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WELCOME!

The entire Sales Team and Agent
Services welcome you to the 2016
Season. Our goal is to provide

exceptional service. Please contact us
for any assistance you may need. It is
important to us that you can find
helpful support and find it easily!




Agent Services

1-877-877-0539
——y

Agent Service team members are happy
to assist and whenever possible, our
goal is one call resolution. If further
research or coordination with another
department is necessary, we will follow
up in a timely manner.

AEP Hours

August 1st — December 7t
Monday - Friday from
8am - 8pm

Saturday & Sunday from
8:30am — 5:00pm

o

Regular Hours
December 8t — August 2015

Monday - Friday from
8:00am - 8:00pm




Agent Services

Other ways to contact us:

Use our 24/7 Answers Online inquiry feature
on your homepage. The VIP Agent Support site
is a secure site for sending and receiving
general, member or commission
inquiries/responses when the content of the
inquiry contains member protected health

information (PHI). By Email:

~ Please remember, do not include
Our local area Sales Managers are any prospect or member
happy to assist you. For contact information that would be
information in your local area click considered (PHI) via email.



mailto:salesinfo@vipagentsupport.com

VIP Agent Support Portal

After you have completed certification, you will be taken to your
homepage where you will have access to the full site that includes the

following features:

Your Clearance to Market Status
Commission statement reporting for
direct pay agents

Important announcements and
information updates

View & download sales training
materials such as plan presentations,
provider directories, & video links

Update your profile information or
change your password

v" Send and receive general, member or
commission inquiries (if a direct pay
agent)

v Review frequently asked questions

v’ Visit the Agent Tools & Resources
pages on the outside of the site to find
direct links to provider directories,
drug finders, plan & product info for
each line of business in one convenient
place




CLEARANCE TO MARKET (C2M)

Agents/Brokers MAY NOT receive material or conduct business until the plan
completes all necessary steps and designates the agent/broker “Cleared to
Market” (C2M). This includes completion of a background check, receipt of
all requested documentation, verification of required trainings, and
confirmation of State appointment.

After completion of the above steps, the plan will update the status on the
Agent’s homepage to “Cleared to Market”. This must be verified by both the
agent/broker and the agent/brokers current Agency before representing
products.

Failure to verify the C2M status could result in termination for cause per CMS
guidelines.

If this status changes during Semi-Annual background checks, or DOI
notification, the Plan will contact the Agent/Broker and Agency. 7



Agent Homepage

S x|
AGENT
SUPPORT
Contact Us

1-877-877-0539
https://vipagentsupport.com

Home Market Areas Plans & Products

Ve 54 ! ¥ou are Logged in as : Agent
Logout

Quick Links Welcome CSTest CSTest !

Agent Tools Member Resources
Your homepage

contains:

-your test scores,
-clearance status,

-recent announcements,
-ability to print your

2015 Certification is now available |

Agent ID is: Q087654

Your Contracted Agency is:

5-G=n=ral Test Cerification #: Name: Test Chrzsy

Compil=t= / Updat= W5

Certification
Take Te=t

VIP Answers Online
Create a Mex=age
Vizw Received Meszages

Vizw Sent Meszages

Announcements

Wi=w Anncunc=ments
FAQ

Wimw FAD

Marketing Materials

Order Materials Her=

Administration
Chang= Paz=wond
Complianc= Document=
Reports

Bgent Stat=ment

bt Bt
==
(=

446240 Soore 100.DD T

5-Freedom Test Cedification 2:
446242 Soore 100,00 %

S-Optimum Te=t Certification #:
445314/ Soore 100.00 %

[
[

Clearance To Market

Bddirmes:

Email: c=tahl@=uwnilabu=s.com

Company Narme Year Of Cleasrance Markoet Clesrance Dabe Inzpert Drasbedinme Clear o Mariest

Agent News

At cemen tTd Title

244 tulsilannouncement
242 tulsilannouncement
240 tulsilannouncement
235 tulsilannouncement
231 new Announczment

OB,/ 159/2014

Draste

Bf15/2014 &:14:533 PM

Bf15/3014 6:14:533 PM

Bf15/2014 &:14:533 PM

Bf15/3014 6:14:533 PM

Bf5/2014 9:39:30 AM

Bf15/3014 4:37:33 PM Yex

Company Announcement Cabegory

Eazy{hoic= Compliance

AFC S Compliamc=
Optimum Complianc=
Fr=edom Compliamc=

Eazy({hoic= Marketing

producer agreement,
-update your payment
options and W-9 (if
direct pay),

-change your password.
You can also order
materials, and if you are
a direct pay agent you
can view your
commission statement
and submit inquiries.



Visit our Concierge Offices

Healthcare is local — whether it's your doctor, your specialist, or your insurance provider.
We're headguartered in Tampa, Florida, with local concierge centers throughout the State.

5 Concierge/Sales

Office Statewide

Member Services: 1-866-245-5360
TTY: 711

Our Local Concierge Centers Offer:

= Staff to help expedite ge

etc.]  Visit or Call Us at a Location Near You

s | Concierge Hours of Operation:
MO e Bam - S5pm, Maonday - Friday
» our resolution time
Orange/Osceola/Seminole Hillshorough/Pinellas/Polk
950 5. Winter Park Dr, 5403 N. Church Ave, Tampa
Ste. 340, Casselberry Toll Free: 1-B888-211-8918

Toll Free: 1-888.364-7905
Lake/Marion/Smnter/Volusia
2102 5W 20th Place,

Toll Free: 1-888-211-98921

Manatee/Sarasota Building 200. Suite 201 Ocal
3874 E SR B4, Bradent uriding o CHHLE , LICE

Tol Eree: 1.089.860-6316 Toll Free: 1-888.420-2539
BI!rusfl-Iernanﬂm‘Fascn : ; You can also find us online at |
8373 Northcliffe Blvd, Spring Hill www.youroptimumhealthcare.com |



$0 Cost Preventive Services

* Abdominal Aortic Aneurysm
Screening

» Bone Mass Measurement

» Cardiovascular Screening

» Colorectal Cancer Screening

» [iabetes Screening

» [iabetes Self-Management
Training

» EKG Screening

» Fu Shots

* 5laucoma Test

» HIV Screening

» Hepatitis B Shot

» Mammograms

» Medical Nutrition Therapy Service

* Pap Smears/Pelvic Exams

* Pneumococcal Shot

» Prostate Cancer Screening

» Annual Wellness Visit

» Smoking Cessation Counseling 10



Formulary Information FORMULARY TIER CHANGE

Initial Coverage Stage Drug Costs

ast=5H Praferrad .. ordR
(Generic

Mew this year. Brand drugs are not
included in Tier 1. Last year, some
brands wers included

Proferrea
Brand

Mon-Preferred
Brand

k = s e o
T

| L3
I & A

B idgnta Bl specialty

I-ﬁi gﬁ I
How do you find your drugs in the Formulary?

11 Alphabetical Listing

2] Medical Enndi;inn

In general, Cost-Sharing Tier 1 Drugs
are the lowest tier and include

Only Generic Drugs. Last year

e

some brand were included.

Tier 2 Drugs include Preferred Brand
Drugs and some Non- Preferred
Generic Drugs, Tier 3 Drugs include
Non-Preferred Brand Drugs and Non-

9 Preferred Generic Drugs and Tier 4

Drugs are the highest tier and include
Specialty Tier Drugs.

11



How Much Do You Pay for Prescription Drugs?

Stage 1
Initial Coverage Stage

Stage 2
Coverage Gap Stage/

The plan pays its
share of the cost of your
drugs and you pay your
share of the cost.

You stay in this stage
until your payments for

Donut Hole

Stage 3
Catastrophic
Coverage Stage

You pay [28% | of
the generic drug cost
and the discounted cost
for brand drugs until the

tgeéiilspﬁiaﬁh%%ﬁ]ns yearly out-of-pocket drug Once you have paid

\ pay J S enough for yuur_drugs
\, —// unless you are already to move onto this last
— getting Medicare Extra payment stage, the plan
Help. - will pay most of the cost

of your drugs for the

I

rest of the year.™ /

e

2016 Part D Standard Benefit Model
changes for CY 2016

prefemed multi-zource drugs and the gregier of

(2¥¥ou pay the greater of |5ﬂ,a;1 |J::|r 52 95 |::|r generic of
of %7 40 pr all cther drugs.




Optimum HealthCare has a plan for you!

The Optimum HealthCare Medicare Advantage HMO are plans with
prescription drug coverage that offer many valuable benefits.

Optimum HealthCare also offers two types of Special Needs Plans (SNPs). If
you qualify to join a Medicare SNP, you get all of your Medicare hospital and
medical health care services through the plan, including Medicare prescription
drug coverage:

* The Full & Partial Dual Eligible Special Needs Plans (HMO-SNP] with drug
coverage are plans available to anyone who has both Medical Assistance
from the State and Medicare. Premiums, co-pays, co-insurance, and
deductibles may vary based on the level of Extra Help you receive.

+ Chronic Condition Special Needs Plans (HMO-SNP) with drug coverage
are plans for those individuals who have been diagnosed with chronic or
disabling conditions such as:

The plan will need to obtain verfication of the chronic
e Qiabetes condition from your doctor. A response from your

e Cardi I Di far: doctor's- office 2 reguired within 30 days of enrolimernt.
ardiovascular Lisease Tor: If you loss eligibiiity or thers are changes to your sligibility

- Cardiac ﬂqﬂ:hmias ar qualifying conditions, you will be disenrolled from the
- special needs plan. However, you will be sligible for a
- Coronary Artery Disease Special Bection Period that will enable you to enroll in

£ L ancther plan
- Peripheral Vascular Disease 5

- Chronic Venous Thromboembolic
Disorder

* Chronic Congestive Heart Failure
¢ Chronic Lung Disorders:

- COPD _;-"rlg

- Bronchitis

-~
- Asthma .-‘*
T

- Pulmonary Fibrosis . - at
& A Tl ¢

13



2016

Plans by County

Gold Rewards Gold Plus Platinum Emerald Diamond Rewards
H5594
Partial  Full |3Cond COPD 3Cond COPD [3Cond COPD
HMO HMO HMO HMO HMO HMO DSNP_DSNP | CSNP__CSNP__CSNP__CSNP | CSNP__CSNP
PBP# County Code 001 026 022 032 002 019 016 017 028 029 030 031 34 35
Brevard 10040, X X X
Broward 10050 X X X X
Charlotte 10070 X X X X
Citrus 10080 X X X X X
Collier 10100 X X X X
Dade 10120 X X X X
Hernando 10260 X X X X X X X
Hillsborough 10280 X X X X X X
Indian River 10300 X X X X
Lake 10340 X X X X X
Lee 10350 X X X X
Manatee 10400, X X X
Marion 10410 X X X X X
Martin 10420 X X X X
Orange 10470 X X X X X
Osceola 10480 X X X X X
Palm Beach 10490, X X
Pasco 10500 X X X X X X
Pinellas 10510 X X X X X X
Polk 10520 X X X X X
Sarasota 10570 X X X X
Seminole 10580 X X X X X
St Lucie 10550 X X X X
Sumter 10590, X X X X X
Volusia 10630 X X X X

14
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22

26
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30

31

32

34

35

Official Optimum HealthCare

Plan Names

Optimum Gold Rewards Plan (HMO)

Optimum Platinum Plan (HMO)

Optimum Emerald Partial (HMO SNP)
Optimum Emerald Full (HMO SNP)

Optimum Platinum Plan (HMO)

Optimum Gold Rewards Plan (HMO)

Optimum Gold Rewards Plan (HMO)

Optimum Diamond Rewards (HMO SNP)
Optimum Diamond Rewards COPD (HMO SNP)
Optimum Diamond Rewards (HMO SNP)
Optimum Diamond Rewards COPD (HMO SNP)
Optimum Gold Plus Plan (HMO)

Optimum Diamond Rewards (HMO SNP)

Optimum Diamond Rewards COPD (HMO SNP)

15



Register & Do More Online

with our Member Portal!

Here are some of the benefits you will receive:

-

orvanovrne [T SR FndaPn Do
' counter medication / ant? To::géd 33"5{[3
—g and diabetic supplies. g

Print and order your : :

ID CARD, provider ¢ Gain access fo
directory, formulary | £ health & wellness
and other Plan E . information.
matenals. I

View your claims Access important Plan
activity and benefit 1 forms and documents
information. B from ceniral location.

Track your out-of-
S¥F pocket expenses. Log onto
A4 (MOOP) www.freedomhealth.com

and register TODAY!

Its Easy &

Convenient



Material Ordering

Upon successful completion of certification, an agent will be able to
access all the features of their homepage including material ordering.

Please allow 24 hours from your “Clearance to Market” for your
information to be relayed to the fulfillment center before you are able to
order.

From your homepage, you will see a material order quick link on the left
side of the page. Once you click to order, you will be linked directly to
the ordering site. Please review the kitting description on the next page.
Kitting has been streamlined with simple kitting options.

Your order is set to ship to the address you have listed on your VIP
profile. However, you have an option to ship to an alternative address.




Material Ordering

Original Allocation Reallocation Net
Criteria Available

T vore than 1 apps
More than 2 apps

More than 3 apps

TR viore than 4 apps

More than 5 apps

18



VRA Scope of Appointment

Options

The Plan strongly recommends the Voice
Recorded Appointment (VRA) as the preferred
method of satisfying the scope of
appointment prior to a presentation. Our
VRA process is a brief, beneficiary driven call
that mirrors the Scope of Appointment model
document. A successful VRA call is one where
the agent has educated the prospective
member on what to expect when they call.

19



VRA

1) Agent will refer the prospect to call
the VRA line.

2) Operators at the VRA line will read
the CMS required statements and gather
the prospect’s contact information. The
beneficiary will be asked, but not
required to provide their phone number
and address. It is an optional element of
the scope.

3) The prospect will record their
agreement to discuss the plan’s
products.

4) The prospect will be asked the agent’s
name and tentative appointment time.

5) The prospect will be given a VRA
confirmation number.

Voice Recorded

Appointment Steps

6) You will need the VRA
confirmation number prior to
visiting the prospect. You may

arrange to have the prospect call
you with the number, or you may
call the prospect following the VRA
call.

7) In addition, the VRA line will
have a database of the Plan’s
certified agents, license numbers
and will be able to provide you the
VRAH4.

8) You may also call Agent Services
at 1-877-877-0539 to look up a
completed VRA confirmation
number.

OPTIMUM VRA
ENG: 1-800-428-2198
SPAN: 1-800-516-8076 2o



PAPER SOA

Paper Scope of
Appointment

The paper scope of appointment is
another option to securing the

required scope. Please review the
required elements for completion.

Submission of a complete SOA is
required.

For scanning purposes, please use
black ink, print legibly following the
box structure.

Original Paper scopes are not
required if it was properly
submitted by fax along with the
enrollment applications. As part of
CMS retention requirements, it is
highly recommended you maintain
a copy of all submissions.

Please Note: If doing an online
enrollment, the SOA must still be
faxed in using a coversheet
identifying the member it is
associated with. Indicate on the
coversheet the submission is an

SOA for online enrollment only.
21



Paper Scope of Appointment

[l Stand-alone Medioare Prescription Drug Plans (Part D)

Medicare Prescription Drug
prescription drug coverage to
some Medicare Private-Fee-
Account Plans.

