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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Help with Certain Chronic Conditions 

(continued)... 

o The benefit also covers installation 

of devices and an in-home bathroom 

safety inspection conducted by a 

qualified health professional 

(Occupational Therapist or Physical 

Therapist) to identify the need for 

safety devices and applicability to 

the specific enrollee’s bathroom. 

• Members with a diagnosis of either History 

of Hip Fracture or History of Falls can 

attend an evidence-based falls prevention 

program supported by the National Council 

on Aging (NCOA). 

o The plan will cover the cost of plan 

sponsored evidence-based falls 

prevention programs, such as 

Healthy Steps for Older Adults, 

facilitated by Southern Maine 

Agency on Aging. 

o The plan will reimburse up to $50 

per year for members to attend an 

evidence-based falls prevention 

program supported by the National 

Council on Aging (NCOA). 

•  Please call Member Services for more 

information on how to access these benefits 1-

866-544-7504. 

 

 

 

 

 

 

 

 

 

 

 

 

 

You pay $0 for plan 

sponsored programs offered 

either at Martin’s Point 

facilities or in the community 

through plan community 

partners. 

 

The plan will reimburse up 

to $50 per year. 

 
 

. 

 

 

 

 

 

 

 

 

 

 

 

 

You pay $0 for plan 

sponsored programs offered 

either at Martin’s Point 

facilities or in the community 

through plan community 

partners. 

 

The plan will reimburse up 

to $50 per year. 

 
 

 HIV screening 

For people who ask for an HIV screening test or 

who are at increased risk for HIV infection, we 

cover: 

• One screening exam every calendar year 

For women who are pregnant, we cover:  

Up to three screening exams during a pregnancy 

There is no coinsurance, 
copayment, or deductible for 
members eligible for 
Medicare-covered preventive 
HIV screening. 

Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Home health agency care* 

Prior to receiving home health services, a doctor 

must certify that you need home health services and 

will order home health services to be provided by a 

home health agency. You must be homebound, 

which means leaving home is a major effort. 

Covered services include, but are not limited to: 

• Part-time or intermittent skilled nursing and 

home health aide services (To be covered under 

the home health care benefit, your skilled 

nursing and home health aide services 

combined must total fewer than 8 hours per day 

and 35 hours per week) 

• Physical therapy, occupational therapy, and 

speech therapy 

• Medical and social services  

• Medical equipment and supplies 

You pay $0 for Medicare-

covered services. 

 

Note: Custodial care (care 

that helps you with activities 

of daily living, such as 

bathing or dressing) is not a 

covered benefit. 

 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

Not a covered benefit. 

Home Infusion Therapy* 

Home infusion therapy involves the intravenous or 

subcutaneous administration of drugs or biologicals 

to an individual at home.  The components needed 

to perform home infusion include the drug (for 

example, antivirals, immune globulin), equipment 

(for example, a pump), and supplies (for example, 

tubing and catheters). 

Covered services include, but are not limited to: 

• Professional services, including nursing 

services, furnished in accordance with the plan 

of care 

• Patient training and education not otherwise 

covered under the durable medical equipment 

benefit 

• Remote monitoring 

• Monitoring services for the provision of home 

infusion therapy and home infusion drugs  

You pay $0 for the 

administration of the drugs 

listed in the home setting.  

 

Part B drug cost sharing 

applies. See "Medicare Part 

B Prescription drugs." 

*Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details.  

 

 

 

You pay $0 for the 

administration of the drugs 

listed in the home setting.  

 

Part B drug cost sharing 

applies. See "Medicare Part 

B Prescription Drugs." 

 

*Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details.  
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Home Infusion Therapy* (continued)… 

furnished by a qualified home infusion therapy 

supplier 

In addition to Medicare-covered home infusion 

services, we cover the following home infusion 

services for non-homebound members: 

• Administration of Anti-fungal Part B drugs 

• Administration of Anti-viral Part B drugs 

• Administration of Anti-bacterial Part B drugs 

 

 

 

You pay $0 for the 

administration of the drugs 

listed in the home setting.  

 

Part B drug cost sharing 

applies. See "Medicare Part 

B Prescription Drugs." 

 

Not a covered benefit. 

Hospice care 

You may receive care from any Medicare-certified 

hospice program. You are eligible for the hospice 

benefit when your doctor and the hospice medical 

director have given you a terminal prognosis 

certifying that you’re terminally ill and have 6 

months or less to live if your illness runs its normal 

course. Your hospice doctor can be a network 

provider or an out-of-network provider. 

 

Covered services include: 

• Drugs for symptom control and pain relief 

• Short-term respite care 

• Home care 

Covered by Original Medicare. 

When you enroll in a Medicare-certified hospice program, 
your hospice services and your Part A and Part B services 
related to your terminal prognosis are paid for by Original 
Medicare, not Martin's Point Generations Advantage Prime. 

For hospice services and for services that are 
covered by Medicare Part A or B and are related to 
your terminal prognosis: Original Medicare (rather 
than our plan) will pay for your hospice services 
and any Part A and Part B services related to your 
terminal prognosis. While you are in the hospice 
program, your hospice provider will bill Original 
Medicare for the services that Original Medicare 
pays for. 

For services that are covered by Medicare Part A or 
B and are not related to your terminal prognosis: If  
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Hospice care (continued)… 
you need non-emergency, non-urgently needed 
services that are covered under Medicare Part A or 
B and that are not related to your terminal 
prognosis, your cost for these services depends on 
whether you use a provider in our plan’s network: 

• If you obtain the covered services from a 

network provider, you only pay the plan cost-

sharing amount for in-network services 

• If you obtain the covered services from an out-

of-network provider, you pay the cost-sharing 

under Fee-for-Service Medicare (Original 

Medicare)  

For services that are covered by Martin's Point 

Generations Advantage Prime but are not covered 

by Medicare Part A or B: Martin's Point 

Generations Advantage Prime will continue to 

cover plan-covered services that are not covered 

under Part A or B whether or not they are related to 

your terminal prognosis. You pay your plan cost-

sharing amount for these services. 

For drugs that may be covered by the plan’s Part D 

benefit: Drugs are never covered by both hospice 

and our plan at the same time. For more 

information, please see Chapter 5, Section 

9.4 (What if you’re in Medicare-certified hospice). 
Note: If you need non-hospice care (care that is not 
related to your terminal prognosis), you should 
contact us to arrange the services.  
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

 Immunizations 

Covered Medicare Part B services include: 

• Pneumonia vaccine  

• Flu shots, once each flu season in the fall and 

winter, with additional flu shots if medically 

necessary  

• Hepatitis B vaccine if you are at high or 

intermediate risk of getting Hepatitis B  

• COVID-19 vaccine 

• Other vaccines if you are at risk and they meet 

Medicare Part B coverage rules 

We also cover some vaccines under our Part D 

prescription drug benefit, including Shingrix and 

Tdap. 

There is no coinsurance, 

copayment, or deductible for 

the pneumonia, influenza, 

Hepatitis B, and COVID-19 

vaccines. 

Note: If you choose to 

receive your part B vaccines 

at a pharmacy instead of the 

provider’s office, you may 

need to pay up front and seek 

reimbursement from your 

plan. You may also be liable 

for additional costs if 

received from an out-of-

network pharmacy. 

Note: Some immunizations 

such as tetanus may be 

covered under Part B or Part 

D.  Prior authorization is 

required for these vaccines 

to determine how it will be 

covered.  If the tetanus 

vaccine is for wound 

treatment, it will be covered 

under part B.  If it is 

preventative, it will be 

covered under Part D. 

For a list of in-network 

providers of immunization 

services, including some 

pharmacies, please call 

Member Services. 

There is no coinsurance, 

copayment, or deductible for 

the pneumonia, influenza, 

Hepatitis B, and COVID-19 

vaccines. 

Note: If you choose to 

receive your part B vaccines 

at a pharmacy instead of the 

provider’s office, you may 

need to pay up front and seek 

reimbursement from your 

plan. You may also be liable 

for additional costs if 

received from an out-of-

network pharmacy. 

Note: Some immunizations 

such as tetanus may be 

covered under Part B or Part 

D.  Prior authorization is 

required for these vaccines 

to determine how it will be 

covered.  If the tetanus 

vaccine is for wound 

treatment, it will be covered 

under part B.  If it is 

preventative, it will be 

covered under Part D. 

