra 
Help will be automatically reassigned to a new plan 
if their plan is terminating. This means that if they do 
not actively enroll into a new drug plan, Medicare 
will automatically enroll them into a new benchmark 
plan for 2012. Furthermore, if someone with Extra 
Help is enrolled in a plan that is increasing its pre-
mium above the benchmark amount for 2012, then 
Medicare will automatically reassign them to a new 
benchmark plan. However, this only happens if 
Medicare also initially chose their current plan. They 
will actively have to switch plans if they want a new 
benchmark plan. Remember, anyone with Extra 
Help can change plans once a month throughout 
the year, due to their ongoing Special Enrollment 
Period (SEP). 


  


 Medicare covers mental health services dif-
ferently depending on whether the beneficiary is re-
ceiving that service as an inpatient or an outpatient. 
Starting in 2012, some preventive mental health ser-
vices will be added to Medicare coverage. These 
services will be covered 100 percent by Medicare, 
with no patient cost sharing.  
 
Outpatient coverage 
 
 Medicare Part B will pay 80 percent of its 
approved amount for an initial visit to a licensed 
psychiatrist to determine a diagnosis, and for brief 
appointments to manage medications. These brief 
supervision meetings between doctor and patient 
are designed to evaluate a prescribed method of 
treatment and determine whether the beneficiary is 
meeting treatment goals. For other appointments 


after that initial visit, Medicare will pay 60 percent of 
the approved amount in 2012. The beneficiary or 
their supplemental insurer is responsible for the re-
maining 40 percent of the cost. The amount of cost 
sharing a person with Medicare must pay for mental 
health services will decrease in the coming years. 
This is because Congress passed legislation that 
reduces how much people with Medicare pay for 
outpatient mental health treatment to be in line with 
coinsurance amounts for other medical services. 
Medicare cost sharing for outpatient mental health 
services over time will be:  
 


The services, which Part B covers at 60 percent in 
2012 are: 
 


individual and group therapy; 


family counseling to help with treatment; 


tests to make sure the proper care is being ad-
ministered;   


activity therapies, such as art, dance or music 


therapy;  


occupational therapy. 


  
Outpatient mental health services can take place in 
an outpatient hospital program, a doctor or thera-
pist’s office or a clinic. Medicare will help pay for 
outpatient mental health services received from 
general practitioners, nurse practitioners, physi-
cians’ assistants, psychiatrists, clinical psycholo-
gists, clinical social workers and/ or clinical nurse 
specialists. 
 Medicare will only pay for the services of non
-medical doctors (such as psychologists and clinical 
social workers) if the providers are Medicare-
certified and take assignment, meaning that they 
accept Medicare’s approved amount as payment in 
full. Medicare will pay for the services of medical 
doctors (such as psychiatrists) who do not take 
Medicare assignment (non-participating providers), 
but these doctors can charge up to 15 percent 
above Medicare's approved amount in addition to 
the Medicare coinsurance.  
 
Inpatient coverage 
 


Year Cost sharing 


2010 - 2011 45 percent 


2012 40 percent 


2013 35 percent 


2014 20 percent 
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 Medicare Part A pays for inpatient mental 
health services in either psychiatric hospitals 
(hospitals that only treat mental health patients) or 
in general hospitals. If a beneficiary receives care in 
a psychiatric hospital, Medicare helps pay for up to 
190 days of inpatient care in a lifetime. After some-
one has reached that limit, Medicare may help pay 
for mental health care at a general hospital. Out-of-
pocket costs are the same in a psychiatric hospital 
as they are in any hospital. If a patient enters a psy-
chiatric hospital within 60 days of being an inpatient 
at a different hospital, they are in the same benefit 
period and do not have to pay the deductible again. 
A benefit period begins the day someone starts get-
ting inpatient care and ends when they’ve been out 
of the hospital or skilled nursing facility for 60 days 
in a row. 
 
New preventive care screenings 
 
 Medicare now covers yearly screenings for 
depression. This screening is part of a new series of 
Medicare preventive care benefits. Most preventive 
care services are covered 100 percent by Medicare, 
meaning no cost sharing to beneficiaries. These 
screenings are designed to be completed by a doc-
tor or other primary care provider to ensure correct 
diagnosis, treatment and follow-up. For Medicare to 


cover the annual depression screening, the screen-
ing must take place in a primary care setting. This 
means it will not be covered if the screening takes 
place in an emergency room, skilled nursing facility 
or as a hospital inpatient. 
 The annual depression screening includes a 
questionnaire that the beneficiary completes them-
selves or with the help of a doctor. This question-
naire is designed to indicate if someone is at risk for  
or has symptoms of depression. 
 If the results of the questionnaire indicate 
that a person may be at risk for or have symptoms 
of depression, their doctor will do a more thorough 
evaluation. If a beneficiary’s doctor believes they do 
suffer from depression, the physician will provide 
treatment and follow-up or a referral to a mental 
health professional for further care. If someone is 
determined to suffer from depression and is treated 
for that depression by the screening doctor or re-
ferred to another physician, then that treatment is 
not considered part of the preventive screening and 
will not be covered by Medicare at 100 percent. 
 It is important to remind clients that all pre-
ventive care that results in a diagnosis or requires a 
referral is no longer considered preventive care and 
Medicare cost sharing will apply to those cases.  


Medicare Counselor Pop Quiz 


True or False: You can only disenroll from a Medicare Advantage 


plan during the Fall Open Enrollment unless you qualify for a Spe-


cial Enrollment Period. 


False: 
 
Medicare Managed Care Manual 
 
Chapter 2 
 
 
30.5- Medicare Advantage Disenrollment Period (MADP) 
Medicare Advantage (MA) plan enrollees have an annual opportunity to prospectively disenroll from 


any MA plan and return to Original Medicare between January 1 and February 14 of every year. The 


effective date of a disenrollment request made using the MADP will be the first of the month follow-


ing receipt of the disenrollment request. Regardless of whether the MA plan included Part D drug 


coverage, MA enrollees using the MADP to disenroll from MA from January 1 through February 14 


are eligible for a coordinating Part D SEP to enroll in a PDP and may request enrollment in a PDP at 


any time during the MADP (see §30.3.8 of Chapter 3 of the Medicare Prescription Drug Manual). 
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Dear Dan 
My client recently received a letter from an organization called the Medicare Secondary Payer Recov-


ery Contractor (MSPRC). The letter instructed my client to repay nearly $3,000 to Medicare within 60 


days. I called the number listed on the letter and waited on hold for nearly 30 minutes, when I finally 


reached a representative, I was told that my client had a car accident two years ago and that his inju-


ries should have been covered by the automobile insurance company instead of by Medicare. What is 


MSPRC, and how can my client get Medicare to pay his claims? 