N Medicare Advantage Plans (Part C) and Cost Plans

licare Health Maintenance Organization (HMO)— A Medicare Advantage Plan
it provides all Onginal Medicare Part A and Part B health coverage and sometimes
ofwers Pari D prescriplion dnug coverage. In most HMOs, you can only get your care
fripmn doctors or hospitals in the plan's network (except in emergencies).

Important! All items must be completed!

By signing this form, you agree to a meeting with a sales agent to discuss the
tunas nf nenducte v initialad ahowe  Plasco nnfe tha norenn whn wil] diseyss
o do not
id based
e i . e enroll in
a plan, affect your current enroliment, or enngll you in 2 Medicare plan.

Beneficiary or Authorized Representative Signature:

Signature Date:

If you are the authorized representative, please sign above and print below:
Representative First Name I. Last Mame

LITTTTTITTT & _ITT17

icare Preferred Provider Organization (PPO) Plan— A Medicare Advantage Plan
provides all Criginal Medicare Part A and Part B health coverage and sometimes

wers Part D prescripfion drug coverage. PPOs have network doctors and hospitals but
can alzo use out-of-netwaork providers, usually at a higher cost.

Your Relationship to Beneficiany:
| [ |

HEEEEREEEE
To Be Completed By Agent:

icare Private Fee-For-Service (PFFS) Plan — A Medicare Advantage Flan in
ich you may go to any Medicare-approved doctor, hospital and provider thai
5 the plan's payment, terms and conditions and agrees fo treat you — not all
iders will. 1f you join a PEFS Plan that has a network, you can see any of the
rbers. You will usually

Member must Initial in the box

Agent First Name s Agent Last Name

Agent Phone Number

tage Plan that has a
nesds. Examples of

icare and Medicaid,
rtain chronic medical

next to plans they want
discussed

COTTTIoTeS,

Beneficiary First Name l.

Beneficiary Phone Number (Opti

Medicare Cost Plan — In a Medicare Cost Plan, you can go to providers both in and
out of network. I you get services outside of the plan's network, your Medicare-coverad
services will be paid for under Criginal Medicare but you will be responsible for Medicare
coinsurance and deduciibles.

Beneficiary Address (Opfional)
HERERN |||||||||||||||||||/'
Beneficiary City State  Beneficiary Jip Code

L=

Agent, if the form was signed by the beneficiary at ime of appoiniment, provide
explanation why SO0/ was not documented prior to W

Initial Method of Contact: (Indicate here if beneficiary was a walk-in)
Apgent's Signature: K_

Plan(s) the agent represented during this meeting:

Date Appointment Completed: [T] T

(Plan Use Only)

Agent must provide an
explanation if SOA completed
at time of the appointment

/ﬁ.aﬁon # |

Fill in the application form
number associated with the
SOA found in lower right of

Fillin as
required.

-Beneficiary or
Rep Signature

and date

Please note: It is

optional for the
beneficiary to
provide a phone

number or
address

-Fill in initial

method of

contact with

prospect

-Your Signature

-Fill in PBP# of
plans discussed

-Date you held
appointment

application

22




Enrollment Application PG 1 &2

H55942015E1
Please contact Optimum HealthCare, Inc. if you need information in another language or format.
To Enroll in Optimum HealthCare, Inc. Please Provide the Following Information:

_Please check which plan you want to enroll in: 2 Optimum Platinum Plan (HMO-POS $0 per month
0 Optimum Gold Rewards Plan (HMO-POS):  $0 per month | ngtlrmm Diamand Rem["ds [HMO-}lé’OS SNP): el

" - per month
O Optimum Emerald Partial (HMO SNP}: §25.80 permonth 0 Optimum Diamond Rewards COPD {HMO-POS SNP): $0 per monih

CHIIM

3 Opfimum Emerald Full (HMO SNPJ*: $25.80 per morth 2 Qptimum Gold Plus Plan (HMO-POS)": $0 per month
*(For QMB full-benefit dual eligible only) "{Hemando County Only|
LAST Name: O nr. OiMrs. O Ms. FIRST Name: MI:

[ [[TTTTTTIIT]]

Home Phone Number:

Birth Date:[ | [ [ T T Ilsexam Or

Permanent Residence Street Address 17 (PO Box is not allowed)

Altemate Phone Number: (cptional)
[ [T TT]] HEEER

Street Number Street Name Lot/Apartment

cy (LT T TTTTTTTTTTTTTT]  sae[]] zpcoe

Emailpddress foptonal | | [ [ [ [ [ [T [ [[ [T T TTIITTTTTTLT]

Mailing Address (only if different from your Permanent Residence A.ddress]:| | | | | | | | | | | | |

H55942015E2
Please read and answer these important questions:
1. Do you have End Stage Renal Disease (ESRD)? QYES QN0

I you have had a successful kidney fransplant andior you don't need regular dialysis any more, please attach a note or records from your doctor
showing you have had a successful kdney transplant or you don't need dialysis, othenwise we may need to contact you o obtain additional information.

2. Some indiduals may have other drug coverage, including other private insurance, TRICARE, Federal employee health
benefits coverage, VA benefits, or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to Optimum HealthCare? QYES QN0
If "yes”, please list your other coverage and your identification (ID) number(s) for this coverage:

Nameofotercoverage: [ | [ [ | | [ [ [ [ [T [T TT]JTTTTT]1]]
ID # for this coverage: Group # for this coverage:
HEEEEEEEEEEEEEEE NN EEEEn
3. Are you a resident in a long-term care facility, such as a nursing home? QOYES QNO

If “yes" please provide the following information:
Name of Institufion:

Phone Number:

Address: (Number and Street)

Street Nurmber LotiApartment
cy [ [ [ [ [ []] [ [T TTTT] sue Zip Code:
Emergency contact {optional)

PrsTName:[ [ [ [ [T TTTTT] me[] wostmame [ TTTTTT]T]

o
2
[=)
=
[+
=
=
=1
=<
g

Please take out your Medicare Card to complete this secfion. i
SAMPLE ONLY

» Please fill in these blanks so they match your
red, white and blue Medicare card

-OR- Mesicare Clam Numer:

» Attach a copy of your Medicare card or your [T1 |:|: [TTTTT]%=amar
lefter from Social Secunty or the Effective Date:
Railroad Refirement Board. Iz Entitled To |

HOSPITAL (PartA)
You must have Medicare Part A and Part B to join a Medicare = |:|: I D:I:Ij

Advantage plan. MEDICAL (PartB) [[
Paying Your Plan Premium (If Applicable)

\foumn your mondly (includi L Ekurrrmmm costs nchuging monhly  Please select a premium payment option:
(E;ent NW%MEEW o a drug [premiums, :E;aldedu:uuesmsanlm 0 Getabil P o
m byrrml . You mdsodmsemmww mmmm those who iifwlnotbesu:qen :
[ Awiomatic deduction from your monthly Social Security

!:; Se:(l;?{: mmew.mgegq:tralaemlrmmw Many pacple
i R'm;ldr M (") check or Raikoad Refirement Board (RRE) benefit check. (The

are eligile for these savings and donteven know it Formare
mformiation about tis ex¥a heb, contact your local Socd : : 1
I vou are 2Pt Relaed Social SecurityRRE deduction may iake tWo or more
assessed o mlml {heome. MmSouﬂ E monihs to begin after Socl Securty o RRE approves the

Security ofice, or call Social iy &t 1-800-172-41213.
TTY users shouid call T11. Youcan alsoapply for extra help

s w3, orine at win socialsecurly goviprescrpdorelp. deducton. Inmost cases, if Social Securty or RRE accegts
mw’:“uhnm&“u!’ Empmm m Ih'ou qualy for exra Mesicare presorpion YOUF request for automatc deducion, the st dedu;lpm
mm«ewmmﬁ umrﬁe rﬁmmﬁmmmmm rom your Sccial Secury or RRB benefi check wil ncude
m-mMummum% Mmmo%ﬁmnmhsm al premiumns due from your enroliment effiective date up
NOT pay Opéimum HealCare the wewll il you for e edicare doesntcover. e pointwithoiding begins. 1 Social Sacuefy o RRE does

ot approve your request for aviomatic deducton, we wil

Pemmmmmmrmrrm fy for exra el o pay sand you a paper kil for your monthiy premiums).

Pl
I prescripion uug costs. 7 efigibie, Medicare could

If you don' select a ion, you wil get a bill
e

4. Are you enrolled in your State Medicaid program? QOYES QNO
If yes, please provide your Medicaid number: | | | | | | | | | |
5. Do you or your spouse work? QYES QN0

Special Needs Plans Criteria: If you are applying for any one of the following plans then please fill out ‘Chronic
Special Needs Plan (SNP) Pre-Qualification Form” attached at the end of this Application Form.
+ Optimum Diamond Rewards (HMO-POS SNP) +» Optimum Diamond Rewards COPD (HMO-POS SNP)

Please choose the NAME of a Primary Care Physician (PCP), Clinic or Health Center:
FIRST Name: M. LAST Name:

[TITTITITITIITTT & T I T ]

Are you an existing member of this PCP? QYes No
Please check one of the boxes below if you would prefer us to send you information in a language other than English or in another
format: [ Spanish [ Large Print

Pleasa contact Optimum HealthCare at 1-866-245-5360 if you need information in another format or Ianz%u%ge than what is listed above. Our office hours
are from Cciober 1, 2014 to February 14, 2015 from 8 a.m. t0 8 p.m. 7 days a week, from February 15 to Septernber 30, 2015 from 8 am. to 8 p.m.
Monday through Friday and from October 1, 2015 to December 31, 2015 from 8 am. to 8 p.m. 7 days a week. TTY users should call 711.

m Please Read This Important Information for MA-PD Plans _

If you currently have health coverage from an employer or union, jeining Optimum HealthCare could affect your employer or union
health benefits. You could lose your employer or union health coverage if you join Optimum HealthCare. Read the communications
your employer or union sends you. If you have questions, visit their website, or contact the office listed in their communications. Ifthere isn't
any information on whom to contact, your benefits administrator or the office that answers questions about your coverage can help.

Please Read and Sign Below

By completing this enroliment application. | agree to the following:
Optimum HealthCare, Inc. is a Medicare Advaniage plan and has a confract with the Federal government. | will need to keep my Medicare Paris A
and B. | can be in only one Medicare Advantage plan at a time, and | understand that my enollment in this plan will automatically end my enroliment
in another Medicare heatth plan or prescription drug plan. Itis my responsibility to inform you of any prescription drug coverage that | have or may get
inthe future. Enrollment in this plan is generally for the entire year. Once | enroll, | may leave this plan or make changes only at certain times of the
year when an enrollment period is available (Example: October 15 — December 7 of every year), or under certain special circumstances

fantin e

PCPIDNumber.| | | | | | | | |




Enrollment Application

H55942015E3
Please Read and Sign Below

Cptimum HealthCare serves a specific service area. If | move out of the area that Optimum HealthCare serves, | need o nofify the plan so | can
disenroll and find a new plan in my new area. Once | am a member of Optimum HealthCare, | have the right to appeal plan decisions about payment
or services if | disagree. | will read the Evidence of Coverage document from Optimum HealthCare when | get it to know which rules | must follow to
get coverage with this Medicare Advantage plan. | understand that people with Medicare aren't usually covered under Medicare while out of the country
except for limited coverage near the U.S. border.

| understand that beginning on the date Optimum HealthCare coverage begins, | must get all of my health care from Optimum HealthCare, except for
emergency or urgently needed services or out-of-area dialysis services. Semvices authorized by Optimum HealthCare and other services contained
inmy Cptimum HealthCare Evidence of Coverage document (also known as a member contract o subscriber agreement) will be covered. Without
authorization, NEITHER MEDICARE NOR OPTIMUM HEALTHCARE WILL PAY FOR THE SERVICES.

| undlerstand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with Optimum HealthCare, he/
she may be paid based on my enroliment in Optimum HealthCare.

Release of Information: By joining this Medicare health plan, | acknowledge that Optimum HealthCare will release my information to Medicare
and other plans as is necessary for freatment, payment and health care operations. | also acknowledge that Optimum HealthCare will release my
information including my prescription drug event data to Medicare, who may release it for research and other purposes which follow all applicable
Federal siatutes and regulations. The information on this enroliment form is correct to the best of my knowledge. | understand that if | intentionally
provide false information on this form, | will be disenrolled from the plan.

| ured d that my signature (or the sig of the person authorized to act on my behalf under the laws of the State where | live) on this
application means that | have read and understand the contents of this application. If signed by an authorized individual (as described above), this
signature certifies that 1) this person is authorized under State [aw to complete this enroliment and 2) documentation of this authority is available
upon request from Medicare.

Signature:

Today’sDaIe:l:E I D:I:Ij

If you are the authorized representative, you must sign above and provide the following information:
Neme: | [ | [ [ [ [T ] T T T ][ T]]pnonetumbecl | [ [][] [[]]

pddess| [ [ [T TTTTTTTTITIITTITITITTTITT]
Relationship to Enrollee: | | | | | | | | | | | | | | | | |

Name of staff member/agentbroker (if assisted in enroliment):

Effective Date: Agent Received Date [ | | I Signature:
I :|:| |_|_|_|—Electi0n Type: OICEP/IEP O AEP :ISEP[type}|_|_|_|_|_|_|_|_| 0 Mot Eligible
conwre | [ [ [[TTTTITTTTTTTTTTTTTTTT] Penioe
Agency of Agent: Current | =N

Agent Name: (First) (Last) Agent Dé#:

[ [T TPl PPl l] [ITTTITTIT]
TR K-1 O Referral by Provider O Referral by MCR O Company Websitz 1 Direct Mail

0 Local Community Event  Media (TV, News Ad, Mag) 2 DNR save [ Referred by Member

TR K-2 0 Personal Appt; Benefit Reply Card (SOA/BRC) 1 Walk-in; Other site (SOA) 1 Seminar, Sales Event (Submit)
[ Application Mailed by Beneficiary 1 Roufine Markefing Site | Submit) 00 Voice Recorded Appt (VRA) [ ]
OnlinefTelephonic Application Confrmation# [ [ | T [ T [ T [ T [T T 11]

Date Received: [vemtero# [ TT T TT T[] [of1]

- Information to Include with Enroliment Mechanism

v» OPTIMUM ATTESTATION OF ELIGIBILITY
HealthCare, Inc.

FOR AN ENROLLMENT PERIOD
Typically, you may enrell in a Medicare Advantage plan only during the annual enroliment period from October 15 through
December 7 of each year. There are exceptions that may allow you to enroll in a Medicare Advantage plan outside of this peniod.

Please read the following statements carefully and check the box if the statement applies to you. By checking any of the
following boxes you are cerfifying that, to the best of your knowledge, you are eligible for an Enrollment Period. If we later
determine that this information is incorrect, you may be disenrolled.

1 | am new to Medicare.

1 | recently moved outside of the service area for my current plan or | recently moved and this plan is a new option for

me. | moved on [N
0 | recently returned to the United States after living permanently outside of the U.S. | retumed to the U.S. on
L L COTT

3 | have both Medicare and Medicaid or my state helps pay for my Medicare premiums.
1 | get extra help paying for Medicare prescripion drug coverage.