For a list of in-network 

providers of immunization 

services, including some 

pharmacies, please call 

Member Services. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Inpatient hospital care* 

Includes inpatient acute, inpatient rehabilitation, 

long-term care hospitals and other types of inpatient 

hospital services. Inpatient hospital care starts the 

day you are formally admitted to the hospital with a 

doctor’s order. The day before you are discharged is 

your last inpatient day.  

Covered services include but are not limited to: 

• Semi-private room (or a private room if 

medically necessary) 

• Meals including special diets 

• Regular nursing services 

• Costs of special care units (such as intensive 

care or coronary care units) 

• Drugs and medications 

• Lab tests 

• X-rays and other radiology services 

• Necessary surgical and medical supplies 

• Use of appliances, such as wheelchairs 

• Operating and recovery room costs 

• Physical, occupational, and speech language 

therapy 

• Inpatient substance abuse services 

Under certain conditions, the following types of 

transplants are covered: corneal, kidney, 

kidney-pancreatic, heart, liver, lung, heart/lung, 

bone marrow, stem cell, and 

intestinal/multivisceral. If you need a transplant, 

we will arrange to have your case reviewed by a 

Medicare-approved transplant center that will 

decide whether you are a candidate for a 

transplant. Transplant providers may be local or 

outside of the service area. If our in-network 

transplant services are outside the community 

pattern of care, you may choose to go locally as 

long as the local transplant providers are willing 

to accept the Original Medicare rate. If Martin's 

Point Generations Advantage Prime provides  

You pay per admission: 

• $375 per day for days 1-

5; 

• $0 per day for days 6 and 

beyond. 

 

If you get authorized 

inpatient care at an out-of-

network hospital after your 

emergency condition is 

stabilized, your cost is the 

cost sharing you would pay 

at a network hospital. 

 

 

 

 

For information about 

emergency coverage, please 

go to the section, 

“Emergency care”. 

 

* Authorization is required, 

please have your provider 

contact the plan for more 

details. 

Not a covered benefit. 

For information about 

emergency coverage, please 

go to the section, 

“Emergency care”. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Inpatient hospital care (continued)…* 

transplant services at a location outside the 

pattern of care for transplants in your 

community and you choose to obtain transplants 

at this distant location, we will arrange or pay 

for appropriate lodging and transportation costs 

for you and a companion. 

• Blood - including storage and administration. 

Coverage of whole blood and packed red cells 

begins only with the fourth pint of blood that 

you need - you must either pay the costs for the 

first 3 pints of blood you get in a calendar year 

or have the blood donated by you or someone 

else. All other components of blood are covered 

beginning with the first pint used. 

• Physician services 

Note: To be an inpatient, your provider must write 

an order to admit you formally as an inpatient of the 

hospital. Even if you stay in the hospital overnight, 

you might still be considered an “outpatient.” If you 

are not sure if you are an inpatient or an outpatient, 

you should ask the hospital staff.  

You can also find more information in a Medicare 

fact sheet called “Are You a Hospital Inpatient or 

Outpatient? If You Have Medicare – Ask!” This 

fact sheet is available on the Web at 

https://www.medicare.gov/sites/default/files/2018-

09/11435-Are-You-an-Inpatient-or-Outpatient.pdf 

or by calling 1-800-MEDICARE (1-800-633-4227). 

TTY users call 1-877-486-2048. You can call these 

numbers for free, 24 hours a day, 7 days a week. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Inpatient mental health care* 

Covered services include mental health care 

services that require a hospital stay. 

Our plan covers up to 190 days in a lifetime for 

inpatient mental health care in a psychiatric 

hospital. The inpatient hospital care limit does not 

apply to inpatient mental services provided in a 

general hospital. 

Our plan covers 90 days for an inpatient hospital 

stay.  

Our plan also covers 60 “lifetime reserve days.” 

These are “extra” days that we cover. If your 

hospital stay is longer than 90 days, you can use 

these extra days. But once you have used up these 

extra 60 days, your inpatient hospital coverage will 

be limited to 90 days. 

You pay per admission:  

• $220 per day for days 

1-7; 

• $0 per day for days 8 

and beyond. 

 

 

 

* Authorization is required, 

please have your provider 

Behavioral HealthCare 

Program at 1-800-708-4532 

for more details. 

Not a covered benefit. 

Inpatient stay: Covered services received in a 

hospital or SNF during a non-covered inpatient 

stay* 

As described above, the plan covers unlimited days 

for inpatient hospital care and up to 100 days per 

benefit period for skilled nursing facility (SNF) 

care. 

If you have exhausted your inpatient benefits or if 

the inpatient stay is not reasonable and necessary, 

we will not cover your inpatient stay. However, in 

some cases, we will cover certain services you 

receive while you are in the hospital or the skilled 

nursing facility (SNF). Covered services include, 

but are not limited to: 

• Physician services 

• Diagnostic tests (like lab tests) 

• X-ray, radium, and isotope therapy including 

technician materials and services 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Please refer to Physician Services. 

• Please refer to Outpatient diagnostic tests and 

therapeutic services and supplies. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Inpatient stay: Covered services received in a 

hospital or SNF during a non-covered inpatient 

stay* 

• Surgical dressings 

• Splints, casts and other devices used to reduce 

fractures and dislocations 

• Prosthetics and orthotics devices (other than 

dental) that replace all or part of an internal 

body organ (including contiguous tissue), or all 

or part of the function of a permanently 

inoperative or malfunctioning internal body 

organ, including replacement or repairs of such 

devices 

• Leg, arm, back, and neck braces; trusses, and 

artificial legs, arms, and eyes including 

adjustments, repairs, and replacements required 

because of breakage, wear, loss, or a change in 

the patient’s physical condition 

• Physical therapy, speech therapy, and 

occupational therapy 

 

 

 

 

 

 

• Please refer to Prosthetic equipment and supplies. 

• Please refer to Durable medical equipment and supplies. 

 

 

 

 

 

 

 

 

 

 

• Please refer to Outpatient rehabilitation services. 

• * Services may require that your provider get prior 

authorization (approval in advance). Please have your 

provider contact the plan for more details. 

Kidney disease and conditions – see “Services to treat kidney disease and conditions” 

Mammograms – see “Breast cancer screening (mammograms)” or “Outpatient diagnostic tests and therapeutic 

services and supplies” 



2022 Evidence of Coverage for Martin’s Point Generations Advantage Prime  

Chapter 4. Medical Benefits Chart (what is covered and what you pay) 

 

93 

 

Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

 Medical nutrition therapy* 

This benefit is for people with diabetes, renal 

(kidney) disease (but not on dialysis), a diagnosis of 

obesity, morbid obesity, coronary artery disease, 

congestive heart failure, fatty liver disease, eating 

disorders, failure to thrive, heterozygous 

hypercholesterolemia, homozygous 

hypercholesterolemia, or after a kidney transplant 

when referred by your doctor. 

We cover 3 hours of one-on-one counseling 

services during your first year that you receive 

medical nutrition therapy services under Medicare 

(this includes our plan, any other Medicare 

Advantage plan, or Original Medicare), and 2 hours 

each year after that. If your condition, treatment, or 

diagnosis changes, you may be able to receive more 

hours of treatment with a physician’s referral. A 

physician must prescribe these services and renew 

their referral yearly if your treatment is needed into 

the next calendar year. 

There is no coinsurance, 

copayment, or deductible for 

members eligible for 

Medicare-covered medical 

nutrition therapy services.  

 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

Not a covered benefit. 

 Medicare Diabetes Prevention Program (MDPP)* 

MDPP services will be covered for eligible Medicare 

beneficiaries under all Medicare health plans. 

MDPP is a structured health behavior change intervention 

that provides practical training in long-term dietary 

change, increased physical activity, and problem-solving 

strategies for overcoming challenges to sustaining weight 

loss and a healthy lifestyle. 

In- and out-of-network: 

There is no coinsurance, copayment, or deductible for 

the MDPP benefit. 

 

* Services may require that your provider get prior 

authorization (approval in advance). Please have your 

provider contact the plan for more details. 
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Medicare Part B prescription drugs* 

These drugs are covered under Part B of Original 

Medicare. Members of our plan receive coverage for these 

drugs through our plan. Covered drugs include: 

• Drugs that usually aren’t self-administered by the 

patient and are injected or infused while you are 

getting physician, hospital outpatient, or ambulatory 

surgical center services, including services related to 

administration of these drugs. 