                                               - Bill (SHIP counselor)  


Dear Bill, 
 
As you already discovered, MSPRC stands 


for Medicare as Secondary Payer Recovery Con-
tractor. MSPRC is a Medicare contractor hired by 
the Centers for Medicare and Medicaid Services 
(CMS) to make sure that Medicare does not pay for 
medical services when another insurer should be 
paying first before Medicare. Clients generally deal 
with MSPRC in two instances: they receive medical 
services for which Medicare pays but then receive 
notice from MSPRC that the payments are being 
recouped or they receive notice from Medicare that 
medical service payments are denied because they 
have an open case with MSPRC. 


From your email it sounds like your client 
falls into the former category (i.e. he must repay 
medical payments made by Medicare). Unfortu-
nately, people with Medicare who are involved in 
accidents often end up in very difficult situations. 
Sometimes Medicare seeks to recover payments 
that it doesn’t feel it should have paid, even when 
an accident occurred many years ago.  


When a person with Medicare is in an acci-
dent, a case should be opened with MSPRC. In 
some instances Medicare will make a conditional, or 
temporary, payment after an accident. This means 
that while another insurance company is resolving 
the claim, Medicare will pay the cost of the medical 
care. However, Medicare expects these costs to be 
repaid once the settlement or payment from the 
other insurer is finalized. If the settlement or pay-
ment has already been finalized, then Medicare will 
usually deny the medical claims until the other insur-
ance payment has been used first.. After the other 
insurance has paid primary, Medicare will pay sec-
ond.  


If funds from a worker’s compensation settle-
ment or other insurance payment have been ex-
hausted, your client should close the case with 
MSPRC. After a case is closed with MSPRC, Medi-
care will begin to pay primary again. In order to 
close a case, any settlement resulting from the acci-
dent must be sent to MSPRC. If there is an amount 
of money set aside for Medicare, MSPRC must re-


ceive this amount in full. If Medicare pays for claims 
related to an accident, and another insurance also 
pays, the client must send MSPRC a refund for the 
Medicare payments.  


When MSPRC closes a case, it means that 
there is no ongoing liability from another insurer. If a 
client has reached a settlement where another in-
surer (such as worker’s compensation) agrees to 
cover injuries related to an accident for the rest of 
her life, the case cannot be closed.  


Providers should determine whether the ser-
vices they are providing to their patients are related 
to an accident. If they are not related, they must be 
sure that the claims submitted to Medicare reflect 
that the claim is not related to the accident. Prob-
lems getting Medicare to pay first often arise be-
cause providers fail to specify that the services they 
provided were unrelated to a previous accident. In 
some cases, they may not be aware that their pa-
tients were involved in an accident.  


Before calling MSPRC, your client should 
carefully consider whether this is the correct way to 
resolve the situation. If Medicare is recouping pay-
ments it has made for claims it believes to be re-
lated to an accident, your client should call MSPRC. 
During this call, your client should provide evidence 
that these claims were unrelated to the accident or 
that no other payer was available. 


If Medicare will not pay for claims that are 
unrelated to an accident because another insurance 
is primary, it may be that these claims were submit-
ted or processed incorrectly. If claims are not being 
submitted correctly, this should be resolved by 
speaking to the claims department at 800-
MEDICARE, or the Medicare Coordination of Bene-
fits hotline at 800-999-1118. Providers can resolve 
problems with claims processing by calling the 
Medicare Part A or B contractor directly. 


Regards,  
                           Dan 


 
 








                       
       


 


      


 


                                


                              
                     


                              
     


                  
                       


 
   
                                     


                                 
                           


                               
                        


 


    


 
                               


                                 
                                  
                       
                               
                                  
                             


 
                     


       


 
                                   
                              


                     
                       


       


  


 
                                   
                                    
                         
                           


                                  
                               
                            


Educating Women about Programs, Benefits, and Rights under the Affordable Care Act
 
Request for Proposals (RFP)
 


A. Proposal Submission Deadline 


 Proposals must be received no later than 5:00 p.m. Mountain Time (MT) on January 20, 2012. 
 Please submit proposals in Microsoft Word or PDF format to owhapplication@jsi.com or mail to JSI, 


ATTN: Megan Hiltner, 1725 Blake Street, Suite 400, Denver, Colorado 80202 
 Do NOT submit proposals to the Department of Health and Human Services (DHHS) Regional Offices 


on Women’s Health. 
 Please read all instructions prior to submitting your proposal. 


For help with this RFP: Please e‐mail: owhapplication@jsi.com or phone toll‐free: 1‐866‐224‐3815. 


TA Call:
 
A technical assistance conference call will be held on December 19, 2011, at 1 p.m. ET/12 noon CT/11 a.m.
 
MT/10 a.m. PT to answer questions about this announcement. To join this conference call on December 19,
 
2011, please dial 1‐886‐393‐5407. Upon dialing in, please provide the following conference ID number:
 
35052881. The title of the call is “Educating Women about Programs, Benefits, and Rights under the
 
Affordable Care Act.” Advance registration is NOT required to join the call.
 


B. Funding Available 


Funding is available to support activities and events that provide awareness and education to women living 
in the United States and its affiliated territories on the programs, benefits, and rights under the Affordable 
Care Act. These activities can cover different areas of the Affordable Care Act such as preventive services, 
Medicare benefits, reducing health disparities, and the Pre‐Existing Condition Insurance Plan. Educational 
sessions should target women and provide them with information that will allow them to make informed 
health care decisions for themselves and their families. It is important to target women because they are 
more likely to be the primary health care decision makers for themselves and/or their family. 


Projects will be funded up to a maximum amount of $2,500. 


C. Who can apply 


Funding is available to those eligible entities located in the 50 states, the District of Columbia, the six U.S.‐
Affiliated Pacific Island Jurisdictions, Puerto Rico, and the U.S. Virgin Islands. Eligible entities may include 
public and private non‐profit organizations, community and faith‐based organizations, health professional 
organizations, colleges and universities, community health centers, hospitals, health departments, and tribal 
and urban Indian organizations. 


D. Background 


The Office on Women’s Health (OWH) was established in 1991 in the Office of the Assistant Secretary for 
Health, within the Office of the Secretary. Its mission is to improve the health of American women by 
advancing and coordinating a comprehensive women’s health agenda throughout DHHS. OWH is the 
government’s champion and primary agent for women’s health issues, working to address inequities in 
research, health care services and education that have historically placed the health of women at risk. OWH 
is DHHS’s focal point for ensuring that women’s health policy, practice, and research are mutually informed 
and effectively integrated within DHHS. OWH accomplishes this by collaborating with other federal and 
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non‐federal partners on behalf of women and girls. OWH provides leadership to promote equity for women 
and girls through sex and gender specific approaches. 