1 I no longer qualify for extra help paying for my Medicare prescription drugs. | stopped receiving extra help on

L) 171 IT1T]

0 | am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home or long
term care facility). | movediwill move intofout of the facility on

0 | recently left a PACE program on T 11 1171

3 | recently involuntarily lost my creditable prescription drug coverage (coverage as good as Medicare’s). | lost my
drug coverage on L 111

0 | am leaving employer or union coverage on T I 1

3 | belong to a pharmacy assistance program provided by my state.
0 My plan is ending its confract with Medicare, or Medicare is ending its contract with my plan.

0 | was enrolled in a Special Needs Plan (SNP) but | have lost the special needs qualification required to be in that plan. | was
disenrolled from the SNP on

0 Other:

If none of these statements applies to you or you're not sure, please contact Optimum HealthCare at 1-866-245-5360 (TTY users
should call 711) to see if you are eligible to enroll. We are open from October 1, 2014 to February 14, 2015 from 8 am. to 8 p.m.

7 days a week, from February 15, 2015 to September 30, 2015 from 8 am. 1o 8 p.m. Monday through Friday and from October 1, 2015 to
December 31, 2015 from 8 am. to 8 p.m. 7 days a week.

OFFICE USE ONLY

Enrollee’s LAST Name: FIRST Name: MI:

EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE
MedcareCam#| | | | [ TTTTTT] EffectiveDate:| | | [ ] [ 1]
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Qv’ OPTIMUM

HealthCare, Inc. Chronic Special Needs Plan (SNP) Pre-Qualification Form

Special Needs Plan (SNP) is a type of Medicare Advantage coordinated plan focused on individuals with special needs. Optimum HealthCare
offers Special Needs Plans (SNPs) designed for people with certain chronic or disabling conditions.

You may be eligible to join one of our chronic-care SNPs If you can answer YES to any of the questions below. Optimum HealthCare will need
to obtain verification of the chronic condition from your doctor within 30 days of enroliment. We are required to disenroll you from the special
needs plan if we are unable to verify your chronic condition. [t is very important, therefore, that you let your doctor know that we will require
their verification and that you provide us with accurate contact information for your doctor at the bottom of this form.

CHF/ICVD/Diabetes:

Has your doctor or other licensed health care professional diagnosed you with any of the following medical conditions?
{Check all that apply):

Congestive Heart Failure (CHF) 0 YES TINO Cardiovascular Disease (CVD) O YES TINO Diabetes O YES OINO E n ro I I m e nt

CHF:
Do you have fluid in your lungs? dv¥eEs ONO [ °
Do you have swelling in your feet and legs almost every day because of too much fiuid in your body? d¥ES ONO Ap p I Icatlo n PG 5
Do you take medicine for the fluid in your lungs or to help your heart beat stronger? dv¥eEs ONO

CVD:
Have you had a heart attack or been told by your doctor you are at risk to have one? dYES ONO
Do you have heart pain (angina) or leg pain (claudication) brought on when you are active? dYES QNO
Do you take medicine for your heart or circulation? dYES QNO

Diabetes:

Do you check your blood sugar at home? QvYEs ONO
Do you have high biood sugar? OYES QONO
Do you take medicine to control your blood sugar? OYeEs ONO

Chronic Obstructive Pulmonary Disease:

Has your doctor or other icensed health care professional diagnesad you with the following medical condition?

(Check if this appiies): Chronic Obstructive Puimonary Disease (COPD) QOYES ONO
Do you have difficulty breathing every day or almost every day even with normal activity? QOYeEs ONO
Do you take medicing o help you breathe better? OYes OMNO

Doctor/Health Care Provider Contact Information:

Mame of your Doctor or Health Care Provider:

LAST Mame: FIRST Name

Telephone # Fax #

HEEREEEREEEN LIl il

Beneficiary Signature: Date|||||||||||
PP e PPl
LAST Name: FIRST Name

Optimum HealthCare, Inc. is an HMO plan with a Medicare contract and a contract with the Florida Medicaid program. Enrollment in
Optimum HealthCare, Inc. depends on contract renewal. 25




Application Timeliness

v" The paper enroliment application MUST v Please verify with your TMO/GA

be received at the operations center their submission routing policy.
within 48 hours of the writing date Some allow c.iirect submi.ssion to
by either the Agent or the Agency. the plan, while others will handle
Weekends & Holidays included. the submission for you in a timely

manner. The submission timeliness

standard applies either way.
v" The Plan is scored by CMS on its ability

to submit timely applications to CMS. . . .
v Failure to submit applications in a

timely manner could result in

v" The Plan must submit all enrolilment corrective actions.

applications to CMS within 7 calendar
days so that members can receive plan
materials by 10 days.
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Submission of Paper Applications

v" When submitting by fax, you will use

the fax coversheet found on the next
page. PDF’s of the coversheet are
available on our agent portal and a
handout in Face to Face training.

Fill the coversheet out completely.
This includes all required fields.

Please make sure your fax
confirmation page count matches the
coversheet count you sent. Also
make sure the confirmation is not just
a count of what is saved in the fax
memory but was actually submitted.

It is no longer necessary to mail
in the original application or
SOA as long as we have
received it by fax.

If using a paper scope of
appointment with a paper
application, fax both together.

If using a paper scope of
appointment with an electronic

application, please fax it
separately and within 4 days.
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FAX INSTRUCTION COVERSHEET FREEDOM & OPTIMUM
1. Fax Coversheet must be filled out completely for receipt to be confirmed. Freed om /Op“ mum

2. Fill out Enrollee Last Mame, First Name & Unigue App 1D for each app.
3. Only include 5 enrollments per fax -
4 W paper scops Is used, please Ese with application. If paper 5cope Is used with Fax Coversheet Instructions
Online enrollment, please fax within 4 days of appointment. It is not necessary to
submit original applications or scopes by mail. Call 1-877-877-0539 for guestions.

o v" Remember to submit
FFREEDOM OPTIMUM N ]
Ml " applications by fax or mail
Fax To: 800-864-1529 to: Attention AST TEAM within 48 hours!

FROM: HAME OF AGEHCY/TMO

FAXED BY (Name) SENTBY FAX 2 v’ If faxed, it is not necessary to
CONTACT PH 2 mail originals.
Total PAGES including caver DATE FAXED:
ENROLLEE LAST EMROLLEE FIRST UMNIGUE APPLICATION 1D . . .
i v" If sending applications by

mail without faxing,
Overnight applications to:

ATTENTION: AST TEAM
5403 N. CHURCH AVENUE
TAMPA, FL 33614
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CSNP Verification

v' A Pre-qualification form,
which is part of the
application, MUST be
completed if the prospect is
applying for a CSNP plan.

v" In addition, the Provider
Verification of the condition
must be received by the
Plan within 30 days or the
member will be disenrolled
by 60 days.

v' Members are sent
reminders to secure the
provider verification at the
time of enrollment, at 30
days and at 45 days.

v' In addition, the SNP

department continually
outreaches to Providers for
the forms

Agents should follow up
with CSNP enrollments to
ensure the forms have been
submitted. Due to PHI,
forms may not be sent by
the Agent. Contact Agent
Services for more
Information.

Per CMS, the Plan will also
conduct an Annual
Verification of the
member’s condition using
Plan data or with the
Provider.
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Post Enrollment Verification - 3 Condition / COPD

OPTIMUM
A

P.0. Box 151108, Tampa, FL 33684

Chronic Care SNP Post Enroliment
Qualification Verification

<Date=
URGENT
=Member Name>
=Member Address=

<City>, <State> <Zip> <Member ID#>

Dear Member,

In order to confirm that you have the qualifying conditions, please have your doctor
complete the venfication form below. Visit your doctor and return this signed
verification form in the returmn envelope provided by <Date=.

You can Fax At: 1-888-314-0795 |

Post Enroliment Verification MUST BE SIGNED BY THE DOCTOR'S OFFIC

The above applicant has applied to enroll in the Chronic Special Needs Plan (CSNP) offered by Optimum
HealthCare. To qualify to enroll in this Chronic Special Needs Plan, the applicant must have one of the
following conditions. By signing our enroliment application, the Applicant has permitted us the use of
individually identifiable health information. Optimum HealthCare complies with all HIPAA and Federal law
requirements concerning the Privacy of such information. If you have any questions, please call Member
Services at 1-866-245-5360, TTY/TDD: 1-800-955-8771 7 days a week 8AM — 8PM, October 1 — February
14, Monday — Friday 8AM — 8PM February 15 — September 30 and ask for any SNP Verfication Team
Member. We request you to confim that the applicant has one of the qualifying conditions by placing a
check mark in the appropnate box(s).

[I Ghronic Heart Failure (CHF)

Cardio Vascular Disease (GVD)
Diabetes Mellitus

Cardiac Arrhythmias
Coronary Artery Disease

o O DO =2 =

Peripheral Vascular Disease

[ Chronic Venous Thromboembolic Disorder

Please provide the following
Doctor's First Name:. o M. Dectors Last Name:

Authorized Signatura:

MUST BE SIGNED BY THE DOCTOR'S OFFICE

Diale

OPTIMUM
&

P.0. Box 151108, Tampa, FL 33684 Chronic Care SNP Post Enrollment

Qualification Verification

<Date>
URGENT
=Member Name=
=Member Address=

<City>, <State> <Zip= <Member ID#=

Dear Member,

In order to confirm that you have the gualifying conditions, please have your doctor
complete the verification form below. Visit your doctor and return this signed
verification form in the return envelope provided by <Date=.

You can Fax At; 1-888-314-0795 |

Post Enroliment Verification MUST BE SIGNED BY THE DOCTOR’S OFFIC|

The above applicant has applied to enroll in the Chronic Special Needs Plan (CSNP) offered by Optimum
HealthCare. To qualify to enroll in this Chronic Special Needs Plan, the applicant must have one of the
following conditions. By signing our enrollment application, the Applicant has permitted us the use of
individually identifiable health information. Optimum HealthCare complies with all HIPAA and Federal law
requirements concerning the Privacy of such information. If you have any questions, please call Member
Services at 1-866-245-5360, TTY/TDD: 1-800-955-8771 7 days a week 8AM — 8PM, October 1 — February
14, Monday — Friday 8AM — 8PM February 15 — September 30 and ask for any SNP Venfication Team
Member. We request you to confirn that the applicant has one of the qualifying conditions by placing a
check mark in the appropriate box(s).

[1 Chronic Obstructive Pulmonary Disease (COPD)
[l Pulmonary Hypertension

[ Asthma

I Chronik: Bronchitis

[I Emphysema

[ Pulmonary Fibrosis

Please provide the following:
Coctor's First Name:- Ml Dioctor's | ast Name:

Authorzed Sgnalure:

MUST BE SIGNED BY THE DOCTOR'S OFFICE

[ate:
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The Online Enrollment Advantage...
v' Saves Valuable Agent time especially during

MAKE THE AEP
v' No Faxing — Less Paperwork
SWITCH

Immediate Application Processing

Eliminates Application Errors & Timeliness
Issues

Get Immediate Confirmation
Keeps Record of Submitted Applications
Easy to Learn!

Call Agent Support for the Flowfinity
Instructions or download from your
homepage!

AN

AND GO
PAPERLESS!

N N NN

Using a Tablet:

Those that want to participate using a tablet may use any of the popular
selling tablets. However, an iPad will allow you to use our free Flowfinity
app from the App store. This application has additional features not
offered on the VIP Online Enroliment Center. It is preferable that a stylus
be purchased to ensure the member signature will be as close to a
penned signhature as possible. -



Outbound Enrollment Verification (OEV)

Per new CMS guidance, the Plan will be sending outbound enroliment
verification (OEV) letters rather than calls to ensure individuals
requesting enrollment understand the plan rules.

The plan will supply a copy of the letter when available for the agent to
show the new member.

It is important that the agent educate the member to expect the letter
and briefly describe the process:

Members are informed the plan has received their enrollment request.
Members are educated about receiving the new member packet.
Members are asked if the agent covered fees and co-pays.

Members are reminded about network requirements, if applicable.

Confirmation of their desire to enroll is made.




Star Rating * * * * *

= You will find a Medicare Plan Ratings sheet in the Plan enroliment
kit which must be provided to the member.

= The Plan rating is given by Medicare and shows how well a plan is
performing in different categories.

= Medicare evaluates Plans based on a 5 star rating system.

= Star Ratings are calculated each year and may change from one
year to the next.

= For more information on Plan Star Ratings go to
www.Medicare.gov
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Late Enrollment Penalty - LEP

The Late Enrollment Penalty (LEP) is an amount
that Medicare adds to your Part “D” Premium. You
may owe the LEP if at any time after your initial
enrollment period is over, there is a period of more
than 63 days in a row when you don’t have Part “D”
or other creditable prescription drug coverage.
There are exceptions: If you get Extra Help then you
will not owe a LEP. Beneficiaries can find out at
enrollment the amount of their LEP, if any. If you
are found to be the subject of an LEP but disagree,
you may request a “Reconsideration Request Form”
from the Plan.
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Formulary

Show every enrollee how to use the formulary even if they
are not currently using medications. There are two ways to
find a drug within the Formulary:

v By Alpha Index: The index of the Formulary also provides
an alphabetical listing of all the drugs along with the page
number where you can find coverage

v" By Medical Condition: You can look it up depending on the
type of medical conditions it is used to treat. For example...
drugs used to treat a heart condition can be found under
the category “Cardiovascular Agents”.
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Formulary Drug Restrictions

Show the member how to determine if their medication has any
restrictions.

LA: Limited Availability. This prescription may be available only at certain
pharmacies.

QL: Quantity Limit. For certain drugs, the Plan limits the amount of the
drug that will be covered..

PA: Prior Authorization. The Plan requires you or your physician to get
prior authorization for certain drugs. This means that you will need to get
approval from the Plan before you fill your prescriptions. If you don't get
approval, we may not cover the drug.

ST: Step Therapy. In some cases, the Plan requires you to first try certain
drugs to treat your medical condition before we will cover another drug
for that condition.

B/D: Prior Authorization. The Plan requires authorization to determine
whether certain drugs are covered by Medicare Part B or Medicare Part D.

MO: Mail Order. These are drugs that can be obtained for an extended

number of days supply, up to a maximum of 90 days .



Formulary Transition and Exceptions

If the member is newly eligible, switching Plans or
has a change in the level of healthcare, they can
receive a one-time 31 day supply of their current
medications within the first 90 days of
membership. This is called the Formulary
Transition Process.

A member can also ask the Plan to make an
exception to the coverage rules by asking for a
Formulary Exception.
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How the Medicare AEP, MADP, ICEP & SEP

Periods Work...

Enroliment

Annual Enroliment
Period
(AEP)

Medicare
Advantage
Disenrollment
Period (MADP)

Initial Coverage
Enrollment Period
(ICEP)

Special
Enrollment
Period
(SEP)

October 15th —
December 7t

January 15t —
February 14t

7 months of eligibility:
begins 3 months before
first entitlement to Part A &
B; ends the later of either
the last day of the month
preceding entitlement to
Part A & B or last day of
Part B initial enroliment

Varies: refer to the
“Attestation of
Eligibility” on the
enrollment
application for
qualifying reason

All Medicare
beneficiaries may
enroll or disenroll.