• Drugs you take using durable medical equipment 

(such as nebulizers) that were authorized by the plan  

• Clotting factors you give yourself by injection if you 

have hemophilia 

• Immunosuppressive Drugs, if you were enrolled in 

Medicare Part A at the time of the organ transplant 

• Injectable osteoporosis drugs, if you are homebound, 

have a bone fracture that a doctor certifies was related 

to post-menopausal osteoporosis, and cannot self-

administer the drug 

• Antigens 

• Certain oral anti-cancer drugs and anti-nausea drugs 

• Certain drugs for home dialysis, including heparin, the 

antidote for heparin when medically necessary, topical 

anesthetics, and erythropoiesis-stimulating agents 

(such as Epogen, Procrit, Epoetin Alfa, Aranesp, 

or Darbepoetin Alfa)  

• Intravenous Immune Globulin for the home treatment 

of primary immune deficiency diseases  

The following link will take you to a list of Part B Drugs 

that may be subject to Step Therapy: 

MartinsPoint.org/StepTherapy 

 

We also cover some vaccines under our Part B and Part D 

prescription drug benefit.  

Chapter 5 explains the Part D prescription drug benefit, 

including rules you must follow to have prescriptions 

covered. What you pay for your Part D prescription drugs 

through our plan is explained in Chapter 6. 

In- and out-of-network: 

You pay 20% of the cost of Medicare-covered 

services. 

* Services may require that your provider get prior 

authorization (approval in advance). Please have your 

provider contact the plan for more details. 

 

Note: Certain Part B drugs may be subject to step 

therapy requirements including those in the categories 

and/or to treat the conditions noted below: 

Acromegaly Products 

Alpha1-Proteinase Inhibitors 

Asthma 

Botulinum Toxins 

Colony Stimulating Factors – Short Acting 

Colony Stimulating Factors – Long Acting 

Erythropoiesis Stimulating Agents 

Gonadotropin Releasing Hormone Agonists 

Hyaluronates 

Multiple Sclerosis 

Ocular Disorders 

Rituximab Products 

Mental health – see “Inpatient mental health care”, “Outpatient mental health care”, or “Partial hospitalization 

services” 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Naturopathic services – see “Wellness Wallet” 

Nutrition and Dietary Support Programs –                            

Telenutrition: Members have access to an online     

nutrition/dietary platform and unlimited visits with 

a registered dietitian via video connection, email, or 

telephone through third-party vendor FoodSmart™. 

 

Members can call 888-837-5325 to schedule an 

appointment with a registered dietitian. Members 

can find information about how to access the 

FoodSmart benefit on the MartinsPoint.org website. 

Go to “For Members and Patients” >> “Generations 

Advantage”>>”Member Resources” and then click 

on “Foodsmart Personal Nutrition Benefit.” 

 

Note: Food cost and delivery of meals/groceries are 

not covered under this benefit. 

You pay $0 for telenutrition 

services through 

FoodSmart™.                        

Not a covered benefit. 

 Obesity screening and therapy to promote           

sustained weight loss 

If you have a body mass index of 30 or more, we 

cover intensive counseling to help you lose weight. 

This counseling is covered if you get it in a primary 

care setting, where it can be coordinated with your 

comprehensive prevention plan. Talk to your 

primary care doctor or practitioner to find out more. 

There is no coinsurance, 

copayment, or deductible for 

preventive obesity screening 

and therapy. 

Not a covered benefit. 

Occupational therapy – see “Outpatient rehabilitation services” 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Opioid Treatment Program Services* 

Members of our plan with opioid use disorder 

(OUD) can receive coverage of services to treat 

OUD through an Opioid Treatment Program (OTP) 

which includes the following services:  

• U.S. Food and Drug Administration          

(FDA-)-approved opioid agonist and antagonist 

medication-assisted treatment (MAT) 

medications  

• Dispensing and administration of such MAT 

medications, if applicable.  

• Substance use counseling  

• Individual and group therapy  

• Toxicology testing 

• Intake activities  

• Periodic assessments  

You pay $0 for opioid 

treatment program services.  

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

Note: Please see "Medicare 

Part B Drugs" for more 

information. 

Not a covered benefit. 

Osteoporosis testing – see “Bone mass measurement” 

OTC – see “Over-the-counter” 
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Outpatient diagnostic tests and therapeutic 

services and supplies* 

Covered services include, but are not limited to: 

• X-rays 

 

• Radiation (radium and isotope) therapy 

including technician materials and supplies 

• Surgical supplies, such as dressings  

• Splints, casts and other devices used to 

reduce fractures and dislocations 

• Laboratory tests 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Blood - including storage and 

administration. Coverage of whole blood 

and packed red cells begins only with the 

fourth pint of blood that you need - 

you must either pay the costs for the first 3 

pints of blood you get in a calendar year or 

have the blood donated by you or someone 

else. All other components of blood are 

covered beginning with the first pint used  

 

 

You pay for Medicare-

covered services: 

• 15% of the cost for x-

rays. 

 

• 20% of the cost of 

radiation therapy. 

 

• 20% of the cost of 

supplies and devices 

(surgical dressings, 

splints, casts). 

 

• $0 for preventive lab 

services (for example: 

testing for high 

cholesterol and 

cardiovascular) and 

COVID-19 viral testing. 

 

• 20% for genetic labs. 

 

 

• You pay $5 for all other 

lab services (for example: 

labs to diagnose certain 

conditions and infections, 

such as cancers, Lyme 

disease, strep throat, 

measles) and COVID-19 

antibody testing. 

 

• $0 for blood services. 

 

You pay for Medicare-

covered services: 

• 15% of the cost of x-rays 

when using your POS 

benefit. 

• 30% of the cost of 

radiation therapy when 

using your POS benefit. 

• 30% of the cost of 

supplies and devices 

(surgical dressings, 

splints, casts) when using 

your POS benefit. 

• $0 for preventive lab 

services (for example: 

testing for high 

cholesterol and 

cardiovascular) and 

COVID-19 viral testing. 

 

• 20% for genetic labs 

when using your POS 

benefit. 

• You pay $5 for all other 

lab services (for example: 

labs to diagnose certain 

conditions and infections, 

such as cancers, Lyme 

disease, strep throat, 

measles) and COVID-19 

antibody testing when 

using your POS benefit. 

• $0 copay for blood 

services when using your 

POS benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Outpatient diagnostic tests and therapeutic 

services and supplies (continued)…* 

• Other outpatient diagnostic tests 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

• Allergy testing 

• Allergy treatment 

 

• Diagnostic mammograms 

You pay for Medicare-

covered services: 

• 15% of the cost of simple 

diagnostic radiology. 

• 20% of the cost of 

complex diagnostic 

radiology (such as PET, 

CT, MRI, MRA, nuclear 

medicine). 

 

• 15% of the cost of sleep 

studies, diagnostic non-

surgical cardiac services, 

and nerve studies. 

 

• 15% of the cost of 

diagnostic bone mass 

measurement. 

 

• 15% of the cost of 

diagnostic ultrasounds. 

 

 

• 20% of the cost of 

genetic testing. 

 

• $0 for allergy testing. 

• $0 for allergy treatment.  

 

• 15% of the cost of 

diagnostic mammograms. 

You pay for Medicare-

covered services: 

• 15% of the cost of simple 

diagnostic radiology. 

• 30% of the cost of 

complex diagnostic 

radiology (such as PET, 

CT, MRI, MRA, nuclear 

medicine) when using 

your POS benefit. 

• 15% of the cost of sleep 

studies, diagnostic non-

surgical cardiac services, 

and nerve studies when 

using your POS benefit. 

• 15% of the cost of 

diagnostic bone mass 

measurement when using 

your POS benefit. 

• 15% of the cost for 

diagnostic ultrasounds 

when using your POS 

benefit. 

• 20% of the cost of 

genetic testing when 

using your POS benefit. 

• $0 for allergy testing. 

• $0 for allergy treatment.  

 

• 15% of the cost of 

diagnostic mammograms 

when using your POS 

benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Outpatient diagnostic tests and therapeutic 

services and supplies (continued)…* 

• Therapeutic services 

You pay for Medicare-

covered services: 

• 15% coinsurance for all 

other outpatient 

diagnostic tests and 

therapeutic 

services/supplies 

(excluding radiology). 

You pay for Medicare-

covered services: 

• 15% of the cost for all 

other outpatient 

diagnostic tests and 

therapeutic 

services/supplies 

(excluding radiology) 

when using your POS 

benefit. 

 * Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

Note: The physician may bill 

separately for reviewing the 

diagnostic test.  In those 

instances you may be subject 

to a separate coinsurance. 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

Note: The physician may bill 

separately for reviewing the 

diagnostic test.  In those 

instances you may be subject 

to a separate coinsurance. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Outpatient Hospital Observation* 

Observation services are hospital outpatient 

services given to determine if you need to be 

admitted as an inpatient or can be discharged.  

For outpatient hospital observation services to be 

covered, they must meet the Medicare criteria and 

be considered reasonable and necessary. 

Observation services are covered only when 

provided by the order of a physician or another 

individual authorized by state licensure law and 

hospital staff bylaws to admit patients to the 

hospital or order outpatient tests. 

Note: Unless the provider has written an order to 

admit you as an inpatient to the hospital, you are an 

outpatient and pay the cost-sharing amounts for 

outpatient hospital services. Even if you stay in the 

hospital overnight, you might still be considered an 

“outpatient.” If you are not sure if you are an 

outpatient, you should ask the hospital staff. 

You can also find more information in a Medicare 

fact sheet called “Are You a Hospital Inpatient or 

Outpatient? If You Have Medicare – Ask!” This 

fact sheet is available on the Web at 

https://www.medicare.gov/sites/default/files/2018-

09/11435-Are-You-an-Inpatient-or-Outpatient.pdf 

or by calling 1-800-MEDICARE (1-800-633-4227). 

TTY users call 1-877-486-2048. You can call these 

numbers for free, 24 hours a day, 7 days a week. 

You pay $200 for outpatient 

hospital observation. 

For information about how 

you pay for self-administered 

drugs, please see “Medicare 

Part B Prescription Drugs”. 

Note: You do not have to pay 

this amount if you are 

admitted to a hospital within 

24 hours for the same 

condition. 

Note:  If you have surgery 

during your observation stay, 

your observation copay will 

be waived, and the surgery 

copay will apply. 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

You pay $200 for outpatient 

hospital observation. 

For information about how 

you pay for self-administered 

drugs, please see “Medicare 

Part B Prescription Drugs”. 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 
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Outpatient hospital services* 

We cover medically-necessary services you get in 

the outpatient department of a hospital for diagnosis 

or treatment of an illness or injury.  

Covered services include, but are not limited to: 

• Services in an emergency department or 

outpatient clinic, such as observation services or 

outpatient surgery 

 

 

 

 

 

 

 

 

 

• Laboratory and diagnostic tests billed by the 

hospital 

You pay for Medicare-

covered services: 

• $90 for each Medicare-

covered emergency room 

visit.  

• $200 for outpatient 

observation services. 

• $175 for Medicare-

covered surgery services 

at an ambulatory surgical 

center. 

• $350 for Medicare-

covered surgery services 

at a hospital outpatient 

facility. 

 

• $0 for preventive lab 

services (for example: 

testing for high 

cholesterol and 

cardiovascular diseases) 

and COVID-19 viral 

testing. 

• 20% for genetic labs. 

• $5 for all other lab 

services (for example: 

labs to diagnose certain 

conditions and infections, 

such as cancers, Lyme 

disease, strep throat, 

measles) and COVID-19 

antibody testing. 

 

• 20% of the cost of 

genetic testing. 

• 15% of the cost of simple 

diagnostic radiology. 

You pay for Medicare-

covered services: 

• $90 for each Medicare-

covered emergency room 

visit.  

• $200 for outpatient 

observation services. 

• $200 for Medicare-

covered surgery services 

at an ambulatory surgical 

center when using your 

POS benefit. 

• $400 for Medicare-

covered surgery services 

at a hospital outpatient 

facility when using your 

POS benefit. 

• $0 for preventive lab 

services (for example: 

testing for high 

cholesterol and 

cardiovascular diseases) 

and COVID-19 viral 

testing. 

• 20% for genetic labs 

when using your POS 

benefit. 

• $5 for all other lab 

services (for example: labs 

to diagnose certain 

conditions and infections, 

such as cancers, Lyme 

disease, strep throat, 

measles) and COVID-19 

antibody testing. 

 

• 20% of the cost of 

genetic testing when 

using your POS benefit. 

• 15% of the cost of simple 

diagnostic radiology 

when using your POS 

benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Outpatient hospital services (continued)…* 

 

 

You pay for Medicare-

covered services: 

• 20% of the cost of 

complex diagnostic 

radiology (such as PET, 

CT, MRI, MRA, nuclear 

medicine) 

• 15% of the cost of sleep 

studies, diagnostic non-

surgical cardiac services, 

and nerve studies. 

• 15% coinsurance for all 

other outpatient 

diagnostic tests and 

therapeutic 

services/supplies 

(excluding radiology). 

• 15% of the cost of 

diagnostic bone mass 

measurement. 

• $350 for outpatient 

diagnostic colonoscopies. 

• 15% of the cost of 

diagnostic mammograms. 

• 15% of the cost of 

diagnostic ultrasounds. 

You pay for Medicare-

covered services: 

• 30% of the cost of 

complex diagnostic 

radiology (such as PET, 

CT, MRI, MRA, nuclear 

medicine) when using 

your POS benefit. 

• 15% of the cost of sleep 

studies, diagnostic non-

surgical cardiac services, 

and nerve studies when 

using your POS benefit. 

• 15% of the cost for all 

other outpatient 

diagnostic tests and 

therapeutic 

services/supplies when 

using your POS benefit. 

• 15% of the cost of 

diagnostic bone mass 

measurement when using 

your POS benefit. 

• $400 for outpatient 

diagnostic colonoscopies 

when using your POS 

benefit. 

• 15% of the cost of 

diagnostic mammograms 

when using your POS 

benefit. 

• 15% of the cost of 

diagnostic ultrasounds 

when using your POS 

benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Outpatient hospital services (continued)…* 

 

• Mental health care, including care in a partial-

hospitalization program, if a doctor certifies 

that inpatient treatment would be required 

without it 

 

 

 

 

 

• X-rays and other radiology services billed by 

the hospital 

 

 

You pay for Medicare-

covered services: 

• $25 per visit for 

individual therapy.  

• $25 per visit for group 

therapy. 

• $55 per day for 

Medicare-covered partial 

hospitalization services. 

 

• 15% of the cost for x-

rays. 

• 20% of the cost of 

radiation therapy. 

• 15% of the cost of simple 

diagnostic radiology. 

 

 

• 20% of the cost of 

complex diagnostic 

radiology (such as PET, 

CT, MRI, MRA, nuclear 

medicine). 

• 15% of the cost of 

diagnostic mammograms. 

• 15% of the cost of 

diagnostic ultrasounds. 

 

• $0 for breast cancer 

screening. 

You pay for Medicare-

covered services: 

• $30 per visit for 

individual therapy when 

using your POS benefit. 

• $30 per visit for group 

therapy when using your 

POS benefit. 

• Not a covered benefit. 

 

• 15% of the cost of x-rays 

when using your POS 

benefit. 

• 30% of the cost of 

radiation therapy when 

using your POS benefit. 

• 15% of the cost of simple 

diagnostic radiology 

when using your POS 

benefit. 

• 30% of the cost of 

complex diagnostic 

radiology (such as PET, 

CT, MRI, MRA, nuclear 

medicine) when using 

your POS benefit. 

• 15% of the cost of 

diagnostic mammograms 

when using your POS 

benefit. 

• 15% of the cost for 

diagnostic ultrasounds 

when using your POS 

benefit. 

• Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Outpatient hospital services (continued)…* 

 

• X-rays and other radiology services billed by 

the hospital (continued)… 

 

 

 

 

• Medical supplies such as splints and casts 

 

 

 

 

 

 

 

 

 

• Certain drugs and biologicals that you can’t 

give yourself 

 

Note: Unless the provider has written an order to 

admit you as an inpatient to the hospital, you are an 

outpatient and pay the cost-sharing amounts for 

outpatient hospital services. Even if you stay in the 

hospital overnight, you might still be considered an 

“outpatient.” If you are not sure if you are an 

outpatient, you should ask the hospital staff. 

You can also find more information in a Medicare 

fact sheet called “Are You a Hospital Inpatient or 

Outpatient? If You Have Medicare – Ask!” This 

fact sheet is available on the Web at 

https://www.medicare.gov/sites/default/files/2018-

09/11435-Are-You-an-Inpatient-or-Outpatient.pdf 

or by calling 1-800-MEDICARE (1-800-633-4227). 

TTY users call 1-877-486-2048. You can call these 

numbers for free, 24 hours a day, 7 days a week. 

You pay for Medicare-

covered services: 

• $0 for screening  
colonoscopy. 

See “Colorectal cancer 

screening” for more 

information. 