OWH has staff located in Washington, D.C. and a network of Regional Women’s Health Coordinators 
(RWHCs) located in each federal region. The RWHCs coordinate and implement national public health 
initiatives to promote a greater focus on women's health issues at the regional, state and local levels. The 
RWHCs advance the mission of the OWH by administering programs that improve the health of women in 
communities across the country, and by coordinating activities in health care service delivery, research, and 
public and health professional education. Sensitivity to local, state, and regional needs in women's health is 
reflected in their work to identify priority health areas, to establish networking relationships, and to 
implement initiatives addressing regional women's health concerns. For additional information about the 
RWHCs and the regional offices, please visit http://www.womenshealth.gov/owh/reg/. 


The Affordable Care Act was signed into law on March 23, 2010 by President Barack Obama. Women have 
unique health care needs, and often are the primary health care decision makers for themselves and/or 
their family. The law offers important benefits for women by slowing the growth of health care costs, 
investing in prevention and wellness, supporting improvements in primary care, and creating linkages 
between the traditional areas of health and social services. 


The Report to Congress from the U.S. Department of Health and Human Services (Report on Activities 
Related to “Improving Women’s Health” as Required by the Affordable Care Act) states that women are 
more likely than men to live in poverty and be unemployed. Women are also impacted by the rising costs of 
health care. Although most women ages 18‐64 are covered by employer‐based health care, they are still 
twice as likely to be covered as dependents, resulting in greater vulnerability to loss of coverage if the wage 
earner loses his job. Women are also key consumers of health care. Women have unique needs and have 
higher rates of chronic disease, including diabetes, heart disease, and stroke, than men. While women are 
more likely to need preventive health care services, they often have less ability to pay. On average they have 
lower incomes than men and a greater share of their income is consumed by out‐of‐pocket health costs. A 
report by the Commonwealth Fund found that in 2010, 48 percent of working‐age women—an estimated 45 
million people—reported that because of cost they did not fill a prescription; skipped a recommended test, 
treatment, or follow‐up; had a medical problem for which they did not visit the doctor; or did not see a 
specialist when needed—an increase from 34 percent in 2001. These factors in turn affect the health of 
families and communities. 


The health care law protects women by providing affordable insurance options, ensuring that recommended 
preventive services are covered by insurers at no additional cost. Before the Affordable Care Act became 
law, insurance companies selling individual policies could deny coverage to women due to pre‐existing 
conditions, such as cancer and having been pregnant. Under the law, insurance companies are banned from 
denying coverage to children because of a pre‐existing condition and are banned from discriminating against 
anyone with a pre‐existing condition beginning in 2014. In addition, before the law, women could be 
charged more for individual insurance policies simply because of their gender. In 2014, insurers will not be 
able to charge women higher premiums than they charge men. In addition to these insurance market 
reforms that ban underwriting on the basis of health or gender, beginning in 2014, women will have 
improved access to affordable health insurance through new state Affordable Insurance Exchanges. For 
those eligible, there will also be access to financial assistance through health insurance premium tax credits 
for the purchase of coverage through the Affordable Insurance Exchanges, as well as expanded access to 
Medicaid. 


The law takes strong action to control health care costs, including helping states take action against 
excessive premium increases and ensuring premium dollars are utilized for health care. Women will also 
now have their choice of doctor. Americans joining new insurance plans have the freedom to choose from 
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any primary care provider, OB‐GYN, or pediatrician in their health plan’s network, or emergency care 
outside of the plan’s network, without a referral. 


Removing cost sharing requirements improves women’s access to important preventive services. In fact, 
one study found that the rate of women getting a mammogram went up as much as 9% when cost sharing 
was removed.1 Under the Affordable Care Act, all Americans joining a new health care plan can receive 
recommended preventive services, like mammograms, new baby care and well‐child visits, and, beginning in 
2012, services like well‐woman visits, support for breastfeeding equipment, contraception, and domestic 
violence screening, with no out‐of‐pocket costs. 


Not all Americans have equal access to affordable health care. Low‐income and racial and ethnic minorities 
often have higher rates of disease, fewer treatment options, and reduced access to care. By eliminating cost 
sharing requirements, these guidelines help improve access to comprehensive quality health care for 
women of color and all women. 


OWH contracted with John Snow, Inc. (JSI) to provide general program support to the Central and ten 
Regional Offices on Women’s Health to manage regional health projects and activities in women’s health in 
the ten HHS regions. Therefore, JSI is lead contractor for administration of this RFP. 


E. Focus Area 


Funding is available for educational activities that will inform women about programs, benefits, and rights 
under the Affordable Care Act. These activities can cover different areas of the Affordable Care Act such as 
preventive services, Medicare benefits, reducing health disparities, and the Pre‐Existing Condition Insurance 
Plan. One or more activities may be planned with the goal of reaching a total minimum of 200 participants. 
The activities should be free to the public and should not require any disclosure of personal medical 
information. Educational materials on programs, benefits, and rights under the Affordable Care Act are 
available through the following government websites which are deemed pre‐approved. Most information is 
available in Spanish. Materials from any non‐federal websites or sources that will be used to educate 
women on the Affordable Care Act with this funding must be authorized by the government or government 
partner. 


Suggested Resources: 


http://www.healthcare.gov/foryou/betterbenefitsbetterhealth/women.html 
http://www.healthcare.gov/news/factsheets/2011/08/women.html 
http://www.healthcare.gov/news/factsheets/2011/08/womensprevention08012011a.html 
http://womenshealth.gov/health‐topics/a‐z‐topic/pubs‐orgs.cfm?topic=1589 
http://www.hhs.gov/news/press/2011pres/08/20110801b.html 
http://www.whitehouse.gov/files/documents/health_reform_for_women.pdf 
http://iom.edu/Activities/Women/PreventiveServicesWomen/2011‐JUL‐20.aspx 


F. Funding Guidelines 


Applicants may submit only one proposal for this funding opportunity. If an applicant submits more than 
one proposal, none of the proposals will be reviewed or considered for funding. 


1 Trivedi, A., Rakowski, W., Ayanian, J., Effect of cost sharing on screening mammography in Medicare health plans. New 
England Journal of Medicine. 2008. 358: 375-383. 



http://iom.edu/Activities/Women/PreventiveServicesWomen/2011-JUL-20.aspx

http://www.whitehouse.gov/files/documents/health_reform_for_women.pdf

http://www.hhs.gov/news/press/2011pres/08/20110801b.html

http://womenshealth.gov/health-topics/a-z-topic/pubs-orgs.cfm?topic=1589

http://www.healthcare.gov/news/factsheets/2011/08/womensprevention08012011a.html
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G.	 Funding Notification 


This is a competitive process. All proposals will be reviewed by an objective technical review panel. 
Applicants will be notified by e‐mail or mail by February 24, 2012, regarding funding decisions. 