Coverage begins
1/1/16

May switch back to
Original Medicare and
elect a Part D plan

Newly eligible may
enroll in a Medicare
Advantage plan

May enroll or
disenroll in a plan
due to a qualifying
reason
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ENROLLMENT

* A Medicare beneficiary is generally the only individual who may execute a
valid enroliment or disenroliment request from an MA plan.

 However, another individual could be the legal representative or appropriate
party to execute an enrollment request as the law of the State in which the
beneficiary resides may allow.

« CMS will recognize State laws that authorize persons to make an enroliment
request for Medicare beneficiaries. For example, persons authorized under
State law may be court-appointed legal guardians, persons having durable
power of attorney for health care decisions or individuals authorized to make
health care decisions under State surrogate consent laws, provided they
have authority to act for the beneficiary in this capacity.

« |f a Medicare beneficiary is unable to sign an enrollment form or
disenrollment request or complete an enrollment mechanism due to reasons
such as physical limitations or illiteracy, State law would again govern
whether another individual may execute the enroliment request on behalf of
the beneficiary.

« Usually, a court-appointed guardian is authorized to act on the beneficiary's
behalf. If there is uncertainty regarding whether another person may sign for
a beneficiary, MA organizations should check State laws regarding the
authority of persons to sign for and make health care treatment decisions for
other persons.



ENROLLMENT

Plans may not discriminate based on race, ethnicity, religion, gender, sexual
orientation, disability, health status, or geographic location within the service
area. All items and services of a plan are available to all eligible beneficiaries in
the service area with the following exceptions:

« Certain products and services may be made available to enrollees with
certain diagnoses (e.g., medication therapy management program for
individuals with chronic ilinesses or medically necessary coverage
provisions).

* Enrollment in the low-income subsidy (LIS), as there may be additional
eligibility standards. A Plan may not engage in discriminatory practices
including:

« Targeting marketing to beneficiaries from higher income areas;

« Stating or otherwise implying that plans are available only to seniors
rather than to all Medicare beneficiaries

* Only organizations offering SNPs may limit enrollment to dual-eligible,
Institutionalized individuals, or individuals with severe or disabling
chronic conditions and/or may target items and services to
corresponding categories of beneficiaries.



ENROLLMENT EFFECTIVE DATES

With the exception of some SEPs and when election periods overlap,
generally beneficiaries may not request their enroliment effective
date.

Furthermore, except for EGHP enrollment requests, the effective date
IS generally not prior to the receipt of an enrollment request by the MA
organization.

An enrollment cannot be effective prior to the date the beneficiary or
his/her legal representative signed the enrollment form or submitted
the enrollment request.

Enrollment Guidance includes procedures for handling situations
when a beneficiary chooses an enroliment effective date that is not
allowable based on the requirements outlined.

S
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ENROLLMENT EFFECTIVE DATES

* The effective date also may not be earlier than the first day of the
individual’s entitlement to both Medicare Part A and Part B.

» To determine the proper effective date, the MA organization must
determine which election period applies to each individual before the
enrollment may be transmitted to CMS. The election period may be
determined by reviewing information such as the individual's date of
birth, Medicare card, a letter from SSA, or by the date the enroliment
request is received by the MA organization.

* Once the election period is identified by the MA organization, the MA
organization must determine the effective date.
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ENROLLMENT EFFECTIVE DATES

Effective dates are as follows:

Election Period

Effective Date of Coverage

Do MA organizations have to accept
enrollment requests in this election

period”

Initial Coverage First day of the month of Yes —unless capacity limit applies
Election Period entitlement to Medicare Part | (see §30.9 for capacity limat
and Imtial A and Part B — or- imnformation). IEP for Part D 1s
Enrollment Period | The first of the month applicable only to MA-PD enrollment
for Part D following the month the requests.

enrollment request was made

if after entitlement has

occurred.
Open Enrollment | First day of the month after | No - the MA orgamization can choose
Perniod for the month the MA to be “open” or “closed” for
Institutionalized organization receives an enrollments dunng this period.
Individuals (OEPI) | enrollment request
Anmual Election January 1 of the following Yes —unless capacity limit applies
Period VEar
Special Election Varies. as outlined in $§30.4 | Yes —unless capacity limit applies
Perniod
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VOLUNTARY DISENROLLMENT

Except as stated below, an MA organization may not, either orally or in writing,
or by any action or inaction, request or encourage any member to disenroll.
While an MA organization may contact members to determine the reason for
disenroliment, the MA organization must not discourage members from
disenrolling after they indicate their desire to do so. The MA organization must
apply disenroliment policies in a consistent manner for similar members in
similar circumstances.

A member may request disenroliment from an MA plan only during one of the
election periods. The member may disenroll by:

1. Enrolling in another plan (during a valid enroliment period);

2. Giving or faxing a signed written notice to the MA organization, or
through his/ner employer or union, where applicable;

3. Submitting a request via the Internet to the MA organization (if the
MA organization offers such an option); or

4. Calling 1-800-MEDICARE.
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VOLUNTARY DISENROLLMENT

If a member verbally requests disenrollment from the MA plan, the MA
organization must instruct the member to make the request in one of the ways
described above. The MA organization may send a disenrollment form to the
member upon request.

The disenrollment request must be dated when it is initially received by the MA
organization. When someone other than the Medicare beneficiary completes a
disenroliment request, he or she must:

1. Attest that he or she has the authority under State law to make the
disenroliment request on behalf of the individual,

2. Attest that proof of this authorization (if any), as required by State law that
empowers the individual to effect a disenrollment request on behalf of the
applicant is available upon request by the MA organization or CMS; and

3. Provide contact information.
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VOLUNTARY DISENROLLMENT

When providing a written request, the individual must sign the disenroliment
request. If the individual is unable to sign, a legal representative must sign
the request. If a legal representative signs the request for the individual, then
he or she must attest to having the authority under State law to do so, and
confirm that a copy of the proof of court-appointed legal guardian, durable
power of attorney, or proof of other authorization required by State law that
empowers the individual to effect a disenrollment request on behalf of the
applicant is available and can be presented upon request to the MA
organization or CMS.

The individual and/or legal representative should write the date he/she signed
the disenrollment request; however, if he/she inadvertently fails to include the
date, then the date of receipt that the MA organization places on the request
form will serve as the signature date.

If a written disenrollment request is received and the signature is not
included, the MA organization may verify with the individual or legal
representative with a phone call and document the contact, rather than return
the written request as incomplete.



CANCELLATION

An individual’s enrollment request can be cancelled only if the cancellation
request is received by the organization prior to the effective date of the
enroliment via phone, in writing or in person, unless otherwise directed by
CMS.

To ensure the cancellation is honored, the MA organization should not
transmit the enrollment to CMS. If, however, the organization had already
transmitted the enrollment by the time it receives the valid request for
cancellation, it must submit a cancellation transaction to CMS to cancel the
now-void enrollment transaction. In the event the cancellation transaction
fails or the MA organization has other difficulty, the MA organization must
submit the request to cancel the action to the CMS Retroactive Processing
Contractor in order to cancel the enrollment.

When canceling an enrollment transaction, the MA organization must send a
letter to the individual that states that the cancellation is being processed.
This notice should be sent within ten calendar days of receipt of the
cancellation request. This notice must inform the member that the
cancellation should result in the individual remaining enrolled in the health
plan in which he/she was originally enrolled, so long as the individual remains
eligible to be enrolled in that health plan.

An MA organization may submit a transaction to cancel only those enroliment
transactions it submitted. To cancel an enrollment, the MA organization must
submit an enrollment cancellation transaction with an effective date equal to
the effective date of the enrollment being cancelled.



If the member’s request for cancellation occurs after the effective date of the
enrollment, the cancellation generally cannot be processed. (An exception to
this is a cancellation requested during the Outbound Education and
Verification (OEV) process.)

The organization must inform the beneficiary that he/she is a member of its
MA plan. If he/she wants to return to the other MA plan he/she will have to
submit an enrollment request during a valid election period for a prospective
enroliment effective date.

If the member wants to return to Original Medicare instead of returning to
his/her previous plan, the member must be instructed to disenroll from the
previous plan as described in Ch 2 MMCM. The member must be informed
that the disenroliment must be made during an election period and will have
a current effective date and must be instructed to continue to use plan
services until the disenrollment goes into effect.

Regardless of the plan personnel receiving the request, the plan must
document all contact with the beneficiary associated with the cancellation
request.

When an organization receives notification of an individual’s reinstatement,
the organization has ten (10) calendar days to send the individual a notice of
reinstatement.



Important Disclaimers

Optimum HealthCare is an HMO plan with a Medicare contract and a contract with the Florida Meadicaid
program. Enroliment in Optimum HealthCare depends on contract renewal.

This information is not a complete description of benefits. Contact the plan for more information.
Banefits, premiums and/or co-payments/co-insurance may change on January 1 of each year.

The Formulary, pharmacy network, and/or provider network may change at any time. You will receive
notice when necessary.

You must continue to pay your Medicare Part B premium. Limitations, co-payments and restrictions may
apply. Benefit amounts may vary based on plan and county.

The Part B premium is coverad for full dual members of Special Meeds Plans.

Our dual eligible Spacial Needs plans are available to anyone who has both Medical Assistance from the
State and Madicare. Premiums, co-pays, co-insurance, and deductiblas may vary based on the level of
Extra Help that you recaiva.

Our chronic condition Special Needs plan is available to anyone with Medicare who has been diagnosed
with Diabetes, Cardiovascular Disease, Chronic Heart Failure, or Chronic Obstructive Pulmonary Disease
(COPD).

Optimum HealthCare is accredited by the National Committee for Quality Assurance and received

a "Commendable” rating and awarded a 3 year accreditation through December 26, 2015. NCQA
Health Plan Accreditation evaluates how well a health plan manages all parts of its delivery system --
physicians, hospitals, other providers and administrative services -- in order to continuously improve the
quality of care and services provided to its members.

Optimum HealthCare has been approved by the National Committee for Quality Assurance (NCQA) to
operate a Special Needs Plan (SNP) until December 2018 based on a review of Optimum HealthCare’s
Model of Care.

HMO eligible beneficiaries may enroll in the plan only during specific times of the year.
HMO-SNP eligible beneficiaries can enroll at any time.

A sales person will be present with information and applications. For accommodation of persons with
special needs at sales meetings call 1-888-796-0946,

Contact the Plan for more information at the number listed on the back page.
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REGULATORY
MARKETING
ACTIVITIES
GUIDANCE
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TRAINING GOALS

** Increase awareness and understanding of
Federal, State and Plan Sponsor marketing
rules and guidelines

** Discuss CMS requirements for Educational
and Sales Marketing events

* Provide marketing Best Practices for
Personal or In-Home presentations, and
allowable contacts with Beneficiaries

** Provide guidance for Scope of
Appointments and Beneficiary Applicationﬂs



PROMOTIONAL ACTIVITIES

Appendix
& 70

Promotional Activities are activities performed by
a plan sponsor or an individual or organization on
a plan sponsor’s behalf, to inform current and
potential enrollees of the products available.

Generally, promotional activities are designed to
retain current members and attract the attention
of potential members.

For example: An ice cream social, a
speaker or a concert

Sales and marketing activities are considered
promotional activities




ANY PROMOTIONAL ACTIVITIES OR ITEMS
OFFERED BY PLAN SPONSORS MUST:
70.1

= Be worth $15 or less based on the fair market value, with a
maximum aggregate of $50 per person, per year

= Be offered to all people regardless of enrollment and without
discrimination

= Be tracked and documented during the contract year (current
members only)

= Be in compliance with guidance for Nominal Gifts

" Not be items that are considered a health benefit (free blood
pressure checks)

= Not consist of lowering or waiving co-pays
=" Not be used or included with the SB or ANOC/EOC

= Not inappropriately influence the beneficiary’s selection of a
provider, practitioner, or supplier of any item or service

= Not be tied directly or indirectly to the provision of any other
covered item or service
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 EDUCATIONAL EVENTS

Educational Events - Desighed to inform Medicare
beneficiaries about MA, MAPD, PD or other
Medicare programs, but do not steer or attempt to
steer potential enrollees toward a specific plan or
limited number of plans.

For example, you may discuss the general advantages
of enrollment in Medicare Advantage plans without
discussing a specific plan.

The plan’s policy is not to participate in educational events.
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EDUCATIONAL EVENTS

70.8

v May be hosted by the Plan or an outside
entity.

v Must be held in a public venue and do not
extend to in-home or one-to-one settings.

v' Must be explicitly advertised as “Educational”
otherwise CMS will view them as
Sales/Marketing events.

v May Not include any sales activities such as
distribution of marketing materials or the
distribution or collection of enrollment forms.
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AT AN EDUCATIONAL EVENT YOU MAY

70.8:

Provide printed materials free of plan specific
information or benefit information.

Display Banners with the plan name or logo.

Provide promotional items with a fair market value
less than $15.

Provide meals that do not exceed $15 retail value
Special note: The retail cost of a meal and any
promotional items combined may not exceed $15.

Respond to questions asked by attendees provided
your response does not go beyond the specific
question asked.

Provide a Business Card only upon request by the
beneficiary.
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AT AN EDUCATIONAL EVENT YOU MAY

NOT:

Discuss any plan specific premiums and/or benefits.

Distribute any plan specific materials. Materials may
not show premiums, copayments or contact
information.

Distribute or display Business Reply Cards, Scope of
Appointment forms, Enrollment forms or Signh-in
sheets.

Set up sales appointments or get permission to call
the beneficiary.

Attach Business Cards or your contact information to
educational materials unless requested by the
beneficiary.
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MARKETING
70.9

CMS’ definition of Marketing extends beyond the
general public’s concept. It includes materials and
activities conducted by the plan or any individual on
behalf of the plan, that steer or attempt to steer a
potential enrollee toward a plan or limited number
of plans.

Marketing extends to the activities of a plan
sponsor’'s employees, independent agents or
brokers, subcontracted Third Party Organizations
(TMO) or other similar type organizations that
contribute to the steering of a potential enrollee
toward a specific plan or limited number of plans
and may receive compensation directly or indirectly
from a plan sponsor for marketing activities.



MARKETING / SALES EVENTS

¢ “‘Marketing / Sales Events are events designed to
steer, or attempt to steer, potential enrollees
toward a plan or limited set of plans. Plan
Representatives may discuss plan specific
information like premium, cost sharing or

benefits.” Applications may also be distributed,

or accepted. - .
. .

¢ All one-on-one appointments,
with beneficiaries, regardless
Of venue, are considered by

CMS to be Sales/Marketing
Events.

59



TYPES OF MARKETING / SALES

EVENTS

There are 2 main types of Marketing/Sales Events:

1. Formal Events are typically structured in an
audience/presenter style with a sales person
formally providing specific plan sponsor ff

information via a presentation on the TRy
products being offered. I | -

i.e. Seminars

2. Informal Events are conducted with a
less structured presentation or in a less FRME
formal environment. i.e. Pharmacy
and Flea Market sites
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MARKETING/SALES EVENTS

= All Formal and Informal Marketing/Sales Events must be
uploaded in HPMS prior to advertising the event or 7 calendar
days prior to the event’s scheduled date, whichever is earlier.