• 20% of the cost for 

durable medical 

equipment, supplies, and 

devices (surgical 

dressings, splints, casts). 

 

 

• 20% of the cost of 

Medicare-covered 

services. 

Multiple cost shares may 

apply if additional services 

are rendered. 

 

For information about self-

administered drugs in the 

outpatient setting, please go 

to the section, “Medicare 

Part B prescription drugs.” 

 

 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

You pay for Medicare-

covered services: 

• Not a covered benefit. 

 

 

 

• 30% of the cost for 

durable medical 

equipment, supplies, and 

devices (surgical 

dressings, splints, casts) 

when using your POS 

benefit. 

 

 

 

• 20% of the cost of 

Medicare-covered 

services when using your 

POS benefit. 

Multiple cost shares may 

apply if additional services 

are rendered. 

For information about self-

administered drugs in the 

outpatient setting, please go 

to the section, “Medicare 

Part B prescription drugs.” 

 

 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Outpatient mental health care* 

Covered services include: 

Mental health services provided by a state-licensed 

psychiatrist or doctor, clinical psychologist, clinical 

social worker, clinical nurse specialist, nurse 

practitioner, physician assistant, or other Medicare-

qualified mental health care professional as allowed 

under applicable state laws.  

You pay: 

• $25 per visit for 

individual therapy. 

 

• $25 per visit for group 

therapy. 

 

* Services may require prior 

authorization (approval in 

advance). You or your 

provider must contact 

Behavioral HealthCare 

Program at 1-800-708-4532. 

 

 

Please see "Help with 

Chronic Conditions" for 

more information. 

 

 

You pay: 

• $30 per visit for 

individual therapy when 

using your POS benefit. 

• $30 per visit for group 

therapy when using your 

POS benefit. 

* Services may require prior 

authorization (approval in 

advance). You or your 

provider must contact 

Behavioral HealthCare 

Program at 1-800-708-4532. 

 

 

Please see "Help with 

Chronic Conditions" for 

more information. 

 

 

Outpatient rehabilitation services 

Covered services include: physical therapy, 

occupational therapy, and speech language therapy. 

Outpatient rehabilitation services are provided in 

various outpatient settings, such as hospital 

outpatient departments, independent therapist 

offices, and Comprehensive Outpatient 

Rehabilitation Facilities (CORFs). 

You pay $40 for each 

Medicare-covered visit. 

 

 

You pay $55 for each 

Medicare-covered visit when 

using your POS benefit.  

 



2022 Evidence of Coverage for Martin’s Point Generations Advantage Prime  

Chapter 4. Medical Benefits Chart (what is covered and what you pay) 

 

106 

 

Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Outpatient substance abuse services* 

Substance abuse outpatient counseling services 

provided by a state-licensed psychiatrist or doctor, 

clinical psychologist, clinical social worker, clinical 

nurse specialist, nurse practitioner, physician 

assistant, or other Medicare-qualified mental health 

care professional as allowed under applicable state 

laws. 

You pay: 

• $25 per visit for 

individual therapy. 

 

• $25 per visit for group 

therapy. 

 

*Services may require prior 

authorization (approval in 

advance). You or your 

provider must contact 

Behavioral HealthCare 

Program at 1-800-708-4532 

Please see "Help with 

Chronic Conditions" or 

“Opioid Treatment Program 

Services” for more 

information. 

You pay: 

• $30 per visit for 

individual therapy when 

using your POS benefit. 

• $30 per visit for group 

therapy when using your 

POS benefit. 

*Services may require prior 

authorization (approval in 

advance). You or your 

provider must contact 

Behavioral HealthCare 

Program at 1-800-708-4532 

Please see "Help with 

Chronic Conditions" or 

“Opioid Treatment Program 

Services” for more 

information. 

Outpatient surgery, including services provided 

at hospital outpatient facilities and ambulatory 

surgical centers* 

Note: If you are having surgery in a hospital 

facility, you should check with your provider about 

whether you will be an inpatient or outpatient. 

Unless the provider writes an order to admit you as 

an inpatient to the hospital, you are an outpatient 

and pay the cost-sharing amounts for outpatient 

surgery. Even if you stay in the hospital overnight, 

you might still be considered an “outpatient.”  

You pay: 

• $175 for Medicare-

covered surgery services 

at an ambulatory surgical 

center. 

 

• $350 for Medicare-

covered surgery services 

at a hospital outpatient 

facility. 

Note: some wound care 

services (debridement) are 

considered outpatient 

surgical services. 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

You pay: 

• $200 for Medicare-

covered surgery services 

at an ambulatory surgical 

center when using your 

POS benefit. 

• $400 for Medicare-

covered surgery services 

at a hospital outpatient 

facility when using your 

POS benefit. 

Note: some wound care 

services (debridement) are 

considered outpatient 

surgical services. 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Over-the-counter (OTC) 

More than 350 covered items including: non-

prescription medicine (pain relief, cough, allergies), 

toothpaste, first aid items, vitamins.  

 

We partner with Over the Counter Health Solutions 

(OTCHS) to offer this benefit. 

 

Please visit MartinsPoint.org/OTC for a list of 

designated CVS locations, the catalog detailing 

eligible OTC items, and instructions on how to 

place orders through the online portal. 

The plan will cover up to $50 

per quarter for members to 

purchase select CVS brand 

over-the-counter (OTC) 

products.  

 

Note: All items must be for 

the member’s use only. 

Qualifying purchases must 

be made in person at 

participating CVS stores, by 

phone, or online.  

Note: Specific items in the 

OTC Catalog are designated 

as dual purpose items. Before 

purchasing dual purpose 

items, please speak to your 

physician to ensure they 

recommend that item to you 

for a specific diagnosed 

condition. 

Phone/Online purchases: 

Total may not exceed $50. 

In-store purchases: 

Members are responsible for 

balances exceeding the $50 

allowance (of the qualifying 

OTC purchase).  

The plan will cover up to $50 

per quarter for members to 

purchase select CVS brand 

over-the-counter (OTC) 

products.  

 

Note: All items must be for 

the member’s use only. 

Qualifying purchases must 

be made in person at 

participating CVS stores, by 

phone, or online.  

Note: Specific items in the 

OTC Catalog are designated 

as dual purpose items. Before 

purchasing dual purpose 

items, please speak to your 

physician to ensure they 

recommend that item to you 

for a specific diagnosed 

condition. 

Phone/Online purchases: 

Total may not exceed $50. 

In-store purchases: 

Members are responsible for 

balances exceeding the $50 

allowance (of the qualifying 

OTC purchase).  
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Over-the-counter (OTC) (continued)… 

 

Note: Reimbursement is 

only applicable in the event 

that the OTCHS online 

system, the call center, and 

enabled stores are all down at 

the same time.  At such time 

the member is required to 

save their receipt, then the 

member orders items from 

OTCHS, then upon receipt of 

OTCHS order, return items 

to store for reimbursement. 

The benefit refreshes 

quarterly.  You can make 

multiple transactions per 

quarter up to the quarterly 

maximum.  Remaining 

balances do not carry over to 

the next quarter. 

For questions or help placing 

an order, please call OTC 

Health Solutions at: 1-888-

628-2770 (TTY: 1-877-672-

2688). 

Note: Reimbursement is 

only applicable in the event 

that the OTCHS online 

system, the call center, and 

enabled stores are all down at 

the same time.  At such time 

the member is required to 

save their receipt, then the 

member orders items from 

OTCHS, then upon receipt of 

OTCHS order, return items 

to store for reimbursement. 

The benefit refreshes 

quarterly.  You can make 

multiple transactions per 

quarter up to the quarterly 

maximum.  Remaining 

balances do not carry over to 

the next quarter. 

For questions or help placing 

an order, please call OTC 

Health Solutions at: 1-888-

628-2770 (TTY: 1-877-672-

2688). 

Partial hospitalization services* 

“Partial hospitalization” is a structured program of 

active psychiatric treatment provided as a hospital 

outpatient service or by a community mental health 

center, that is more intense than the care received in 

your doctor’s or therapist’s office and is an 

alternative to inpatient hospitalization.  

You pay $55 per day for 

Medicare-covered partial 

hospitalization services. 

* Services require prior 

authorization (approval in 

advance). You or your 

provider must contact 

Behavioral HealthCare 

Program at 1-800-708-4532. 

Not a covered benefit. 