H.	 Payment Process 


Awardees will become subcontractors of JSI; therefore, no CFDA number is associated with these funds. The 
approved proposal will serve as a contract for required deliverables from awardees. Payment will be 
processed after the completion of an awardees project and within 30 days of receipt and approval of the 
final report. 


Please Note: Any modifications to an awardee’s proposal must be approved before the proposed project is 
implemented. Modifications to a proposed project that are not approved in advance may result in 
nonpayment. To request approval for any modifications, please contact JSI at owhapplication@jsi.com. 


I.	 Project Time Frame 


The period of performance for projects selected for funding will begin upon receipt of award notification 
(February 24, 2012) and end by September 14, 2012. Final reports must be submitted by September 14, 
2012. 


J.	 How To Submit a Proposal 


	 Please submit proposals in Microsoft Word or PDF format to owhapplication@jsi.com or mail to 
JSI, ATTN: Megan Hiltner, 1725 Blake Street, Suite 400, Denver, Colorado 80202. E‐mail is the 
preferred method for proposal submission. Applicants that do not have e‐mail may submit 
proposals via mail. 


 Proposals will not be accepted by OWH.
 
 Proposals must be received by JSI by e‐mail or mail submission by 5:00 p.m. Mountain Time on
 


January 20, 2012. 
 Proposals can be a maximum of 6 pages and should be in 12 point font and Times New Roman. 
 Proposals must be signed by an official with the authority to commit the organization to a 


contractual obligation.
 
 You will receive confirmation of your submission in three days. If you do not receive a
 


confirmation, please call 1‐866‐224‐3815.
 


If you have questions or need assistance, please call 1‐866‐224‐3815. 
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K.	 Review Process 


Proposals will be reviewed by an objective technical review panel. Successful proposals will be selected 
based on their relevance to OWH program objectives and the following criteria: 


•	 Form I. Cover Page (5 points) 
•	 All requested contact information is included 


•	 Form II. Organizational Background (20 points) 
• Description of organization’s mission, history, and services is provided 
• Description of geographic area and population served is provided 


•	 Form III. Proposed Activity Description (35 points) 
•	 Proposed target population is described 
•	 Community need for the project is described 
•	 Proposed project description is provided 
•	 Proposed partners and their contributions are described 
•	 Planned activities and deliverables are identified 


•	 Form IV. Project Evaluation (20 points) 
• Performance measures and evaluation methods are described 


•	 Form V. Budget (20 points) 
•	 Budget expenses are detailed in the table provided and all itemized expenses are 


allowable based on the guidelines included on the form. Other sources and 
amounts of funding (if any) must be included. 


JSI reserves the right to request revisions to the budget and/or scope of work of any applicant. 


L.	 Data Disclaimer 


DHHS, OWH has contracted with JSI to administer this project. All materials submitted regarding this funding 
announcement becomes the property of DHHS. DHHS has the right to use any or all information/materials 
presented in a proposal, subject to limitations for proprietary or confidential information. Disqualifications 
or denial of the proposal does not eliminate this right. 


It is the responsibility of the awardee to identify proprietary information and request that the information 
be treated as such. Any additional restrictions on the use or inspection of material contained within the 
proposal shall be clearly stated in the proposal itself. The privacy policy for JSI is available at 
http://www.jsi.com/JSIInternet/privacy.cfm. The HHS privacy policy is available at 
http://www.hhs.gov/Privacy.html. 


Event materials supported through these funds must include acknowledgment of support from DHHS, OWH. 
The awardee must also include the following statement on materials distributed at events: "Funding for this 
project was made possible in part by the Department of Health and Human Services (HHS) Office on 
Women's Health. The views expressed in written materials or publications and by speakers and 
moderators at HHS co‐sponsored conferences, do not necessarily reflect the official policies of the U.S. 
Department of Health and Human Services; nor does the mention of trade names, commercial practices, 
or organizations imply endorsement by the U.S. Government." 



http://www.hhs.gov/Privacy.html

http://www.jsi.com/JSIInternet/privacy.cfm
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M. Proposal Instructions 


Complete your proposal using the forms provided: 
 Proposals should be signed by an official with the authority to contract on behalf of the 


organization. For proposals submitted via e‐mail, a typed electronic signature with a statement “this 
typed signature represents an official signature” is acceptable. 


 Complete proposals cannot exceed 6 pages in length (5 pages for Forms I, II, III, IV and 1 page for 
Form V). 


 Completed proposals must include: 
o Cover Page (included as Form I) 
o Organizational Background (included as Form II) 
o Proposed Project Description (included as Form III) 
o Project Evaluation (included as Form IV) 
o Project Budget (included as Form V) 
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Educating Women about Programs, Benefits, and Rights under the Affordable Care Act 
Cover Page – Form I 


Contact Information: 


HHS Region: 


Organization Name: 


Mailing Address, City, State, Zip: 


Executive Director: 


Project Director: 


Point of Contact for this Proposal : 


Phone Number: 


E‐mail Address:
 


Fax Number:
 


Organization’s Employer Identification Number (EIN)/Tax
 
Exempt Number:
 


**Signature of Official with Contracting Authority:
 


Print Name:
 


** This is the person with the legal authority to enter into a contractual obligation on behalf of the 
organization. For proposals submitted via e‐mail, a typed electronic signature with a statement “this 


typed signature represents an official signature” is acceptable. 
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Organizational Background – Form II 


1. Describe your organization’s mission, history, and services provided. Include information on your 
organization’s capabilities and qualifications to implement the proposed project. 


2. Provide a brief description of the population and geographic area that your organization serves. 
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Proposed Project Description – Form III 


1. Describe the target population and community for the proposed educational activity(s). Provide 
descriptive information on the participants and the community setting (race/ethnicity; age range; 
rural/urban/suburban/frontier setting; consumer and/or professionals; faith‐based/civil/social group; etc.) 
Use Quick Health Data Online statistics whenever possible (http://www.healthstatus2010.com/owh/) 


2. Describe the need for the activity(s) in the specified community, for the specified target population. 


3. Describe the proposed project to plan and implement educational sessions. 


4. Describe partnering entities that will work with your organization to plan and implement the activity(s). 


5. Provide the logistical information for the activity(s). (Proposed location, community setting, dates, etc.) 



http://www.healthstatus2010.com/owh
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Proposed Project Description – Form III (continued) 


6. In the table below, provide a timeline and identify responsibilities for all activities required to carry out 
this project. (Add more rows as needed.) 


Activity Start 
Date 


End 
Date 


Person 
Responsible 


Project Evaluation – Form IV 


1.	 What performance measure(s) will you use and how will you evaluate the success of your project? 
(Examples of evaluation methods include pre‐post test to measure improved health indicators or 
questionnaire to measure knowledge gained as a result of this project.) 
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Project Budget‐ Form V 


Examples of educational activities that can be funded include: health provider trainings; educational 
sessions at community centers, health centers/departments/hospitals; social services trainings; faith‐
based/church workshops; conference workshops; cultural/heritage events; social/civil club meetings; 
sorority meetings/events; etc. 