= Changes to marketing/sales events, including cancellations,
presenter or room changes should be updated in HPMS at least
48 hours prior to the scheduled event.

= Cancellations have special notification rules:

Less Than 48 Hours Notice: More Than 48 Hours Notice:
Immediately notify your Manager Immediately notify your Manager
Ensure that a representative of the The plan must notify beneficiaries of
plan is present at the site, at the time the cancellation by the same means
the event was scheduled, for at least used to advertise the event. A

15 minutes after the scheduled start representative is not required at the
to inform attendees. site.




INFORMAL MARKETING EVENTS

= All Informal Marketing Events must be uploaded to HPMS
according to the same rules regarding timing for uploads,
cancellations and changes that apply to formal events.

= |[nformal Events include marketing activities from a kiosk,
table, recreational vehicle or booth and may be located within
or outside of:

= Doctor Offices

= Drug Stores

= Senior or Recreational Centers
= Flea Markets or Trade Shows

= Festivals or Health Fairs

= Community Centers

= Shopping Malls or other store locations
= Nursing Home Cafeterias or Conference Rooms




AT A SALES/MARKETING EVENT, YOU MAY:
70.9.2

Discuss plan specific Provide a Scope of
information Appointment form
Distribute brochures for a subsequent
and enrollment meeting; if a

forms beneficiary requests
a one-oh-one
meeting then the

Complete and
accept enrollment
forms

Formally present _ :
benefit information Provide a Nominal

using an approved Gift to attendees

script, slides or with no obligation -
handouts $15.00 fair market

_ _ value or less
Provide educational _ _
content Provide light snacks

beneficiary must
complete a SOA




AT A SALES/MARKETING EVENT, YOU MAY NOT:

* Conduct Health = Require beneficiaries to
screenings or other rovide any contact

activities that may give P .
the impression of ::nrfg:;nv?itrll%? for a raffle

“cherry picking.”
yp 8 = Solicit enroliment

= Compare one plan applications prior to the
sponsor to another by
R N N D start of the AEP.

sponsors have " Provide meals to
concurred. attendees.

o i iciari = Market any non-health
sreoqvtijar: ab,?y“ﬁf,',‘.’{gg'tes to care related products
information as a such as Life insurance or
condition to RSVP or as Annuities during any MA
a prerequisite for or MAPD sales activity or
attending. presentation. Cross-

selling is prohibited.
= Use a plan name that

does not include the = Use prohibited
plan type - HMO, PFFS. statements.




MARKETING IN A HEALTH CARE SETTING
70.11

** Generally, sales activities are not permitted in health care
settings where people receive services or treatment, interact
with doctors and their staff, clinicians, technicians or

pharmacists and their staff or where patients/customers are
waiting to receive such services.

L)

L)

* Prohibited Sales activities in a health care setting generally
include:

= Conducting Sales Presentations
= Distributing or accepting enrolilment applications
= Soliciting Medicare beneficiaries

L)

L)

+ Sales activities may only be conducted in health care Common
Areas. Common areas where sales activities are allowed
include:

= Hospital or nursing home cafeterias, community or recreational rooms
and conference rooms.

= Pharmacy space outside of where patients wait for services or interact

with pharmacists and technicians. -



MARKETING IN A HEALTH CARE SETTING

“* Health care settings where Sales Activities are not
permitted generally include, but are not limited to:

= Waiting areas

= Dialysis center treatment areas (where patients interact
with their clinical team and receive treatment.)

= Pharmacy counter areas (where patients interact with
pharmacy providers and obtain medications.)

= Doctors’ office waiting rooms and treatment areas.
= Hospital treatment areas or waiting areas.

\/

* The prohibition against conducting Sales Activities in
health care settings extends to activities planned in
health care settings outside of normal business hours.

\/

< Remember, these are Informal Events and must be
uploaded to HPMS.
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RULES REGARDING NOMINAL GIFTS

70.1.1

» Generally, Nominal Gifts are used to attract the attention of
potential enrollees.

» Gifts may be offered to potential enrollees:
v" As long as they are of Nominal Value - $15 fair market value or less

v Provided regardless of enroliment - offered to everyone without
discrimination, do not have to enroll to receive

> If a Nominal Gift is one large gift enjoyed by all in attendance, the
total fair market value must be $15 or less per person, when it is
divided by the estimated attendance. Use advertising circulation,
venue size and/or response rate to estimate attendance.

» Nominal Gifts may not be in the form of a cash gift or other
monetary rebates. Cash gifts include charitable contributions made
on behalf of the attendee, and gift cards or certificates that can be
readily converted to cash regardless of dollar amount.

40.1.1



FORMS, FLYERS, LOGOS & OTHER MATERIALS

\/

< Only CMS Approved materials issued by the Plan with
an Approval ID Code may be used.

** You may not create your own forms, other marketing
materials or websites without prior Plan approval.

 Marketing Materials & Forms allowed by CMS are:

Checklists or Needs Advertisements or Flyers
Assessments

Statements of Business Reply Forms
Understanding

Websites Plan Overviews

Newspaper Ads Summaries of Benefits

The plan will assist in the creation of ads, flyers, and use of
logos upon request. Please contact Agent/Broker Services at
(877) 877-0539 for questions and assistance.




CMS STATES THAT
PERMISS/ON TO CONTACT A
BENEFICIARY MUST BE
CONS/IDERED “SHORT TERM,

& EVENT SPECIFIC”
PERMISSION AND “NOT OPEN
ENDED PERMISS/ION FOR
FUTURE CONTACT.”

Contacts With Beneficiaries
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MARKETING THROUGH UNSOLICITED
CONTACTS

70.5

There is a general prohibition on marketing through
unsolicited direct contacts. For example:

» Door-to-Door solicitation including leaving
information such as a leaflet, flyer or door hanger
at a residence or on someone’s car in a parking
lot or on the street.

» Approaching beneficiaries in common areas such
as parking lots, hallways, lobbies or sidewalks.

» Telephonic or electronic solicitation including
leaving electronic voicemail messages, text
messaging or sending unsolicited e-mail
messages. 70



MARKETING THROUGH UNSOLICITED

CONTACTS
70.5

“» The prohibition on marketing through unsolicited
contacts does not extend to mail and other print media,
provided the materials are constructed and mailed in
accordance with CMS marketing guidelines. The
prohibition does pertain to web-sites and e-mail.

» Leads may be generated through mailings, websites,

advertising and public sales events. Information should be
supplied on how beneficiaries may contact you.

*You may not require any beneficiary web page
registration or contact information.

" Instructions for supplying contact information should
clearly state that by supplying contact information, a
licensed sales agent will contact the beneficiary.
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MARKETING THROUGH UNSOLICITED

CONTACTS
70.3

Unsolicited E-Malil Policy

E-Mails may not be sent to a beneficiary, unless the
beneficiary agrees to receive e-mails and the
beneficiary has provided his/her e-mail address to

you.

Sales Agents/Brokers may not:
 Rent or purchase e-mail lists to distribute information
about MA, PDP or section 1876 cost plans.

 E-Mail beneficiaries at e-mail addresses obtained
through friends or other referral methods.

An opt-out process must be provided to beneficiaries
who no longer wish to receive e-mail communications.

72




TELEPHONIC CONTACTS WITH

BENEFICIARIES
70.6

Agents/Brokers and Plan Sponsors may contact
their own clients and plan members at anytime to
discuss plan business without consent.

= You may return a phone call from a member or
a prospective member.

= You may Initiate a phone call to confirm an
appointment that has already been agreed to by
a beneficiary via a VRA or paper |
Scope of Appointment.




TELEPHONIC CONTACTS WITH

BENEFICIARIES
70.6

* You may call beneficiaries who have
expressly given you permission to call them
by completing a Business Reply Form or
asking a service representative to have an
agent contact them.

e This permission only applies:

» To the entity from which the beneficiary
requested contact,

> For the duration of that transaction,

» For the scope of the product, (e.g.MA-PD,
PFFS or PDP) previously discussed or
indicated in the reply form.
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PROHIBITED TELEPHONIC CONTACTS

- You may not make
unsolicited outbound calls to beneficiaries about other
business as a means of generating leads for Medicare

JJELEE

make calls to beneficiaries based on
referrals gained through an unsolicited contact. If an
individual would like to refer a friend or relative to an
agent or plan sponsor, the agent or plan sponsor may
provide contact information such as a business card
that the individual may give to the friend or
family member. In all cases, a referred
beneficiary needs to contact the plan or Silicie
agent/broker directly.




You may not

You may not

You may not

Members who are voluntarily disenrolling from a
plan should not be contacted for sales purposes
or be asked to consent in any format to further
sales contacts.
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SCOPE OF
APPOINTMENT

GUIDANCE

70.9.3




When conducting marketing activities, a Plan/Part D Sponsor may not
market any health care related product during a marketing appointment
beyond the scope that the beneficiary agreed before the meeting with
that individual. The Plan/Part D Sponsor must document the scope of the
agreement 48 hours prior to the appointment, when practicable.

Distinct lines of plan business include MA, PDP and Cost Plan products.
If a Plan/Part D Sponsor would like to discuss additional products during
the appointment in which the beneficiary indicated interest, but did not
agree to discuss in advance, the Plan/Part D Sponsor must document a
second scope of appointment (SOA) for the additional product type to
continue the marketing appointment

78



SCOPE OF APPOINTMENT (SOA)

70.9.3

* A Scope of Appointment (SOA) defines the
products that are to be discussed or presented
during a marketing appointment.

« An SOA may be in writing through the use of a
form, or a voice recorded system (VRA).

'« We have developed a VRA system and our own
form based upon the CMS model format which
meets CMS VRA requirements. Our form and
directions for use can be found on the agent
portal. Instructions for use of the VRA can also be
found on the agent portal.
(https://vipagentsupport.com)
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SCOPE OF APPOINTMENT (SOA)

The sales person is bound to only discuss
during that appointment those products that
have been agreed upon by the beneficiary
during that appointment.

A beneficiary may set a SOA at a
marketing/sales event for a future
appointment.

An SOA may not be displayed or distributed at
any Educational Event.

Documentation may be a paper scope or a
recorded oral agreement. Any technology,
(conference calls, fax machines, designhated
recording line, prepaid envelopes and email)
can be used to document the scope of
appointment. (Recordings are subject to
certain requirements) %



< You may not market any health care related
products during a marketing appointment beyond
the scope agreed upon by the beneficiary and
documented by the plan prior to the appointment.
(48-hours in advance when practicable)

L X 2

L)

.0

If it is not feasible, for the form to be sighed 48
hrs. prior to the appointment, the form must be
fully documented as to why it was not feasible to
obtain the SOA prior to the appointment.

Use the “Notes Section” of our SOA form for this
documentation.
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YOU ARE EXPECTED TO INCLUDE THE FOLLOWING
WHEN DOCUMENTING THE SOA:

= Product type (e.g. MA, PDP) that has been agreed
= Date of appointment

= Beneficiary contact information

= Sighature of beneficiary

= Method of contact (e.g. walk-in)

= Agent information (e.g. name and contact information and
signature

= A statement that beneficiaries are not obligated to enroll in a
plan; their current or future Medicare enrollment status will not
be impacted and clearly explain that the beneficiary is not
automatically enrolled in the plan(s) discussed.

= |f the SOA was not sighed prior to the appointment, include an

explanation why it was not completed.
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SOA EXAMPLES . ..

= A SOA is written for an MAPD plan, if the beneficiary
asks questions about or asks for more information on
just a stand alone Prescription Drug Plan (PDP), a
second SOA may be written for the PDP and the
conversation may continue.

= A meeting is scheduled to discuss an enrollee’s current
Medi-Gap coverage. During the meeting, you are asked
to present a Medicare Advantage Prescription Drug Plan
(MAPD). You must complete a SOA and wait 48 hours to
meet with him again.

= A beneficiary attends a marketing presentation, and,
after the presentation, requests an individual
appointment, the sales person can arrange for that
appointment to take place immediately following the
sales presentation provided the beneficiary has
completed a scope of appointment form. -



SCOPE OF APPOINTMENT

 If a VRA has been completed for a beneficiary,
a paper SOA may be completed for their spouse
at the time of the appointment. Remember to
document the reason on the form and include
the VRA tracking number.

* In instances where a beneficiary visits a plan or
an agent’s office on their own accord, a SOA
may be completed on the spot and the 48-hour
waiting period does not apply. Remember to
document that it was a walk-in on the form.

Always document your SOA’s ! "



VOICE RECORDED APPOINTMENTS

(VRA)

It is the preference of the Health Plan that the
VRA be used in most instances.

* When a beneficiary initiates contact
requesting a personal appointment , the?]l
\rngx be referred to the plan to perform the

* The agent may not participate in the call.

** Please contact the plan for
specifics on the VRA program.

(htitps.//vipagentsupport.com)
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MARKETING APPOINTMENTS

70.9.2

> Marketing Appointments are individual
appointments desighed to steer or attempt to
steer, potential enrollees toward a plan or
limited number of plans.

> All one-on-one appointments between an agent
and a beneficiary, regard/ess of venue are
considered marketing/sales appointments and
must follow the SOA guidance.

-
1.

gt




MARKETING APPOINTMENTS

Plan Sponsor Representatives May Not:

>

>

Discuss plan options that were not agreed to by
the Medicare beneficiary.

Market any non-health care related products, such
as annuities or life insurance.

Ask a beneficiary for referrals.

Solicit or accept an enroliment application for a
January 1 effective date prior to the start of the
Annual Enroliment Period (AEP 10/15 through
12/7) unless the beneficiary is entitled to a
special enrollment period.
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PERSONAL OR IN-HOME

PRESENTATIONS

Although a personal appointment may feel less formal
than a sales event or seminar, you must still follow the

resentation requirements, which includes using the
ollowing introduction at the beginning of each in-home
presentation:

v’ Begin bfy greeting the beneficiary and introducing
yourself.

v’ State that you are an employee of the Plan (use the
plan nam_eYor a contracted agentof _____ agency
representing the Plan.

v' Always announce the Plan types and specific Plans to
be discussed by their Official Plan Name.

For Example: Optimum Diamond Rewards (HMO-SNP)

Once you have spoken the Plan Name, you may refer to
the plan by its number.
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PERSONAL OR IN-HOME

PRESENTATIONS

Use our CMS approved Video Presentation at all personal
or in-home presentations. It contains all CMS required
disclaimers and information.

If you absolutely cannot use the video, you must read the
entire CMS approved script. In most cases, this is the Plan
Overview. This assures that all CMS required language is
covered.

Do not ad-lib additional information or deviate from the
approved presentation in any way.

Review the CMS In-Home Secret Shopping Checklist to
make sure you perform all the elements required in your
presentation.