 

 

Physical therapy – see “Outpatient rehabilitation services” 
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Physician/Practitioner services, including 

doctor’s office visits* 

Covered services include: 

• Medically necessary medical care or surgery 

services furnished in a physician’s office, 

certified ambulatory surgical center, hospital 

outpatient department, or any other location 

 

 

 

 

• Consultation, diagnosis, and treatment by a 

specialist 

• Basic hearing and balance exams performed by 

your PCP, if your doctor orders it to see if you 

need medical treatment 

• Certain telehealth services, including:  

o Primary care visits 

 

 

o  
o  
o Specialist visits 

 

o Home Health 

 

o Physical, Occupational, and Speech 

therapy 

 

o Individual and Group Mental Health, 

Psychiatry 

 

o Outpatient Substance Use visits 

 

o Opioid Treatment Services 

 

 

o  

 

 

You pay: 

• $0 for each Primary Care 

Physician (PCP) office 

visit for Medicare-

covered services. You 

may be subject to 

additional cost shares for 

labs provided during 

your PCP visit. 

 

• $40 for each specialist 

office visit for Medicare-

covered services. 

• $0 for each Primary Care 

Physician (PCP) office 

visit for Medicare-

covered services. 

• $0 for each Primary Care 

Physician (PCP) office 

visit. 

• $40 for specialist visits. 

 

• $0 for Medicare-covered 

Home Health Services. 

• $40 for outpatient 

rehabilitation services. 

 

• $25 for individual and 

group mental health, 

psychiatry. 

• $25 for outpatient 

substance use visits. 

• $0 for opioid treatment. 

services. 

 

 

 

 

 

 

You pay: 

• $35 for each Primary 

Care Physician (PCP) 

office visit for Medicare-

covered services when 

using your POS benefit. 

You may be subject to 

additional cost shares for 

labs provided during 

your PCP visit. 

 

• $55 for each specialist 

office visit for Medicare-

covered services when 

using your POS benefit. 

• $35 for each Primary 

Care Physician (PCP) 

office visit for Medicare-

covered services when 

using your POS benefit. 

 

• Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Physician/Practitioner services, including 

doctor’s office visits (continued)…* 

o Kidney Disease Education  

o Diabetes Self-Management Training 

o Podiatry Services 

o You have the option of getting these 

services through an in-person visit or by 

telehealth. If you choose to get one of 

these services by telehealth, you must 

use a network provider who offers the 

service by telehealth.  

o Generations Advantage allows 

beneficiaries in all areas of the country 

to receive telehealth services, including 

at their home. 

o Members must use an interactive audio 

and video telecommunications system 

that permits real-time communication 

between you (the member) at the 

originating site and the provider at the 

distant site. 

•  Telehealth services for monthly end-stage 

renal disease-related visits for home dialysis 

members in a hospital-based or critical 

access hospital-based renal dialysis center, 

renal dialysis facility, or the member’s 

home 

• Telehealth services to diagnose, evaluate, or 

treat symptoms of a stroke, regardless of 

your location 

• Telehealth services for members with a 

substance use disorder or co-occurring 

mental health disorder, regardless of their 

location  

You pay: 

• $0 for Kidney Disease 

education services. 

• $0 for Diabetes Self-

Management Training 

services. 

• $40 for Podiatry 

Services. 

You pay: 

• $0 for each Primary Care 

Physician (PCP) office 

visit. 

• $40 for specialist visits. 

• $0 for Medicare-covered 

Home Health Services. 

• $40 for outpatient 

rehabilitation services. 

• $25 for individual and 

group mental health, 

psychiatry. 

• $25 for outpatient 

substance use visits. 

• $0 for opioid treatment. 

services. 

• $0 for Kidney Disease 

education services. 

• $0 for Diabetes Self-

Management Training 

services. 

Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Physician/Practitioner services, including 

doctor’s office visits (continued)…* 

• Virtual check-ins (for example, by phone or 

video chat) with your doctor for 5-10 

minutes if: 

o You’re not a new patient and 

o The check-in isn’t related to an 

office visit in the past 7 days and 

o The check-in doesn’t lead to an 

office visit within 24 hours or the 

soonest available appointment 

• Evaluation of video and/or images you send 

to your doctor, and interpretation and 

follow-up by your doctor within 24 hours if: 

o You’re not a new patient and 

o The evaluation isn’t related to an 

office visit in the past 7 days and 

o The evaluation doesn’t lead to an 

office visit within 24 hours or the 

soonest available appointment 

• Consultation your doctor has with other 

physicians via telephone, internet, or electronic 

health record  

• Second opinion by another network provider 

prior to surgery 

• Non-routine dental care (covered services are 

limited to surgery of the jaw or related 

structures, setting fractures of the jaw or facial 

bones, extraction of teeth to prepare the jaw for 

radiation treatments of neoplastic cancer 

disease, or services that would be covered when 

provided by a physician) 

 

• $40 for each specialist 

office visit for Medicare-

covered services. 

• $40 for each specialist 

office visit for Medicare-

covered services. 

• You pay $50 per visit for 

Medicare-covered dental 

services (non-routine 

dental care required to 

treat illness or injury). 

Note: Before you receive 

services from a specialist you 

must first obtain a referral 

from your PCP. 

The PCP copay applies to 

your PCP of record or their 

covering provider. Specialist 

provider copays may apply 

otherwise. 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

• $55 for each specialist 

office visit for Medicare-

covered services when 

using your POS benefit. 

• $55 for each specialist 

office visit for Medicare-

covered services when 

using your POS benefit. 

 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Podiatry services 

Covered services include: 

• Diagnosis and the medical or surgical treatment 

of injuries and diseases of the feet (such as 

hammer toe or heel spurs) 

• Routine foot care for members with certain 

medical conditions affecting the lower limbs 

 

You pay $40 for each 

Medicare-covered visit. 

You pay $55 for each 

Medicare-covered visit when 

using your POS benefit. 

 Prostate cancer screening exams 

For men age 50 and older, covered services include 

the following - once every calendar year: 

• Digital rectal exam 

You pay $0 for digital rectal 

exam.  

Not a covered benefit.  

• Prostate Specific Antigen (PSA) test There is no coinsurance, 

copayment, or deductible for 

an annual PSA test. 

Not a covered benefit. 

Prosthetic devices and related supplies* 

Devices (other than dental) that replace all or part 

of a body part or function. These include, but are 

not limited to: colostomy bags and supplies directly 

related to colostomy care, pacemakers, braces, 

prosthetic shoes, artificial limbs, and breast 

prostheses (including a surgical brassiere after a 

mastectomy). Includes certain supplies related to 

prosthetic devices, and repair and/or replacement of 

prosthetic devices. Also includes some coverage 

following cataract removal or cataract surgery – see 

“Vision Care” later in this section for more detail.  

You pay 20% of the cost for 

Medicare-covered services. 

 

 

 

* Some devices and supplies 

may require that your 

provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

 

 

 

 

 

You pay 30% of the cost for 

Medicare-covered services 

when using your POS 

benefit. 

 

* Some devices and supplies 

may require that your 

provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 



2022 Evidence of Coverage for Martin’s Point Generations Advantage Prime  

Chapter 4. Medical Benefits Chart (what is covered and what you pay) 

 

113 

 

Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Pulmonary rehabilitation services* 

Comprehensive programs of pulmonary 

rehabilitation are covered for members who have 

moderate to very severe chronic obstructive 

pulmonary disease (COPD) and a referral for 

pulmonary rehabilitation from the doctor treating 

the chronic respiratory disease.  

You pay $0 for Medicare-

covered services. 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

Not a covered benefit. 

 

Remote access technology 

Nursing hotline: 24-hours-a-day, 7-days-a-week 

telephonic health resource for guidance on whether 

or not to go to the emergency room, advice on 

treatment options, explanation of prescription 

medications and medical procedures, education on 

chronic conditions, and general health care advice.   

To reach our nurse line, call 1-800-530-1021. 

 

You pay $0 for remote 

access technology nursing 

hotline. 

 

 

 

 

Not a covered benefit. 

 

 

 

 

 Screening and counseling to reduce alcohol 

misuse 

We cover one alcohol misuse screening for adults 

with Medicare (including pregnant women) who 

misuse alcohol, but aren’t alcohol dependent.  

If you screen positive for alcohol misuse, you can 

get up to 4 brief face-to-face counseling sessions 

per year (if you’re competent and alert during 

counseling) provided by a qualified primary care 

doctor or practitioner in a primary care setting. 

There is no coinsurance, 

copayment, or deductible for 

the Medicare-covered 

screening and counseling to 

reduce alcohol misuse 

preventive benefit. 

Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

 Screening for lung cancer with low dose 

computed tomography (LDCT) 

For qualified individuals, a LDCT is covered every 

12 months.  

Eligible members are: people aged 55 – 77 years 

who have no signs or symptoms of lung cancer, but 

who have a history of tobacco smoking of at least 

30 pack-years and who currently smoke or have 

quit smoking within the last 15 years, who receive a 

written order for LDCT during a lung cancer 

screening counseling and shared decision making 

visit that meets the Medicare criteria for such visits 

and be furnished by a physician or qualified non-

physician practitioner.  

For LDCT lung cancer screenings after the initial 

LDCT screening: the members must receive a 

written order for LDCT lung cancer screening, 

which may be furnished during any appropriate 

visit with a physician or qualified non-physician 

practitioner. If a physician or qualified non-

physician practitioner elects to provide a lung 

cancer screening counseling and shared decision 

making visit for subsequent lung cancer screenings 

with LDCT, the visit must meet the Medicare 

criteria for such visits.  

There is no coinsurance, 

copayment, or deductible for 

the Medicare covered 

counseling and shared 

decision making visit or for 

the LDCT. 

Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

 Screening for sexually transmitted infections 

(STIs) and counseling to prevent STIs 

We cover sexually transmitted infection (STI) 

screenings for chlamydia, gonorrhea, syphilis, and 

Hepatitis B. These screenings are covered for 

pregnant women and for certain people who are at 

increased risk for an STI when the tests are ordered 

by a primary care provider. We cover these tests 

once every 12 months or at certain times during 

pregnancy. 

We also cover up to two individual 20 to 30 minute, 

face-to-face high-intensity behavioral counseling 

sessions each year for sexually active adults at 

increased risk for STIs. We will only cover these 

counseling sessions as a preventive service if they 

are provided by a primary care provider and take 

place in a primary care setting, such as a doctor’s 

office. 

There is no coinsurance, 

copayment, or deductible for 

the Medicare-covered 

screening for STIs and 

counseling for STIs 

preventive benefit. 

Not a covered benefit. 

Services to treat kidney disease* 

Covered services include: 

 

You pay: 

 

You pay: 

• Kidney disease education services to teach 

kidney care and help members make informed 

decisions about their care. For members with 

stage IV chronic kidney disease when referred 

by their doctor, we cover up to six sessions of 

kidney disease education services per lifetime 

$0 for kidney disease 

education services. 

$0 copay for kidney disease 

education.  

• Outpatient dialysis treatments (including 

dialysis treatments when temporarily out of the 

service area, as explained in Chapter 3) 

20% of the cost of Medicare-

covered outpatient dialysis 

treatments. 

20% of the cost for 

Medicare-covered outpatient 

dialysis treatments when 

using your POS benefit. 

• Inpatient dialysis treatments (if you are 

admitted as an inpatient to a hospital for special 

care) 

Per admission: 

• $375 per day for days 1-

5; 

• $0 per day for days 6 and 

beyond. 

Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Services to treat kidney disease (continued)…* 

• Self-dialysis training (includes training for you 

and anyone helping you with your home 

dialysis treatments) 

$0 for kidney disease 

education services. 

$0 for kidney disease 

education when using your 

POS benefit.   

• Home dialysis equipment and supplies 20% of the cost of Medicare 

covered outpatient dialysis 

treatments. 

20% of the cost when using 

your POS benefit. 

• Certain home support services (such as, when 

necessary, visits by trained dialysis workers to 

check on your home dialysis, to help in 

emergencies, and check your dialysis equipment 

and water supply) 

20% of the cost of Medicare-

covered outpatient dialysis 

treatments. 

20% of the cost when using 

your POS benefit. 

Certain drugs for dialysis are covered under your 

Medicare Part B drug benefit. For information 

about coverage for Part B Drugs, please go to the 

section, “Medicare Part B prescription drugs.” 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

* Services may require that 

your provider get prior 

authorization (approval in 

advance). Please have your 

provider contact the plan for 

more details. 

Skilled nursing facility (SNF) care* 

(For a definition of “skilled nursing facility care,” 
see Chapter 12 of this booklet. Skilled nursing 
facilities are sometimes called “SNFs.”) 

There is a limit of 100 days for each benefit period. 
No prior hospital stay is required. Covered services 
include but are not limited to: 

• Semiprivate room (or a private room if 

medically necessary) 

• Meals, including special diets 

• Skilled nursing services 

 

 

 

 

 

For each benefit period you 
pay for Medicare-covered 
services: 
$0 for days 1-20; 
$178 per day for days 21-
100. 
 
A benefit period begins on 
the first day you go to a 
Medicare-covered skilled 
nursing facility. 

A benefit period ends 60 

days after the beneficiary has 

ceased to be an inpatient of a 

hospital and has not received 

inpatient skilled care in a 

SNF during the same 60-day 

period. 

Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Skilled nursing facility (SNF) care 
(continued)…* 

• Physical therapy, occupational therapy, and 

speech therapy 

• Drugs administered to you as part of your plan 

of care (This includes substances that are 

naturally present in the body, such as blood 

clotting factors.)  

• Blood - including storage and administration. 

Coverage of whole blood and packed red cells 

begins only with the fourth pint of blood that 

you need - you must either pay the costs for the 

first 3 pints of blood you get in a calendar year 

or have the blood donated by you or someone 

else. All other components of blood are covered 

beginning with the first pint used. 

• Medical and surgical supplies ordinarily 

provided by SNFs 

• Laboratory tests ordinarily provided by SNFs 

• X-rays and other radiology services ordinarily 

provided by SNFs 

• Use of appliances such as wheelchairs 

ordinarily provided by SNFs 

• Physician/Practitioner services 

Generally, you will get your SNF care from 
network facilities. However, under certain 
conditions listed below, you may be able to pay in-
network cost-sharing for a facility that isn’t a 
network provider, if the facility accepts our plan’s 
amounts for payment. 

• A nursing home or continuing care retirement 

community where you were living right before 

you went to the hospital (as long as it provides 

skilled nursing facility care) 

• A SNF where your spouse is living at the time 

you leave the hospital 

If you go to the SNF after 
one benefit period has ended, 
a new benefit period begins. 
There is no limit to the 
number of benefit periods 
you can have. 
 
 
* Services may require that 
your provider get prior 
authorization (approval in 
advance). Please have your 
provider contact the plan for 
more details. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

 Smoking and tobacco use cessation 

(counseling to stop smoking or tobacco use) 

If you use tobacco, but do not have signs or 

symptoms of tobacco-related disease: We cover two 

counseling quit attempts within a 12-month period 

as a preventive service with no cost to you. Each 

counseling attempt includes up to four face-to-face 

visits.  

If you use tobacco and have been diagnosed with a 

tobacco-related disease or are taking medicine that 

may be affected by tobacco: We cover cessation 

counseling services. We cover two counseling quit 

attempts within a 12-month period, however, you 

will pay the applicable cost-sharing. Each 

counseling attempt includes up to four face-to-face 

visits.  

There is no coinsurance, 

copayment, or deductible for 

the Medicare-covered 

smoking and tobacco use 

cessation preventive benefits. 

Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Special Supplemental Benefits for the 

Chronically Ill  

Members with diagnoses of Congestive Heart 

Failure (CHF) or End Stage Renal Disease (ESRD), 

post-discharge or surgery; or members with CHF or 

ESRD who indicate need and meet objective 

screening priority for food insecurity, are eligible to 

receive home-delivered meals. 

Members with a diagnosis of Congestive Heart 

Failure (CHF) or End Stage Renal Disease (ESRD) 

can receive: 

• Up to 7 days (14 meals) of coverage for 

each qualifying event (post-discharge, post-

surgery, indication of need identified by the 

plan). 

• Up to an additional 7 days (14 meals) of 

coverage beyond limited meal benefit when 

extended need and high risk is identified by 

the plan while coordinating access to 

community support for food insecurity. 

• When receiving meal delivery, members 

will also receive 1-2 visual safety check-ins 

per week of meal delivery, 

assessment/application support for meals 

on wheels (whether full/partial), (2) follow-

up visits by a community resource 

specialist for well-being assessment and 

community service support plan. 

• Members receive services supporting 

cooking, shopping, and budgeting when 

experiencing food insecurity.  

You pay $0. Not a covered benefit. 

Speech language therapy — see “Outpatient rehabilitation services” 

 

Supervised Exercise Therapy (SET)  You pay $0. Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

SET is covered for members who have 

symptomatic peripheral artery disease (PAD) and a 

referral for PAD from the physician responsible for 

PAD treatment.  