Educational materials on programs, benefits, and rights under the ACA purchased or printed with OWH 
funding must be authorized by the government, or government partner. Materials on women’s health and 
the ACA purchased or printed with this funding must be scientifically based, medically accurate, and up‐to‐
date. Educational materials from websites listed in Section E. Focus Area of this RFP are deemed pre‐
approved. 


Funding will not be provided for the following: 
 capital building projects, overhead, or indirect costs 
 food and beverages 
 research, direct clinical services, lab services and testing kits 
 printing and copying over $1,000 
 promotional items (i.e. t‐shirts, sunscreen, pens, pedometers) 
 creation of books, DVDs and CDs—this does not include reprinting of HHS materials 
 fundraising activities 
 purchase of equipment 


1. List how you will use requested funds for this project in the table below. 
Item Description Cost ($) Requested Funds Other 


Funding 
Source 


Total: 


2. If your budget for the requested funds includes salaries or staff time, please provide a justification 
below. 
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3. List other sources of funding to support the activity(s) budget, including in‐kind support. 


Co‐Sponsors/Partnerships Funding In‐Kind Total 
Contribution 








Approved 08/11 
 


Medicare’s Limited Income Newly Eligible Transition (NET) Program  
 


Four Steps for Pharmacy Providers 
 


The Limited Income NET Program (or LI NET) is designed to eliminate any gaps in 
coverage for low-income individuals transitioning to Medicare Part D drug coverage.   
 
Immediate need prescription drug coverage:  The LI NET Program ensures that 
individuals with Medicare’s low-income subsidy (LIS), or “Extra Help,” who are not yet 
enrolled in a Part D prescription drug plan are still able to obtain immediate prescription 
drug coverage.   


 
Please note:  If an individual is later determined to be ineligible because 
he/she does not receive the LIS, the individual will be financially responsible 
for any claims already paid on his/her behalf.  
 


Retroactive coverage:  The LI NET Program provides retroactive coverage for new 
dual eligibles (those individuals who are eligible for both Medicare and Medicaid or 
Medicare and Supplemental Security Income (SSI) from the Social Security 
Administration (SSA)).  Medicare automatically enrolls these individuals into LI NET for 
eligible periods with an effective date retroactive to the start of their full-benefit dual 
eligible status.   
 
Enrollment in the LI NET Program is temporary while Medicare enrolls these 
individuals in a standard Medicare Part D plan for the future. 
 
The LI NET 4Rx data are printed at the top of the beneficiary’s confirmation letter from 
LI NET (if available).  The data may also be obtained through an E1 query to Medicare’s 
on-line eligibility/enrollment query system, also called the TrOOP Facilitator.  The query 
will return the 4Rx data; if a phone number for contract “X0001” is returned, the 
beneficiary is enrolled in LI NET, but the 4Rx data are not yet available on Medicare’s 
system.  In this case, use the following: 
 
• BIN = 015599      
• PCN = 05440000 
• Cardholder ID = Medicare Claim number on the red, white and blue Medicare 


Card (also called Health Insurance Claim Number or HICN) 
• Group ID may be left blank 
• Optional: Patient ID = Medicaid ID or Social Security Number 
 
You should continue to perform an E1 query on these individuals on a monthly basis 
because they will be enrolled by Medicare into a standard Medicare Part D plan within 
two months. 
 
 


Questions?  Go to the LI NET Pharmacy portal at 
http://www.humana.com/pharmacists/resources/li_net.asp or Call 1-800-783-1307
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Four Steps – Using the LI NET Program 


 
1. Request Individual’s Part D Plan ID Card  


If an individual has a Part D Plan ID Card, or plan letter with 4Rx data, submit claims 
to that payer.  


 
If not available, go to Step 2. 


 
2. Submit an E1 Transaction to Medicare’s Online Eligibility/Enrollment System  


Plan enrollment data are available on dates of service within the last 90 days.  If you 
are uncertain about how to submit an E1 query, please contact your software vendor.  
If the E1 query returns:  


• BIN/PCN, submit the claim to the plan indicated; or 
• Contract ID number and help desk number, contact plan for 4Rx data.   


 
If the E1 query does not return plan enrollment, go to Step 3. 


 
3. Verify Individual has Medicaid or LIS, and Medicare  
 


Medicaid/LIS (one of the below)  
AND


Medicare (one of the below) 
• Medicaid ID Card 
• Copy of current Medicaid award letter 


with effective dates  
• State eligibility verification system 


(EVS) queries (interactive voice 
response, online)  


• Notice from Medicare or SSA awarding 
low-income subsidy 


• Medicare Card (red, white 
and blue) 


• E1 query to Medicare’s 
online  eligibility/ 
enrollment system  


• Recent Medicare 
Summary Notice  (MSN) 


• Medicare pharmacy 
eligibility line  1-800-
MEDICARE  


 
If the individual cannot provide evidence of current eligibility for Medicare and Medicaid 
or the LIS, do NOT submit a claim to the LI NET Program. Instead, refer him/her to the 
State Health Insurance Assistance Program (SHIP) for help in obtaining such evidence.  
 
If individual has Medicaid or LIS, and Medicare eligibility, go to Step 4. 
 
4. Submit Claim to the LI NET Program  


Enter the claim through your claims system in accordance with the LI NET payer 
sheet, available at: http://www.humana.com/pharmacists/resources/li_net.asp.  
• BIN = 015599 
• PCN = 05440000 
• Cardholder ID = Medicare Claim number on the red, white and blue Medicare 


Card (also called Health Insurance Claim Number or HICN) 
• Group ID may be left blank   
• Optional: Patient ID = Medicaid ID or Social Security Number 
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Common Reject Codes 
 


User-friendly claims rejection messages will be returned to a pharmacy provider as 
secondary messages when an individual is determined to be ineligible.  
 


Error 
Description 


NCPDP 
Reject 
Code 


Messaging and Pharmacy Guidance 


Individual already 
enrolled in a Part D 


plan 
41 


Submit Bill to Other Processor or Primary Payer 
<Custom Message With Patient and Plan Information>  


 
Please submit claim to other Part D plan. 


If an unsuccessful attempt has been made to bill the other 
processor or payer, call 800-783-1307 for help. 


Invalid Cardholder ID – 
Individual not Found 


with Medicare eligibility 
52 


Non-matched Cardholder ID 
Unable to validate patient’s eligibility for Medicare; verify 


Medicare ID#; for additional help call CMS at 1-800-MEDICARE 
 


Enter Medicare Claim Number from red, white and blue 
Medicare Card into Cardholder ID field. 