If your scheduled appointment becomes a “NO-Show” you

may leave information at their residence.
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PERSONAL OR IN-HOME

PRESENTATIONS

It is very important that each beneficiary fully
understands the type of plan they are joining:

v Our HMO plans require members to always see network
providers except in an emergency or urgent care
situation. Other plans such as PFFS or PPO plans are
not as restrictive.

v Prescription Drug coverage may sometimes be
confusing. Always check to make sure how a drug is
covered. (Part B or Part D)

v A Medicare Advantage Plan is not a Supplement, or
Medi-Gap or Prescription Drug type plan.

v' Most of our plans have Prescription Drug coverage,
some do not. Know the tier names and what is included
in each tier.
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PERSONAL OR IN-HOME

PRESENTATIONS

< During your meeting or any time prior to enroliment,
%ou may not ask any Direct Medical Questions of the
eneficiary. For Example, do not ask:

Do you have COPD or other chronic breathing
problems?

»* Instead, state the following:

If you have a Cardiovascular Disorder, Chronic Heart
Failure, Diabetes Mellitus or a Chronic Lung Disorder
you may qualify for one of our Special Needs plans.

» The only exception to this rule is “Do you have ESRD?”

* When assisting in filling out the application, you can
ask the specific health questions listed on the
application.

<&

L)

L)
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IMPORTANT REMINDERS FOR

ENROLLMENT APPLICATIONS

1. Make sure you are using the correct Enrollment Application
with the correct Plan Sponsor hame and specific Plan
Benefit Package (PBP) the enrollee has chosen.

2. Recap the following information with the beneficiary:

v
v

v
v
v

v
v

The enrollee has both Medicare Part A and B.

The enrollee understands that they are enrolling in a Medicare
Advantage plan, not a Medi-Gap or a stand alone PDP.

The Plan PBP selected by the enrollee is correct.

The PCP selected is in the directory, the Provider ID is correct on
the enroliment form and the PCP is accepting new patients. (HMO
plans)

The Dates are correct on the form.

The beneficiary’s personal information is correct.

The VRA Tracking Number is in the correct box.

3. Review the completed application to make sure all
mandatory boxes are filled in and you have secured the
appropriate signature. 93



If a beneficiary calls you to cancel or dis-enroll, please
communicate this information to the Plan immediately. Also
instruct the member to call Member Services at:

 Freedom 800-401-2740
e Optimum 866-245-5360

A Disenrollment request MUST be received in writing. It cannot
be processed until the written request is received.

A Cancellation (usually prior to an effective date) may be
received verbally. The plan will reach out to the beneficiary to
request the cancellation in writing, but will not delay the
processing while waiting on the written request.

A letter may be hand delivered, faxed, or sent regular mail to
a Concierge Office. Mailing addresses may also be found on

the Plans’ website: http://www.freedomhealth.com
http://www.youroptimumhealthcare.com
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TOP MEMBER
COMPLAINTS AND
ISSUES

Let’s look at some of the most
common issues surfaced during
complaint investigations:




Provider Network Issues:

Closed PCP panel
Specialist or PCP not in network

Formulary Issues:

Tier level cost issues
Coverage for medications

—
O
-
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Other Issues:

Video presentations
Plan benefit confusion
Chronic SNP enrollment




PCP/ NETWORHK ISSUES

»> HMO Members must select a PCP from our network. Use the
most recent Provider Directory available.

= Agents should use the On-Line Directory available with electronic
enrollments.

= |f using paper directory, please use along with the periodic
supplemental directories or check online. You may also call
Agent/Broker Services at (877) 877-0539

» Only Providers listed in the Provider Directory as receiving new
patients may be selected by the member.

» Special Note: The printed Provider Directory
is only printed once each year at the
beginning of AEP. Supplemental Directories
are sent out periodically by Agent/Broker services.
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PCP/NETWORHK ISSUES

Provider Finder Evaluation Form — Website ProviderInfo — American Board of Medical Speciaties — Provider Search Tips

Members may also use Finda..
the search engine B Last Upcated THT014
located on each of our %

Primary Care Physician

A physicianwho provides primary care; Intemal
Medicine, Family Medicine, General Practice
providers...eic.

Internet sites.

Members may continue e
y An institution providing medical and surgical treatment
their SeaI’Ch by providing and nursing care for sick or injred peaple...&fc.
certain key information
such as county, distance Prama
. . store where medicinal drugs are dispensed an
Astore where medicinal d dispensed and
from ’[hell‘ Z|p COde, soid; Chain, Retal, Mail order pharmacy . etc
physician nhame or

: English/Spanish PDF Directory Download
specialty. R
Download POF Version of the Provider and Pharmacy

directories in English or Spanish.

— B & O

Speciakty Physician

A physician highly frained in a particular branch of
medicine; Cardiology, Neurology, Orthopedics
providers...efc.

Skilled Nursing Facility

A place of residence for people who require confinual
nursing care and have significant deficiencies with
dally acivities . efc.

(ther HealthCare Providers

Diagnostic faciliy, Home Health, Dental, Vision,
Hearing providers.. efc

Information in Another Format or Language

Please contact us if you need information in another
format or language
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PCP/ NETWORK ISSUES

= Providers in our directories are desighated as:

= Closed Panel - The provider is not accepting any new patients. New or
existing members may not choose this provider as their PCP. No

exceptions.

= Current Patients Only - The provider is not accepting new patients but
may be named as a new enrollee’s PCP if that enrollee is an existing
patient of the provider and has been treated during the last 12 months.

= |KA will show a designation for PR to close the panel, allow
current patients only or accept new patients.

= |f the provider is closed panel or current patients only,
the on-line application will not allow that provider to be
named as PCP for existing patients. A paper app must
be done.
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PCP/ NETWORK ISSUES

Process to follow if new enrollee is an existing patient of a
current patient only Provider and wants to select that
provider as their PCP: (on-line will not allow that provider
to be selected)

1. A Paper application must be used instead of an on-line
application with a “YES” to the question are you an existing
patient.

2. Enrollment will review application for PCP selection and verify
that new enrollee is an existing patient or not.

3. Phone calls will be made to the member if the PCP selected

does not accept the new enrollee’s selection.
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PCP/NETWORK ISSUES

Certain services require a Referral from the PCP or in some
instances Authorization from the Plan. (Excluding PFFS plans)

In most situations, the PCP must give a Referral before the
member may use other providers in the plan’s network, such as
specialists, hospitals, skilled nursing facilities, or home health
care agencies.

A Referral from a PCP is not required for emergency care or
urgently needed care.

If there is a particular plan specialist or hospital the member
wants to use, advise the member to check first to be sure their
PCP makes Referrals to that specialist, or uses that hospital.
(Also advisable in the case of a PCP change)
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NETWORK PROVIDERS MUST BE USED FOR THE

FOLLOWING SERVICES (HMO PLANS):

= Chiropractic Services
= Dermatology Services

= Ophthalmology/Vision
Services/Routine Vision
Exams/Glasses/Contacts

® Behavioral Health Services
= Podiatry Services
® Dental Services

= Hearing Services/Hearing
Aids

Laboratory Services
Prescription Drugs
Hospitals

All Specialist Physicians
Primary Care Services
PT/OT/ST Services

Health Club/Fitness
Membership

= Over-the-Counter Medicine
= Smoking Cessation Counseling
= Transportation Services

® Other Ancillary Services such
as Home Health
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FORMULARY & DRUG COST

ISSUES

All our Prescription Drug coverage is subject to our formularies.
Drugs not found on our Formulary are not covered.

Each PBP is assigned to a specific Formulary.

Our covered drugs are usually classified into 4 tiers. Tier level
determines the member’s copay amount.

The information contained in the Formulary’s Requirements column
tells the member if there are any special requirements for coverage.

Not all prescription drugs are covered under Part D coverage. Some
Prescription drugs may be covered under Part B. When the
Formulary displays “B/D” in the Requirements column, it means
that the Plan must make a determination as to whether the drug is
covered by Part B or Part D.

Generic drugs are covered in Tiers 1, 2, 3 and 4.

Don’t assume you know how a drug is covered. Refer any
prescription drug coverage questions to Member Services for

response. The proper response can be complicated.
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CHRONIC SNP ISSUES

®The plan has only till the end of the first month of
enrollment to confirm that the enrollee has the
qualifying condition necessary for enrolilment into
the chronic condition SNP.

m|f the plan cannot confirm that the enrollee has the
qualifying condition within that time, the plan has
the first seven calendar days of the following month
(i.e., the second month of enrollment) in which to
send the beneficiary notice of his/her disenroliment
at the end of that month for not having the qualifying
condition.
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CHRONIC SNP ISSUES

® Disenrollment is effective at the end of the second month

of enrollment; however, the organization must retain the
member if confirmation of the qualifying condition is
obtained at any point during the second month of
enrollment. In the event the organization submits a
disenrollment request to CMS prior to confirming the
qualifying condition, a reinstatement request must be
submitted to CMS (or its designee).

® The beneficiary has an SEP that begins with the month of
notification and continues through the two following
months to enroll in another MA organization for a
prospective effective date. This SEP allows a beneficiary
time to find a new plan while reducing the potential for

incurring a late enrollment penalty.
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OTHER ISSUES

= Qur Plans are not Supplement Plans or Medigap plans.

= If enrolled, our Plans replace original Medicare coverage. We are
not secondary payers to Medicare.

® Qur Plans provide members with all Medicare covered Part A and
B services and some plans also provide Part D benefits.

" Members must understand the PBP they have selected. Review
copays and coverage, specifically restrictions and seek
confirmation prior to enroliment.

Special Note: It is required that all presentations,
whether in-home or in a group setting begin with the
video presentation. This is not optional.
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‘ ‘w FINANCIAL ASSISTANCE

-A

Beneficiaries may be eligible to save money on
medical and drug costs. They may not be aware
of these Federal and State programs.
Information can be found on the
http://Medicare.gov website.

v’ Medicaid

v’ Medicare Savings Plans - Dual Eligible,
Medically Needy

v' Extra Help Program - Low Income Subsidy

v’ State Pharmaceutical Assistance Programs - If
available in the state

v' Other Pharmacy Assistance Programs
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DUAL ELIGIBLES

Dual Eligibles are individuals who are entitled to
Medicare Part A and/or Part B and are eligible for
some form of Medicaid benefit.

There are separate eligibility requirements for
each program.

Medicaid may pay Medicare Deductibles and the
Medicare Premium.

Beneficiaries are qualified by Medicaid as to the
level of cost sharing that is made available to
them. Each qualified beneficiary is assigned an ID
humber.
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CREDITABLE COVERAGE

= Beneficiaries should check with the benefits
administrator of their Employer Group Health Plan
(EGHP) before changing plans to keep from
possibly losing coverage or to determine if it is the
type of plan that can be used along with the plan
(sfhe IS joining.

= |ndividuals with other drug coverage(s), including
private stand alone PDP’s, TRICARE, Federal
employee health benefits coverage, VA (Dept. of
Veterans Affairs) benefits, or State pharmaceutical
assistance programs may be affected by joining a
hew plan.

= Please take necessary precautions and advise
beneficiaries to discuss their coverage with the
benefits administrators of these plans so they are
fully alware of the circumstances before joining any
hew plan.
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EGHP/VA OR OTHER CREDITABLE
COVERAGE

“WHO PAYS FIRST” Guidance Table

IFYOU SITUATION PAYS FIRST PAYS SECOND

Entitled to Medicare

Are 65 or older and covered | The employer has 20 or Group Health Plan MA or MAPD Plan
by a group health plan more employees

because you or your spouse
is working The employer has less than
20 employees

Group Health Plan
MA or MAPD Plan

The Plan pays for Medicare
covered services.

Veterans' Affairs pays for VA-

Are a Veteran and have Entitled to Medicare and Authorized services \

Veterans' benefits Veterans' benefits Usually doesn’t apply
Note: Generally, The Plan and
VA can't pay for the same
service.
The Plan pays for Medicare
covered services.

Are covered under Entitled to Medicare and TRICARE pays for services TRICARE may pay

TRICARE TRICARE second.

from a military hospital or any

other federal provider.
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f_éngTOP Medicare Fraud

About Fraud Prevent Fraud Report Fraud For Providers

Medicare Fraud Strike Force Charges 90 Report Medicare Fraud Now
Individuals for Approximately $260 million in r &

iy . ¥ Office of Inspector General
False Billing J Call: 800-447-8477
. £ TTY: BOO-377-4950
Online: Report Fraud
27 Medical Professionals, Including 16 Doctors, P

Charged with Health Care Fraud Centers for Medicare and Medicaid

« Read the Press Release Lall e SibSth

« Learn more aboutthe HEAT Task Force More >

Identify Common Scams Senior Medicare Patrols F'artnership to Fight Fraud Anti-Fraud News

"l

- Learn to recognize fraud and - Seniors learn and teach each - A new partnership unites - War on fraud goes high-tech
protect yourself against other to battle fraud. public and private
identity theft organizations to fight fraud. + More fraud news

Fraud Waste and Abuse costs the Medicare system approximately $60
billion per year. Encourage seniors to be informed, consult federal and
state resources and report any suspected issues.




REPORT FRAUD, WASTE & ABUSE

Our Plan has partnered with EthicsPoint to provide a
phone and web based reporting system. Sales
Agents/Brokers, members, providers and our plan
employees may file a confidential and anonymous
report 24 hours a day, seven days a week.

= On the Internet: http://americasistchoice.ethicspoint.com

= Send an E-Mail to:
compliancereporting@americasistchoice.com

= By Phone: Florida - (888) 548-0094
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CENTERS FOR MEDICARE & MEDICAID SERVICES

Medicare Parts C & D Fraud, Waste, and Abuse
Training and General Compliance Training

Developed by the Centers
for Medicare & Medicaid
Services




Important Notice

This training module consists of two parts:

(1) Medicare Parts C & D Fraud, Waste, and Abuse (FWA)
Training and

of. A pi _' i,
(2) Medicare Parts C & D General 1,} ﬂ:. f n "1
, rLljzl'

Compliance Training. All persons who provide health or administrative

services to Medicare enrollees must satisfy general compliance and FWA
training requirements. This module may be used to satisfy both
requirements.
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CENTERS FOR MEDICARE & MEDICAID SERVICES

Part 1: Medicare Parts Cand D
Fraud, Waste, and Abuse Training

Developed by the Centers
for Medicare & Medicaid
Services




FWA Training Exception - Notice

There is one exception to the FWA training and
education requirement. Regulations effective June
7, 2010 implemented a “deeming” exception which
exempts FDRs who are enrolled in Medicare Parts A
or B from annual FWA training and education.

Therefore, if an entity or an individual is enrolled in
Medicare Parts A or B, the FWA training and
education requirement has already been satisfied. If
you are unsure if this “deeming” exception applies
to you please contact your sponsor for more

information.



Why Do | Need Training?

Every year millions of dollars are improperly spent because of fraud,
waste, and abuse. It affects everyone.

Including YOU

This training will help you detect, correct, and prevent fraud, waste, and
abuse.

YO U are part of the solution.




Objectives

Meet the regulatory requirement for training and
education

Provide information on the scope of fraud, waste, and
abuse

Explain obligation of everyone to detect, prevent, and
correct fraud, waste, and abuse

Provide information on how to report fraud, waste, and
abuse

Provide information on laws pertaining to fraud, waste,
and abuse



Requirements

The Social Security Act and CMS regulations and guidance
govern the Medicare program, including parts C and D.

e Part C and Part D sponsors must have an effective
compliance program which includes measures to
prevent, detect and correct Medicare non-compliance
as well as measures to prevent, detect and correct
fraud, waste, and abuse.

e Sponsors must have an effective training for
employees, managers and directors, as well as their
first tier, downstream, and related entities. (42 C.F.R.
§422.503 and 42 C.F.R. §423.504)



Where Do | Fit In?