Claim older than 30 
days with no 


established eligibility 
52 


Non-matched Cardholder ID 
Elig Determination Reqd; Call 800-783-1307 


 
Eligibility for program must be determined. 


You must contact Humana at 800-783-1307 before you can 
process the claim. 


 
 
Additional Information 
 
• The LI NET Program will reimburse qualified individuals who paid for Part D 


prescription drugs out-of-pocket during eligible periods.  Individuals can send or fax 
copies of their receipts to the LI NET Program for review.  Call 1-800-783-1307 for 
more information. 


• Other edits include those for safety, duplication, Part B covered drugs, and Part D 
excluded drugs.  


• If a pharmacist or beneficiary believes LI NET rejected a claim in error, they may 
request an Eligibility Review.  They must provide proof of eligibility for the program.  
Call the LI NET Program at 1-800-783-1307 for assistance. 


• For additional information on CMS’ website, go to: 
http://www.cms.gov/LowIncSubMedicarePresCov/03_MedicareLimitedIncomeNET.asp 
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Calling the LI NET Program:  1-800-783-1307 Menu Options 
 


Pharmacy Provider:   Press 1, then for: 
• Claim Rejections:   Press 1 
• Part B vs. Part D Drug:  Press 2 
• Eligibility Verification:   Press 3 
• Repeat Options:  Press 4 


 
Physician/Prescriber:   Press 2 
 
Beneficiaries/Others:   Press 3 
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Appendix 
Additional Reject Codes 
 


Error  
Description  


NCPDP 
Reject 
Code  


NCPDP Primary 
Message  


Secondary Message 
(Customizable)  


Not currently 
Medicare eligible  


65  Patient is not covered Unable to validate patient’s 
eligibility for Medicare; verify 
Medicare ID#; for additional help 
call CMS at 1-800-MEDICARE 


Patient is 
deceased  


65  Patient is not covered Patient is shown to be deceased; 
verify Medicare ID#; for 
additional help call CMS at 1-
800-MEDICARE 


Enrolled in a 
Medicare Part C 
plan 


65 Patient is not covered Enrolled in a Medicare Part C 
plan that does not allow 
enrollment in LI NET; contact 
other plan 


Patient has 
subsidized 
employer plan   


65  Patient is not covered Patient has subsidized 
employer/union group retiree 
drug benefits; not eligible for LI 
NET; contact group plan 


Patient has opted 
out of Part D 
auto-enrollment 


65 Patient is not covered Patient has opted out of Part D 
auto-enrollment; not eligible for LI 
NET; for additional help call 800-
783-1307  


Patient lives 
outside the 50 
States or DC  


65  Patient is not covered Patient lives outside of 50 States 
or DC; not eligible for LI NET; 
verify address; for additional help 
call 800-783-1307     


Claim older than 
36 months  


75 Prior Authorization 
Required 


Elig Determination Reqd  
Call 800-783-1307 
 
Note: You will need to contact 
Humana at the number above 
before you can process the 
claim. 
 


Missing Required 
Fields  


Various  Various  Required Field(s) Missing  
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 MassHealth 
 Community Health Center Bulletin 70 
 December 2011 
 
 
 TO: Community Health Centers Participating in MassHealth 
 
FROM: Julian J. Harris, M.D., Medicaid Director   
 
 RE: Administrative Review Process for Certain MassHealth Members Including 
  Community Elders and Disabled Adults and Children 
 


 
Background State and federal laws require MassHealth to perform a continuing 


eligibility review of every member on an annual basis. 
 
 MassHealth uses a streamlined eligibility review process, called 


administrative review, on certain MassHealth members residing in nursing 
facilities. Administrative review streamlines the annual review of these 
MassHealth members by using data matching.  On December 19, 2011, 
MassHealth expanded the administrative review process to more 
members, including community elders and disabled adults and children. 


 
 Members who meet the criteria for an administrative annual review will 


not need to return the review form if they do not have changes to report. 
Their eligibility will continue for another year, assuming no changes occur 
throughout the year. 
 


 
Eligible Populations Community adults aged 65 and older will be selected for the 


administrative review process if they  
• are single or a couple with no dependents; 
• have assets less than $2,000 for a single person or $3,000 for a 


couple; 
• have Social Security benefits as their only source of income;  
• are not subject to a deductible; and 
• have Medicare. 


 
Qualified Individuals (QIs), Specified Low-Income Medicare Beneficiaries 
(SLMBs), and Qualified Medicare Beneficiaries (QMBs) will be selected 
for the administrative review process if they 
• are single or a couple with no dependents; 
• have assets less than $6,680 for a single person or $10,020 for a 


couple; 
• have Social Security benefits as their only source of income; 
• are not subject to a deductible; and 
• have Medicare. 
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Eligible Populations Home and Community-Based Service Waiver participants and members 
(cont.)  eligible for coverage under the Pickle Amendment, disabled adult 


children, and disabled adult widows, will be selected for the administrative 
review process if they 
• are single or a couple with no dependents; 
• have assets less than $2,000 for a single person or $3,000 for a 


couple; 
• have Social Security benefits as their only source of income; 
• are not subject to a deductible; and 
• have Medicare. 


 
 Single adults and couples aged 64 and under will be selected for the 
 administrative review process if they 


• have no dependents;  
• have Social Security benefits as their only source of income; 
• do not have an unmet deductible; and 
• have Medicare. 


 
 Most children enrolled in the Kaileigh Mulligan Program will also be 


selected for the administrative review process. The Tewksbury 
MassHealth Enrollment Center (MEC) determines which cases are 
selected for administrative review based on specific criteria pertaining to 
the child’s case. 
  
 


Review Process At the time of the annual review, a member who meets the criteria for the 
administrative review process will be sent the following. 


  
 Community adults aged 65 and older will be sent 


• an administrative review cover letter (TRAD-AD-CL-ST); 
• a MassHealth Traditional Administrative Eligibility Review for 


community adults aged 65 and older (TRAD-AR-ST); 
• an Eligibility Representative Designation (ERD) Form; and 
• a multilingual sheet with a contact number for translation help  


 (UNIV-5). 
 


QI, SLMB, and QMB members will be sent 
• an administrative review cover letter (TRAD-AR-CL-BI); 
• a MassHealth Traditional Administrative Eligibility Review for QI, 


SLMB, and QMB members (TRAD-AR-BI); 
• an Eligibility Representative Designation Form (ERD); and 
• a multilingual sheet with a contact number for translation help  


 (UNIV-5). 
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Review Process   Home and Community-Based Service Waiver participants and members  
(cont.)  eligible for coverage under the Pickle Amendment, disabled adult 


children, and disabled adult widows will be sent 
• an administrative review cover letter (TRAD-AR-CL-HCBW); 
• a MassHealth Traditional Administrative Eligibility Review for Home-


and-Community-Based Waiver Participants and Pickles, disabled adult 
children, and disabled adult widows (TRAD-AR-HCBW); 


• an Eligibility Representative Designation Form (ERD); and 
• a multilingual sheet with a contact number for translation help 
 (UNIV-5). 
  