As a person who provides health or administrative
services to a Part C or Part D enrollee you are either:

e Part C or D Sponsor Employee

* First Tier Entity
e Examples: PBM, a Claims Processing Company, contracted Sales
Agent
* Downstream Entity

e Example: Pharmacy
e Related Entity

 Example: Entity that has a common ownership or control of a
Part C/D Sponsor
5



What are my responsibilities?

You are a vital part of the effort to prevent, detect, and
report Medicare non-compliance as well as possible
fraud, waste, and abuse.

e FIRST you are required to comply with all applicable
statutory, regulatory, and other Part C or Part D
requirements, including adopting and implementing an
effective compliance program.

e SECOND you have a duty to the Medicare Program to report
any violations of laws that you may be aware of.

e THIRD you have a duty to follow your organization’s Code of
Conduct that articulates your and your organization’s
commitment to standards of conduct and ethical rules of
behavior.




An Effective Compliance Program

e |s essential to prevent, detect, and correct
Medicare non-compliance as well as fraud,
waste and abuse.

e Must, at a minimum, include the 7 core
compliance program requirements. (42 C.F.R.
§422.503 and 42 C.F.R. §423.504)



Prevention




How Do | Prevent Fraud, Waste, and
Abuse?

 Make sure you are up to date with laws,
regulations, policies.

 Ensure you coordinate with other payers.

e Ensure data/billing is both accurate and
timely.

e Verify information provided to you.

 Be on the lookout for suspicious activity.



Policies and Procedures

Every sponsor, first tier, downstream, and
related entity must have policies and
procedures in place to address fraud, waste,
and abuse. These procedures should assist
you in detecting, correcting, and preventing
fraud, waste, and abuse.

Make sure you are familiar with your entity’s
policies and procedures.
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Understanding Fraud, Waste and Abuse

In order to detect fraud, waste, and abuse

you need to know the Law
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Criminal FRAUD

Knowingly and willfully executing, or attempting
to execute, a scheme or artifice to defraud any
health care benefit program; or to obtain, by
means of false or fraudulent pretenses,
representations, or promises, any of the money
or property owned by, or under the custody or
control of, any health care benefit program.

18 United States Code §1347
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What Does That Mean?

Intentionally submitting —
false information to the '
government or a

government contractor “jg, i’_ :

in order to get money or
a benefit. B
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Waste and Abuse

Waste: overutilization of services, or other practices that,
directly or indirectly, result in unnecessary costs to the
Medicare Program. Waste is generally not considered
to be caused by criminally negligent actions but rather
the misuse of resources.

Abuse: includes actions that may, directly or indirectly,
result in unnecessary costs to the Medicare Program.
Abuse involves payment for items or services when
there is not legal entitlement to that payment and the
provider has not knowingly and or/intentionally
misrepresented facts to obtain payment.
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Differences Between Fraud, Waste, and

Abuse

There are differences between fraud, waste,
and abuse. One of the primary differences is
intent and knowledge. Fraud requires the
person to have an intent to obtain payment
and the knowledge that their actions are
wrong. Waste and abuse may involve
obtaining an improper payment, but does not
require the same intent and knowledge.
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Report Fraud, Waste, and Abuse

Do not be concerned about whether it is
fraud, waste, or abuse. Just report any
concerns to your compliance department or
your sponsor’s compliance department . Your
sponsor’s compliance department area will
investigate and make the proper
determination.
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Indicators of Potential Fraud, Waste, and

Now that you know what fraud,
waste, and abuse are, you need to be
able to recognize the signs of
someone committing fraud, waste, or
abuse.
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Indicators of Potential Fraud, Waste,
and Abuse

The following slides present issues that may
be potential fraud, waste, or abuse. Each slide
provides areas to keep an eye on, depending
on your role as a sponsor, pharmacy, or other
entity involved in the Part C and/or Part D

programs.
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Key Indicators:

Potential Beneficiary Issues

Does the prescription look altered or possibly forged?

Have you filled numerous identical prescriptions for this
beneficiary, possibly from different doctors?

Is the person receiving the service/picking up the
prescription the actual beneficiary(identity theft)?

Is the prescription appropriate based on beneficiary’s
other prescriptions?

Does the beneficiary’s medical history support the
services being requested?
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Key Indicators:
Potential Provider Issues

Does the provider write for diverse drugs or
primarily only for controlled substances?

Are the provider’s prescriptions appropriate
for the member’s health condition (medically
necessary)?

Is the provider writing for a higher quantity
than medically necessary for the condition?

Is the provider performing unnecessary

services for the member?
21



Key Indicators:

Potential Provider Issues

e |s the provider’s diagnhosis for the member
supported in the medical record?

 Does the provider bill the sponsor for services
not provided?
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Key Indicators:
Potential Pharmacy Issues

* Are the dispensed drugs expired, fake, diluted, or
illegal?

Do you see prescriptions being altered (changing
guantities or Dispense As Written)?

e Are proper provisions made if the entire
prescription cannot be filled (no additional
dispensing fees for split prescriptions)?

e Are generics provided when the prescription
requires that brand be dispensed?
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Key Indicators:

Potential Pharmacy Issues

 Are PBMs being billed for prescriptions that
are not filled or picked up?

e Are drugs being diverted (drugs meant for
nursing homes, hospice, etc. being sent
elsewhere)?
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Key Indicators:
Potential Wholesaler Issues

e |sthe wholesaler distributing fake, diluted,
expired, or illegally imported drugs?

* |sthe wholesaler diverting drugs meant for
nursing homes, hospices, and AIDS clinics and
then marking up the prices and sending to
other smaller wholesalers or to pharmacies?
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Key Indicators:

Potential Manufacturer Issues

* Does the manufacturer promote off label drug
usage?

 Does the manufacturer provide samples,
knowing that the samples will be billed to a
federal health care program?
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Key Indicators:
Potential Sponsor Issues

Does the sponsor offer cash inducements for
peneficiaries to join the plan?

Does the sponsor lead the beneficiary to believe
that the cost of benefits are one price, only for
the beneficiary to find out that the actual costs
are higher?

Does the sponsor use unlicensed agents?

Does the sponsor encourage/support
inappropriate risk adjustment submissions?
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How Do | Report
Fraud, Waste, or
Abuse?




Reporting Fraud, Waste, and Abuse

> _‘\ Everyone is required to report
{ ) suspected instances of fraud,

waste, and Abuse. Your
sponsor’s Code of Conduct and
Ethics should clearly state this
obligation. Sponsors may not
retaliate against you for making
" agood faith effort in reporting.
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Reporting Fraud, Waste, and Abuse

Every MA-PD and PDP sponsor is required to have
a mechanism in place in which potential fraud,
waste, or abuse may be reported by employees,
first tier, downstream, and related entities. Each
sponsor must be able to accept anonymous
reports and cannot retaliate against you for
reporting. Review your sponsor’s materials for
the ways to report fraud, waste, and abuse.

When in doubt, call the MA-PD or PDP fraud,
waste, and abuse Hotline or the Compliance
Department.
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To Report Suspected Compliance, FWA & HIPAA Issues

» Compliance Officer: Pawan Shah

» Secured Compliance Hot Lines:

FL: (888) 548-0094 NC & SC: (888) 548-0095

» Secured web site for FL, SC, & NC :
www. Americaslstchoice.ethicspoint.com

For Issues in FL, NC, SC:

E-Mail: compliance reporting @americaslstchoice.com

Fax: (888) 548 — 0092

P.O. Box: Compliance Department
P.O. Box 152137
Tampa, FL 33684
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Correction



Correction

Once fraud, waste, or abuse has been
detected it must be promptly corrected.

Correcting the problem saves the
government money and ensures you are in
compliance with CMS’ requirements.
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How Do | Correct Issues?

Once issues have been identified, a plan to
correct the issue needs to be developed.
Consult your compliance officer or your

sponsor’s compliance officer to find out the

process for the corrective action plan
development.

The actual plan is going to vary, depending on
the specific circumstances.
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The following slides provide very high level
information about specific laws. For details
about the specific laws, such as safe harbor

provisions, consult the applicable statute
and regulations concerning the law.
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Civil Fraud
Civil False Claims Act

Prohibits:

Presenting a false claim for payment or approval;
Making or using a false record or statement in support of a false claim;
Conspiring to violate the False Claims Act;

Falsely certifying the type/amount of property to be used by the
Government;

Certifying receipt of property without knowing if it’s true;
Buying property from an unauthorized Government officer; and
Knowingly concealing or knowingly and improperly avoiding or decreasing an

obligation to pay the Government.

31 United States Code § 3729-3733
36



Civil False Claims Act Damages and

Penalties

The damages may be tripled. Civil Money
Penalty between $5,000 and $10,000 for
each claim.
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Criminal Fraud Penalties

If convicted, the individual shall be fined,
imprisoned, or both. If the violations resulted in
death, the individual may be imprisoned for any

term of years or for life, or both.

18 United States Code §1347
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Anti-Kickback Statute

Prohibits:

Knowingly and willfully soliciting, receiving,
offering or paying remuneration (including any
kickback, bribe, or rebate) for referrals for
services that are paid in whole or in part under a
federal health care program (which includes the
Medicare program).

42 United States Code §1320a-7b(b)
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Anti-Kickback Statute Penalties

Fine of up to $25,000, imprisonment up to
five (5) years, or both fine and
Imprisonment.
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Stark Statute

(Physician Self-Referral Law)

Prohibits a physician from making a referral for
certain designated health services to an entity in
which the physician (or a member of his or her
family) has an ownership/investment interest or
with which he or she has a compensation
arrangement (exceptions apply).

42 United States Code §1395nn
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Stark Statute Damages and Penalties

Medicare claims tainted by an arrangement
that does not comply with Stark are not
payable.

Up to a $15,000 fine for each service provided.

Up to a $100,000 fine for entering into an
arrangement or scheme.
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No Federal health care program payment may
be made for any item or service furnished,
ordered, or prescribed by an individual or
entity excluded by the Office of Inspector

General.

42 U.S.C. §1395(e)(1)
42 C.F.R. §1001.1901
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HIPAA

Health Insurance Portability and Accountability Act of
1996 (P.L. 104-191)

Created greater access to health care insurance, protection of
privacy of health care data, and promoted standardization and
efficiency in the health care industry.

Safeguards to prevent unauthorized access to protected health
care information.

As a individual who has access to protected health care
information, you are responsible for adhering to HIPAA.
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Basic HIPAA Privacy Rule

The HIPAA Privacy Rule (Standards for Privacy of Individually
|dentifiable Health Information) provides the first national
standards for protecting the privacy of health information.

The Privacy Rule regulates how certain entities, called
covered entities, use and disclose certain individually

identifiable health information, called Protected Health
Information (PHI).

PHI is individually identifiable health information that is
transmitted or maintained in any form or medium (e.g.,

electronic, paper, or oral), but excludes certain educational
records and employment records.
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HIPAA Communication Methods

HIPAA applies to PHI in ALL forms of communication,
whether electronic, written or oral.

This means that HIPAA applies to:

Face to face interactions
Telephone conversations

Faxed or scanned documents
Printed materials and documents

E-mail and other internet based communications
such as Face-Book
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What Is Considered PHI?

Names, Addresses

All elements of dates directly
related to an individual,
including birth date,
admission date discharge
date, date of death

Telephone or Fax number
E-Mail Address
Medical Record Number

Health Plan Beneficiary
Number

Account Numbers

Certificate/License Number

Vehicle Identifier and Serial
Numbers (License plates)

Device Identifiers & Serial
Numbers

URL, IP Addresses

Biometric Identifiers (finger
and voice prints)

Full-Face Photos and
Comparable Images

Any other unique identifying
number, characteristic or
code




PHI Use & Disclosure

Use = Information shared within our organization.

Disclosure = Information provided to individuals or
entities outside our organization.

HIPAA prohibits use or disclosure of PHI unless:

* Itis used to provide treatment, payment or health care
operations; or

* It’s use is authorized by or provided to our member; or

« It's used for any one of 12 national priority purposes,
such as if required by law, public health activities and
safety, law enforcement, judicial or administrative
proceedings, victims of abuse or domestic violence, or
research, to name a few. Disclosure rules may apply.




Minimum Necessary

We must make reasonable efforts to use, disclose or
request only the minimum amount of PHI required to
accomplish the task at hand.

Do not ask for any information you do not need to
investigate or resolve an issue.

We must keep track of disclosures of PHI.
We must document privacy policies and procedures.

We must notify members of our privacy practices and
uses of their PHI as well as any breach of information.
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Consequences of Committing Fraud,
Waste, or Abuse

The following are potential penalties. The
actual consequence depends on the violation.

* Civil Money Penalties

* Criminal Conviction/Fines
e Civil Prosecution

* Imprisonment

e Loss of Provider License

e Exclusion from Federal Health Care programs
46



Scenario #1

A person comes to your pharmacy to drop off
a prescription for a beneficiary who is a
“regular” customer. The prescription is for a
controlled substance with a quantity of 160.
This beneficiary normally receives a quantity
of 60, not 160. You review the prescription
and have concerns about possible forgery.

What is your next step?
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Scenario #1

Fill the prescription for 160

Fill the prescription for 60

Ca

. Ca

Ca

the prescriber to verify quantity
the sponsor’s compliance department

law enforcement
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Scenario #1 Answer

Answer: C

Call the prescriber to verify

If the subscriber verifies that the quantity
should be 60 and not 160 your next step
should be to immediately call the sponsor’s
compliance hotline. The sponsor will provide
next steps.
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Scenario #2

Your job is to submit risk diagnosis to CMS for
purposes of payment. As part of this job you
are to verify, through a certain process, that

the data is accurate. Your immediate
supervisor tells you to ignore the sponsor’s
process and to adjust/add risk diagnosis codes
for certain individuals.

What do you do?
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Scenario #2

. Do what is asked of your immediate
supervisor

. Report the incident to the compliance
department (via compliance hotline or other
mechanism)

. Discuss concerns with immediate supervisor

. Contact law enforcement
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Scenario #2 Answer

Answer: B

Report the incident to the compliance department
(via compliance hotline or other mechanism)

The compliance department is responsible for
investigating and taking appropriate action. Your
sponsor/supervisor may NOT intimidate or take
retaliatory action against you for good faith
reporting concerning a potential compliance, fraud,

waste, or abuse issue.
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Scenario #3

You are in charge of payment of claims submitted
from providers. You notice a certain diagnostic
provider (“Doe Diagnostics”) has requested a
substantial payment for a large number of
members.

Many of these claims are for a certain procedure.
You review the same type of procedure for other
diagnostic providers and realize that Doe Diagnostics’
claims far exceed any other provider that you
reviewed.

What do you do?
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Scenario #3

. Call Doe Diagnostics and request additional
information for the claims

. Consult with your immediate supervisor for
next steps

. Contact the compliance department
. Reject the claims

. Pay the claims
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Scenario # 3 Answer

Answers B or C
Consult with your immediate supervisor for next steps
or
Contact the compliance department

Either of these answers would be acceptable. You do
not want to contact the provider. This may jeopardize
an investigation. Nor do you want to pay or reject the
claims until further discussions with your supervisor or
the compliance department have occurred, including

whether additional documentation is necessary.