Single adults and couples aged 64 and under will be sent 
• an administrative review cover letter (HCR-AR-CL-HCR); 
• a MassHealth Administrative Eligibility Review for single adults and 


couples aged 64 and under (HCR-AR-HCR); 
• an Eligibility Representative Designation Form (ERD); and 
• a multilingual sheet with a contact number for translation help  
 (UNIV-5). 


   
 Kaileigh Mulligan Program children will be sent 


• an administrative review cover letter (TRAD-AR-CL-KM); 
• a MassHealth Administrative Eligibility Review for Children Receiving 


Services under the Kaileigh Mulligan Program (TRAD-AR-KM); 
• an Eligibility Representative Designation Form (ERD); and 
• a multilingual sheet with a contact number for translation help  


 (UNIV-5). 
 


The cover letter advises the member that his or her eligibility has been 
reviewed electronically and, unless there are changes to report, no further 
action is needed. 
 
The cover letter instructs the member to complete the enclosed review 
form and return it to the MEC within the time limit on the notice if there are 
changes in income, assets, health insurance, household composition, or 
an eligibility representative or designee Eligibility Representative 
Designation form. 


 
 If there have been no changes in circumstances as described above, the 


member does not need to return the form and his or her eligibility will 
remain intact for another year, assuming no changes occur throughout 
the year. 
  
   


Additional Information The important difference between the administrative review form and 
other review forms is that the administrative review form does not need to 
be returned if there are no changes to report. All other review forms must  
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Additional Information be returned to the MEC or the member’s case will close. 
(cont.) 
 Members must continue to report any change in circumstances to a MEC 


within 10 days of the change. 
  


 
Attachments Attached to this memo are: sample administrative review cover letters 


(TRAD-AR-CL-ST, TRAD-AR-CL-BI, TRAD-AR-CL-HCBW, HCR-AR-CL-
HCR, and TRAD-AR-CL-KM). 
 


 
 


Questions If you have any questions about the information in this bulletin, please 
contact MassHealth Customer Service at 1-800-841-2900, e-mail your 
inquiry to providersupport@mahealth.net, or fax your inquiry to 
617-988-8974. 


   


 
 







 


 


 
 
        
    
  


Commonwealth of Massachusetts           <MassHealth Enrollment Center> 
 Executive Office of Health and Human Services           <Street Address> 
 www.mass.gov/masshealth           <City, MA Zip> 
         <MEC Tel. Number> 
  <MEC  TTY Number > (for people with 
 partial or total hearing loss) 
        <MEC FAX #> (Fax) 


  


<MEMBER NAME>        Date:   <MM/DD/YYYY> 


 <MAILING ADDRESS>        Review for: <MEMBER NAME>   


<City, MA Zip>        Review Date: <MM/DD/YYYY>           
 
                                                                                        


Good News from MassHealth 
A Notice about Your MassHealth Eligibility Review 


for Seniors and Certain People Needing Long-Term-Care Services  


Federal and state law require MassHealth to complete a review of your eligibility every year. Your case was 
reviewed electronically.  We determined that you will continue to get MassHealth.   


If you have no changes to report, do not send back the enclosed form. No further action is required. 


If you do have changes to report, please send back the enclosed form with your changes by ___/_____/____. 


Changes you need to report to us  


• Your total assets increased to over $6,680.00 if you are single or $10,020.00 if you are married.     


o Assets may include bank accounts (checking accounts, savings accounts, or credit union accounts), 
cash, or other assets.   


• Your total assets decreased to $2,000.00 or less if you are single or $3,000.00 if you are married.     


o You may be eligible for more benefits if your assets have decreased. Assets may include bank 
accounts (checking accounts, savings accounts or credit union accounts), cash, or other assets.   


• Your or your spouse’s monthly income changed over the last year, or you received new types of income.  


o Do not send us changes to your social security income.   


• You or your spouse added or dropped health insurance coverage like Blue Cross Medex or Medicare D.   


• You would like to change or add an eligibility representative. 


 


TRAD-AR-CL-BI (6/11) 







 


 


If you have changes to report, complete the enclosed Eligibility Review Form. Send it to the MassHealth  


Enrollment Center at the address at the top of this letter. Include proof of changes, such as bank statements, 
pay stubs, health insurance cards, life insurance policies, or burial account information to show the changes 
that took place during the last year. 


If you need to update only your address or phone number, please call the telephone number at the top of 
this letter. You can also access the My Account Page at www.mass.gov/vg/selfservice to update your address 
and phone number. 


If you do not have any changes to report, you do not need to send back the enclosed form.  


If you have any questions, please call the telephone number at the top of this letter. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 


 


 
 
         


Commonwealth of Massachusetts            <MassHealth Enrollment Center> 
Executive Office of Health and Human Services           <Street Address> 
www.mass.gov/masshealth            <City, MA Zip>                 


         <MEC Tel. Number> 
  <MEC  TTY Number> (for people with 
 partial or total hearing loss) 
        <MEC FAX #> (Fax) 


 


<MEMBER NAME>        Date:   <MM/DD/YYYY> 


 <MAILING ADDRESS>        Review for: <MEMBER NAME>   


<City, MA Zip>        Review Date: <MM/DD/YYYY>           
                                                                                        


Good News from MassHealth 
A Notice about Your MassHealth Eligibility Review 


for Seniors and Certain People Needing Long-Term-Care Services  


Federal and state law require MassHealth to complete a review of your eligibility every year. Your case was 
reviewed electronically.  We determined that you will continue to get MassHealth.   


If you have no changes to report, do not send back the enclosed form.  No further action is needed.  


If you do have changes to report, please send back the enclosed form with your changes by ___/_____/____. 


Changes you need to report to us  


• Your total assets increased to over $2,000.00 if you are single or $3,000.00 if you are married and both you 
and your spouse are MassHealth members.     


o Assets may include bank accounts (checking accounts, savings accounts, or credit union accounts), 
cash, or other assets.   


• You or your spouse’s monthly income changed over the last year, or you received new types of income.  


o Do not send us changes to your social security income.   


• You or your spouse added or dropped health insurance coverage like Blue Cross Medex or Medicare D.   


• You would like to change or add an eligibility representative. 


If you have changes to report, complete the enclosed Eligibility Review Form. Send it to the MassHealth 
Enrollment Center at the address at the top of this letter. Include proof of changes, such as bank statements, 
pay stubs, health insurance cards, life insurance policies, or burial account information to show the changes 
that took place during the last year. 


If you need to update only your address or phone number, please call the telephone number at the top of 
this letter. You can also access the My Account Page at www.mass.gov/vg/selfservice to update your address 
and phone number. 


If you do not have any changes to report, you do not need to send back the enclosed form.  


If you have any questions, please call the telephone number at the top of this page. 


TRAD-AR-CL-HCBW (6/11)  







 


 


 
 
 


Commonwealth of Massachusetts 
Executive Office of Health and Human Services 
www.mass.gov/masshealth 
 


 
 


  <MEMBER NAME>  Date:   <MM/DD/YYYY> 


  <MAILING ADDRESS>  Review for: <MEMBER NAME>    


                 <City, MA Zip>  Review Date: <MM/DD/YYYY> 


 


Good News from MassHealth 
A Notice about Your MassHealth Eligibility Review 


Federal and state law require MassHealth to complete a review of your eligibility every year. Your case was 
reviewed electronically. We determined that you will continue to get MassHealth.   


If you have no changes to report, do not send back the enclosed form. No further action is required. 


If you do have changes to report, please send back the enclosed form with your changes by ___/_____/____.  


Changes you need to report to us  


• You or your spouse’s monthly income changed over the last year, or you received new types of income.  


o Do not send us changes to your social security income.   


• You or your spouse added or dropped health insurance coverage like Blue Cross Medex or Medicare D. 


• You or a family member is pregnant or recently had a child. 


• You had a change in your household composition (for example, you are recently married or divorced; a child 
is no longer in your household, etc.). 


• You would like to change or add an eligibility representative. 


If you have changes to report, complete the enclosed Eligibility Review Form. Send it to the MassHealth 
Enrollment Center at the address above. Include proof of changes, such as pay stubs, award letters or health 
insurance cards to show the changes that took place during the last year. 


If you only need to update your address and/or phone number, please call the telephone number above. 
You can also access the My Account Page at www.mass.gov/vg/selfservice to update your address and phone 
number. 


If you do not have changes to report, you do not need to send back the enclosed form.  


If you have questions, please call the telephone number at the top of this letter.  
 
 


HCR-AR-CL-HCR (06/11) 


 
<MassHealth Enrollment Center> 
<Street Address> 
<City, MA Zip> 
<MEC Tel. Number> 
<MEC  TTY Number> (for people with partial or  
   total <hearing loss) 
<MEC FAX # > (Fax) 







 


 


 
 
     


    Commonwealth of Massachusetts  MassHealth Enrollment Center 
Executive Office of Health and Human Services             Tewksbury Hall 1 and 2 


     www..mass.gov/masshealth            367 East Street 
          Tewksbury, MA 01876-1957 
 MEC Tel: (800) 408-1253 


MEC TTY: (888) 665-9997 (for people  
with partial or total hearing loss) 


 MEC Fax:  978-863-9300 
 


<MEMBER NAME>          Date:  <MM/DD/YYYY> 


<MAILING ADDRESS>                            Review for: <MEMBER NAME>                     


 <City, MA Zip>          Review Date: <MM/DD/YYYY> 


   Caseworker:            
 
                                                                                       


Good News from MassHealth 
A Notice about Your MassHealth Eligibility Review 


for Children Receiving Services under the Kaileigh Mulligan Program  
Federal and state law require that MassHealth complete a review of your child’s eligibility every year. Your 
child’s case was reviewed electronically. We determined that your child will continue to get 
MassHealth.   


If you have no changes to report for your child, do not send back the enclosed form.  No further action is 
required. 


If you do have changes to report, please send back the enclosed form with your changes by ___/_____/____. 


Changes you need to report to us  


• Your child’s total assets increased to over $2000.00. 


o Assets may include bank accounts (checking accounts, savings accounts, or credit union accounts), 
cash, or other assets.   


• Your child’s monthly income changed over the last year, or your child is receiving new types of income.  


o Do not send us changes to your child’s social security income.   


• You added or dropped health insurance coverage for your child like Blue Cross Medex or Medicare D.   


• You would like to change or add an eligibility representative to your child’s eligibility file. 


• Please Note:  If you and other family members also receive health insurance benefits from the 
Commonwealth of Massachusetts you will be sent a separate eligibility review form to complete. 


If you have changes to report for your child, complete the enclosed Eligibility Review Form. Send it to the 
MassHealth Enrollment Center at the address at the top of this letter. Include proof of changes, such as bank 
statements, pay stubs, health insurance cards, life insurance policies, or burial account information to show the 
changes that took place during the last year. 
TRAD-AR-CL-KM (06/11) 







 


 


If you need to update only your address or phone number, please call the telephone number at the top of 
this letter. You can also access the My Account Page at www.mass.gov/vg/selfservice to update your address 
and phone number. 


If you do not have any changes to report for your child, you do not need to send back the enclosed form.  


If you have any questions, please call the telephone number at the top of this letter. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 







 


 


 
 
         


    Commonwealth of Massachusetts          < MassHealth Enrollment Center > 
    Executive Office of Health and Human Services          < Street Address > 
     www..mass.gov/masshealth        < City, MA Zip > 
               < MEC Tel. Number > 
         < MEC  TTY Number > (for people with 
   partial or total hearing loss) 
         < MEC FAX # > (Fax)        


  


<MEMBER NAME>        Date:   <MM/DD/YYYY> 


 <MAILING ADDRESS>        Review for: <MEMBER NAME>   


<City, MA Zip>        Review Date: <MM/DD/YYYY>           


                                                                                        
Good News from MassHealth 


A Notice about Your MassHealth Eligibility Review 
for Seniors and Certain People Needing Long-Term-Care Services  


Federal and state law require MassHealth to complete a review of your eligibility every year. Your case was 
reviewed electronically.  We determined that you will continue to get MassHealth.   


If you have no changes to report, do not send back the enclosed form. No further action is required. 


If you do have changes to report, please send back the enclosed form with your changes by ___/_____/____. 


Changes you need to report to us  


• Your total assets increased to over $2,000.00 if you are single or $3,000.00 if you are married.     


o Assets may include bank accounts (checking accounts, savings accounts, or credit union accounts), 
cash, or other assets.   


• You or your spouse’s monthly income changed over the last year, or you received new types of income.  


o Do not send us changes to your social security income.   


• You or your spouse added or dropped health insurance coverage like Blue Cross Medex or Medicare D.   


• You would like to change or add an eligibility representative. 


If you have changes to report, complete the enclosed Eligibility Review Form. Send it to the MassHealth 
Enrollment Center at the address at the top of this letter. Include proof of changes, such as bank statements, 
pay stubs, health insurance cards, life insurance policies, or burial account information to show the changes 
that took place during the last year. 


If you need to update only your address and/or phone number, please call the telephone number at the 
top of this letter. You can also access the My Account Page at www.mass.gov/vg/selfservice to update your 
address and phone number. 


If you do not have any changes to report, you do not need to send back the enclosed form.  


TRAD-AR-CL-ST (06/11) 


 