55



Scenario #4

You are performing a regular inventory of the
controlled substances in the pharmacy. You
discover a minor inventory discrepancy.

What should you do?
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Scenario #4

. Call the local law enforcement

Perform another review

Contact your compliance department

. Discuss your concerns with your supervisor

Follow your pharmacies procedures
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Scenario #4 Answer

Answer E

Follow your pharmacies procedures

Since this is a minor discrepancy in the inventory
you are not required to notify the DEA. You
should follow your pharmacies procedures to
determine the next steps.

58



CENTERS FOR MEDICARE & MEDICAID SERVICES

Part 2: Medicare Parts C & D Compliance Training

ST T SR EE R Developed by the
sm @ e L Centers for Medicare &
Medicaid Services




IMPORTANT NOTICE

This training module will assist Medicare Parts C and D plan Sponsors in
satisfying the Compliance training requirements of the Compliance Program
regulations at 42 C.F.R. 88 422.503(b)(4)(vi) and 423.504(b)(4)(vi) and in
Section 50.3 of the Compliance Program Guidelines found in Chapter 9 of the
Medicare Prescription Drug Benefit Manual and Chapter 21 of the Medicare
Managed Care Manual.

While Sponsors may choose to use this module to satisfy compliance training
requirements, completion of this training in and of itself does not ensure that
a Sponsor has an “effective Compliance Program.” Sponsors are responsible
for ensuring the establishment and implementation of an effective
Compliance Program in accordance with CMS regulations and program
guidelines.



Why Do I/ Need Training?

Compliance is EVERYONE'’S responsibility!

As an individual who provides health or administrative services
for Medicare enrollees, every action you take potentially affects
Medicare enrollees, the Medicare program, or the Medicare
trust fund.



Training Objectives

To understand the organization’s commitment
to ethical business behavior

To understand how a compliance program
operates

To gain awareness of how compliance violations
should be reported




Where Do | Fit in the Medicare
Program?

Medicare Advantage Organization, Prescription Drug Plan, and Medicare
Advantage-Prescription Drug Plan

Independent Health . . .
Practice Call Centers Services/Hospital FqulIIgnent Field M.ark.etlng Credentialing PBM
Associati . . Groups Vendors Organizations First Tier) ) .
ssociations (First Tier) . . N X (First Tier (First Tier)
(First Tier) (First Tier 37 M) I e,

Quality Claims
Assurance Firm

(Downstream)

Providers Radiolo Hospitals Mental Health Agents Pharmacy
gy

Processing Firm

(Downstream) (Downstream)

(Downstream) (Downstream) (Downstream) (Downstream) (Downstream)

Providers Providers
(Downstream) (Downstream)




Background

CMS requires Medicare
Advantage, Medicare
Advantage-Prescription
Drug, and Prescription Drug
Plan Sponsors (“Sponsors”)
to implement an effective
compliance program.

An effective compliance
program should:

Provide
guidance on how
to identify and

report
compliance
violations

Provide
guidance on
how to handle
compliance
guestions and
concerns

Articulate and
demonstrate an
organization’s
commitment to legal
and ethical conduct



Compliance
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o Prevents
Noncompliance
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. _ Detects
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Compliance Program Requirements

At a minimum, a compliance program must include the 7 core
requirements:

1.
2.

S

Written Policies, Procedures and Standards of Conduct;

Compliance Officer, Compliance Committee and High Level
Oversight;

Effective Training and Education;
Effective Lines of Communication;
Well Publicized Disciplinary Standards;

Effective System for Routine Monitoring and Identification of
Compliance Risks; and

Procedures and System for Prompt Response to Compliance
Issues

42 C.F.R. 88422.503(b)(4)(vi) and 423.504(b)(4)(vi); Internet-Only Manual (“IOM”), Pub. 100-16, Medicare
Managed Care Manual Chapter 21; IOM, Pub. 100-18, Medicare Prescription Drug Benefit Manual Chap%er 9



Compliance Training

e CMS expects that all Sponsors will apply their training
requirements and “effective lines of communication” to the
entities with which they partner.

 Having “effective lines of communication” means that
employees of the organization and the partnering entities
have several avenues through which to report compliance
concerns.



Ethics — Do the Right Thing!

Act Fairly and Honestly Comply with the letter and spirit of
the law

As a part of the Medicare program, it
is important that you conduct yourself
in an ethical and legal manner.

It’s about doing the right thing!

Adhere to high ethical standards in
all that you do Report suspected violations




How Do | Know What is Expected of

Me?

Standards of Conduct (or Code of Conduct) state
compliance expectations and the principles and values
by which an organization operates.

Contents will vary as Standards of Conduct should be
tailored to each individual organization’s culture and
business operations.

10



How Do | Know What is Expected of
Me (cont.)?

Everyone is required to report violations of Standards
of Conduct and suspected noncompliance.

An organization’s Standards of Conduct and Policies
and Procedures should identify this obligation and tell
you how to report.

11



What Is Noncompliance?

Appeals and
Grievance
Review

Noncompliance is conduct that
does not conform to the law, and
Federal health care program
requirements, or to an
organization’s ethical and
business policies.

Claims
Processing

Credentialing

Marketing and
Enrollment

Medicare .
Conflicts of

Parts C & Interest
Beneficiary
D Notices

High Risk
Areas *

Agent / Broker

Documentation
Requirements

Formulary
Administration

Quiality of Care

* For more information, see the
Medicare Managed Care Manual and
the Medicare Prescription Drug Benefit
Manual on http://www.cms.gov 12



http://www.cms.gov/

Noncompliance Harms Enrollees

Delayed
services

Without
programs to Difficulty
Denial of prevent, detect, in using
Benefits and correct providers
noncompliance of choice
there are:

Hurdles to
care

13



Noncompliance Costs Money

Non Compliance affects EVERYBODY!

Without programs to prevent, detect, and correct
noncompliance you risk:

Higher
Insurance
Copayments

Higher

Premiums

Lower Star
ratings

Lower benefits
for individuals
and employers

Lower profits



I’m Afraid to Report Noncompliance

There can be NO retaliation against you for reporting
suspected noncompliance in good faith.

Each Sponsor must offer reporting methods that are:

Confidential

Non-Retaliatory

15



How Can | Report Potential

Noncompliance?

¢ Call the Medicare Compliance Officer
Employees of an MA, .

MA-PD, or PDP Sponsor

e Make a report through the Website
e Call the Compliance Hotline

-

e Talk to a Manager or Supervisor
FDR Employees e Call Your Ethics/Compliance Help Line
e Report through the Sponsor

e Call the Sponsor’s compliance hotline
Beneficiaries e Make a report through Sponsor’s website
e Call 1-800-Medicare

16



What Happens Next?

After It must be And then promptly
noncompliance has investigated correct any
been detected... immediately... noncompliance

Correcting Noncompliance
e Avoids the recurrence of the same noncompliance
 Promotes efficiency and effective internal controls
* Protects enrollees

e Ensures ongoing compliance with CMS requirements
17



How Do | Know the Noncompliance Won'’t

Happen Again?

* Once noncompliance is detected
and corrected, an ongoing
evaluation process is critical to
ensure the noncompliance does
not recur.

e Monitoring activities are regular Monitor/

Audit

reviews which confirm ongoing
compliance and ensure that
corrective actions are undertaken

and effective.
e Auditing is a formal review of
compliance with a particular set of . Report
standards (e.g., policies and
18

procedures, laws and regulations)
used as base measures



Know the Consequences of
Noncompliance

Your organization is required to have disciplinary standards in
place for non-compliant behavior. Those who engage in non-
Compliant behavior may be subject to any of the following:

Mandatory Training
or
Re-Training

Disciplinary
Action

Termination

19



Compliance is EVERYONE’S

Responsibility!!

4 )
PREVENT
e Operate within your organization’s ethical
expectations to PREVENT noncompliance!
- w

DETECT & REPORT

e |f you DETECT potential noncompliance, REPORT
it!

CORRECT

e CORRECT noncompliance to protect

beneficiaries and to save money!
L J

20




Scenario 1

You have discovered an unattended email address or
fax machine in your office which receives beneficiary
appeals requests.

You suspect that no one is processing the appeals.

What should you do?

21



Scenario 1

Contact Law Enforcement
Nothing

Contact your Compliance Department

© O v »

Wait to confirm someone is processing the appeals
before taking further action

E. Contact your supervisor

22



Scenario 1

The correct answer is: C
Contact your Compliance Department.

Suspected or actual noncompliance should be reported
immediately upon discovery. It is best to report anything that is
suspected rather than wait and let the situation play out.

Your Sponsor’s compliance department will have properly
trained individuals who can investigate the situation and then, as
needed, take steps to correct the situation according to the
Sponsor’s Standards of Conduct and Policies and Procedures.

23



A sales agent, employed by the Sponsor's first-tier or
downstream entity, has submitted an application for
processing and has requested two things:

e the enrollment date be back-dated by one month
e all monthly premiums for the beneficiary be waived

What should you do?

24



Scenario 2

Refuse to change the date or waive the premiums, but decide not to
mention the request to a supervisor or the compliance department.

Make the requested changes because the sales agent is responsible
for determining the beneficiary's start date and monthly premiums.

Tell the sales agent you will take care of it, but then process the
application properly (without the requested revisions). You will not
file a report because you don't want the sales agent to retaliate
against you.

Process the application properly (without the requested revisions).
Inform your supervisor and the compliance officer about the sales
agent's request.

Contact law enforcement and CMS to report the sales agent's

behavior.
25



The correct answer i1s: D

Process the application properly (without the requested revisions).
Inform your supervisor and the compliance officer about the sales agent's
request.

The enrollment application should be processed in compliance with CMS
regulations and guidance. If you are unclear about the appropriate procedure,
then you can ask your supervisor or the compliance department for additional,
job-specific training.

Your supervisor and the compliance department should be made aware of the
sales agent's request so that proper retraining and any necessary disciplinary
action can be taken to ensure that this behavior does not continue. No one,
including the sales agent, your supervisor, or the Compliance Department, can
retaliate against you for a report of noncompliance made in good faith.

26



Scenario 3

You work for an MA-PD Sponsor. Last month, while reviewing a
monthly report from CMS, you identified multiple enrollees for
which the Sponsor is being paid, who are not enrolled in the
plan.

You spoke to your supervisor, Tom, who said not to worry about
it. This month, you have identified the same enrollees on the
report again.

What do you do?

27



Decide not to worry about it as your supervisor, Tom, had
instructed. You notified him last month and now it’s his responsibility.

Although you have seen notices about the Sponsor’s non-retaliation
policy, you are still nervous about reporting. To be safe, you submit a
report through your Compliance Department’s anonymous tip line so
that you cannot be identified.

Wait until next month to see if the same enrollees are on the report
again, figuring it may take a few months for CMS to reconcile its
records. If they are, then you will say something to Tom again.

Contact law enforcement and CMS to report the discrepancy.

Ask Tom about the discrepancies again.

28



Scenario 3

The correct answer is: B

Although you have seen notices about the Sponsor’s non-
retaliation policy, you are still nervous about reporting. To be
safe, you submit a report through your Compliance Department’s
anonymous tip line so that you cannot be identified.

There can be no retaliation for reports of noncompliance made in
good faith. To help promote reporting, Sponsors should have easy-
to-use, confidential reporting mechanisms available to its
employees 24 hours a day, 7 days a week.

It is best to report any suspected noncompliance to the Compliance
Department promptly to ensure that the Sponsor remains in
compliance with CMS requirements. Do the right thing!
Compliance is everyone’s responsibility.

29



Where Can | Find Documents?



What Governs Compliance?

e Social Security Act:
o Title 18
e Code of Federal Regulations*:
e 42 CFR Parts 422 (Part C) and 423 (Part D)
e CMS Guidance:
* Manuals
e HPMS Memos
* CMS Contracts:
* Private entities apply and contracts are renewed/non-renewed each year
e  Other Sources:
* 0OIG/DO!I (fraud, waste and abuse (FWA))
e HHS (HIPAA privacy)
* State Laws:
* Licensure
* Financial Solvency

* Sales Agents

*42 C.F.R. 88 422.503(b)(4)(vi) and 423.504(b)(4)(vi) 30



Best Practices For You . ..

Use passwords, encryption and other security measures on
computers.

Use the Print/Lock feature for copier/printers.
Verify the identity of any person requesting PHI.

Remember to only ask for the minimum amount of information
you need for the task at hand.

Discuss member information privately, and only when required.
Never discuss a member in break rooms, elevators, lobbies or
corridors.

Always lock your computers while away from your desk. Log Off
at the end of the day.



Best Practices For You...

Any documents in your possession that contain member PHI
should be face down on your desk, in a closed file folder, or faced
toward the wall in the case of a wall box.

Remove documents that contain PHI from copiers, printers and fax
machines immediately.

Dispose of unnecessary documents by shredding.

Challenge any individual who accesses areas that contain PHI.
Question and verify their need to have access.

All plan documents must be retained by all departments,
including patient medical records for a minimum of 10 years.



Additional Resources

e For more information on laws governing the Medicare program and Medicare

noncompliance, or for additional healthcare compliance resources please see:

Title XVIII of the Social Security Act

Medicare Regulations governing Parts C and D (42 C.F.R. 88 422 and 423)
Civil False Claims Act (31 U.S.C. 88 3729-3733)

Criminal False Claims Statute (18 U.S.C. 88 287,1001)

Anti-Kickback Statute (42 U.S.C. § 1320a-7b(b))

Stark Statute (Physician Self-Referral Law) (42 U.S.C. 8 1395nn)

Exclusion entities instruction (42 U.S.C. § 1395w-27(g)(1)(G))

The Health Insurance Portability and Accountability Act of 1996 (HIPAA)
(Public Law 104-191) (45 CFR Part 160 and Part 164, Subparts A and E)

OIG Compliance Program Guidance for the Healthcare Industry:
http://oig.hhs.gov/compliance/compliance-guidance/index.asp

31



Any Questions?




Important Plan Numbers

Optimum VRA - English

1-800-428-2198

Argus Dental/Vision

1-866-853-4063

Optimum VRA - Spanish

1- 800-516-8076

Assured RX

1-888-987-9977

AST Fax # (Apps & SOA's)

1-800-864-1529

HearRX

1-800-333-3389

Agent Licensing Fax #
(Background Check
Documentation, Any
Attestations)

1-800-609-2701

Quest Diagnostics

1-866-697-8378

SilverSneakers®

1-888-423-4632

Transportation

1-888-994-1545

OTC Ordering

1-866-900-2688

Appendix 1



IMPORTANT COMPLIANCE REMINDER!

You have completed the Plan Specific
section for Optimum HealthCare. Please
remember to verify your Clearance to
Market status found on your homepage
prior to marketing.

STEPS TO COMPLETE
« Background check (The Plan)
e Online Certification (You)
« Face to Face Benefit Training (You)
« State appointment (The Plan)

» Verify Clearance to Market (C2M) designation in Portal (You)

Appendix 2
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