Up to 36 sessions over a 12-week period are 

covered if the SET program requirements are met. 

The SET program must: 

• Consist of sessions lasting 30-60 minutes, 

comprising a therapeutic exercise-training 

program for PAD in patients with claudication 

• Be conducted in a hospital outpatient setting or 

a physician’s office 

• Be delivered by qualified auxiliary personnel 

necessary to ensure benefits exceed harms, and 

who are trained in exercise therapy for PAD 

• Be under the direct supervision of a physician, 

physician assistant, or nurse practitioner/clinical 

nurse specialist who must be trained in both 

basic and advanced life support techniques 

SET may be covered beyond 36 sessions over 12 

weeks for an additional 36 sessions over an 

extended period of time if deemed medically 

necessary by a health care provider.  

Telehealth – some additional services may be covered, pleases see: “Physician/Practitioner services, including 

doctor’s office visits” and “Remote Access Technology” 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Urgently needed services 

Urgently needed services are provided to treat a 

non-emergency, unforeseen medical illness, injury, 

or condition that requires immediate medical care. 

Urgently needed services may be furnished by 

network providers or by out-of-network providers 

when network providers are temporarily 

unavailable or inaccessible. 

Cost sharing for necessary urgently needed services 

furnished out-of-network is the same as for such 

services furnished in-network. 

 

You pay $40 for each Medicare-covered urgent care visit 

when performed at an urgent care center in the United States 

and its associated territories. 

 

You pay $90 for each Medicare-covered urgent care visit 

when performed at an urgent care center outside of the 

United States and its associated territories. 

 

You do not have to pay this amount if you are admitted to the 

hospital within 24 hours for the same condition.  

 

If you are admitted to the hospital as an inpatient, please 

notify your PCP and Martin's Point as soon as possible. 

Please call Member Services if you need assistance. 

 

Physician services provided at a walk-in facility may have a 

different cost share. Please see “Physician/Practitioner 

Services” for more information. 

A $25,000 annual maximum amount applies for ambulance 

transportation, urgent care, and emergency services received 

outside of the U.S. 

Vaccines — see “Immunizations” 

 Vision care 

Covered services include: 

 

You pay: 

 

You pay: 

• A routine eye exam (eye refraction) to 

determine the need for eyeglasses/contacts, 

once per calendar year 

$0 for an annual routine eye 

exam. 

30% of the cost for an annual 

routine eye exam when using 

your POS benefit. 

• Non-routine outpatient physician services for 

the diagnosis and treatment of diseases and 

injuries of the eye, including treatment for age-

related macular degeneration. Original 

Medicare doesn’t cover routine eye exams (eye 

refractions) for eyeglasses/contacts 

$40 for non-routine 

Medicare-covered physician 

services. 

$55 for non-routine 

Medicare-covered physician 

services when using your 

POS benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

 Vision care (continued)… 

• For people who are at high risk of glaucoma, we 

will cover one glaucoma screening each year. 

People at high risk of glaucoma include: people 

with a family history of glaucoma, people with 

diabetes, African-Americans who are age 50 

and older and Hispanic Americans who are 65 

or older 

 

$0 for glaucoma testing. 

 

$0 for glaucoma testing 

when using your POS 

benefit. 

• For people with diabetes, screening for diabetic 

retinopathy is covered once per year 

$0 for a diabetic eye exam 

(retinopathy). 

$0 for a diabetic eye exam 

(retinopathy) when using 

your POS benefit. 

• One pair of standard eyeglasses (standard 

frames and standard lenses) or contact lenses 

after each cataract surgery that includes 

insertion of an intraocular lens. (If you have two 

separate cataract operations, you cannot reserve 

the benefit after the first surgery and purchase 

two eyeglasses after the second surgery.) 

20% of the Medicare 

allowable rate for standard 

eyeglasses (standard frames, 

standard lenses) or contacts 

after cataract surgery. 

20% of the Medicare 

allowable rate for standard 

eyeglasses or contacts after 

cataract surgery when using 

your POS benefit. 

 “Welcome to Medicare” Preventive Visit  

The plan covers the one-time “Welcome to 

Medicare” preventive visit. The visit includes a 

review of your health, as well as education and 

counseling about the preventive services you need 

(including certain screenings and shots), and 

referrals for other care if needed. 

Important: We cover the “Welcome to Medicare” 

preventive visit only within the first 12 months you 

have Medicare Part B. When you make your 

appointment, let your doctor’s office know you 

would like to schedule your “Welcome to 

Medicare” preventive visit.  

There is no coinsurance, 

copayment, or deductible for 

the “Welcome to Medicare” 

preventive visit. 

Not a covered benefit. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Wellness Wallet  

The plan will reimburse members for certain 

services not covered by Original Medicare. The 

plan will reimburse up to $400 each year in total for 

Fitness, Naturopathic Services, Acupuncture, 

Nutrition/Dietary Education, Weight Management 

Programs, Eyewear, and Face Masks. 

 

The plan will reimburse up to $400 each year in total for 

Fitness, Naturopathic Services, Acupuncture, 

Nutrition/Dietary Education, Weight Management Programs, 

Eyewear and Face Masks. 

 

Reimbursement requests for 2022 must be received by the 

plan no later than March 31, 2023. 

 

(Monthly gym membership fees reimbursable for current 

year; yearly fees reimbursed in full--up to Wellness Wallet 

limit--if membership extends into the next calendar year. For 

example: annual membership paid in full in November 2022 

will be reimbursed in full--up to Wellness Wallet limit--in 

2022). 

Fitness benefit includes:  

• Fitness membership fees  

The plan will reimburse up to $400 each year in total for 

Fitness, Naturopathic Services, Acupuncture, 

Nutrition/Dietary Education, Weight Management Programs, 

Eyewear and Face Masks. 

 

• Personal trainer fees at a facility, fitness 

class fees, and non-recreational at home 

fitness equipment, in order to improve 

overall wellbeing and health promotion. 

Note: Massage therapy is not a covered benefit under the 

Wellness Wallet. 

Naturopathic Services include: 

seeing a licensed naturopathic doctor providing 

immunizations, some counseling, manipulative 

therapy, and dietary therapy. (Homeopathy and 

hypnotherapy do not qualify.) 

The plan will reimburse up to $400 each year in total for 

Fitness, Naturopathic Services, Acupuncture, 

Nutrition/Dietary Education, Weight Management Programs, 

Eyewear and Face Masks. 

 

Eyewear benefit includes: 

 coverage for prescription lenses, frames, and 

contact lenses. 

The plan will reimburse up to $400 each year in total for 

Fitness, Naturopathic Services, Acupuncture, 

Nutrition/Dietary Education, Weight Management Programs, 

Eyewear and Face Masks. 
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Services that are covered for you 

What you must pay when 

you get these services 

In Network: Out of Network: 

Wellness Wallet (continued)… 

Nutrition/Dietary support program includes: 

general nutrition education through classes and/or 

individual counseling. 

 

The plan will reimburse up to $400 each year in total for 

Fitness, Naturopathic Services, Acupuncture, 

Nutrition/Dietary Education, Weight Management Programs, 

Eyewear and Face Masks. 

 

 

Weight Management Programs include: 

programs designed to promote healthy behaviors 

that help an individual lose weight and keep it off. 

Qualified programs may be offered in person or 

online (full or partly). The program should provide 

structured lessons on a weekly basis tailored to your 

personal goals. Coverage does not include meals for 

any weight loss programs (such as Nutrisystem or 

Weight Watchers). 

The plan will reimburse up to $400 each year in total for 

Fitness, Naturopathic Services, Acupuncture, 

Nutrition/Dietary Education, Weight Management Programs, 

Eyewear and Face Masks. 

 

 

Face Mask benefit includes: 

Members may be reimbursed for the cost of cloth 

masks and face shields if purchased at a retail store 

or DME supplier.  Additionally, surgical masks 

may be covered but are limited to packs totaling 50 

per month. 

N95 Respirators are not covered as the CDC 

recommends that they be reserved for healthcare 

workers.  Supplies for homemade cloth masks are 

also not covered. 

The plan will reimburse up to $400 each year in total for 

Fitness, Naturopathic Services, Acupuncture, 

Nutrition/Dietary Education, Weight Management Programs, 

Eyewear and Face Masks. 

 

Wig reimbursement benefit* 

The plan will reimburse members for wigs needed 

during chemotherapy or radiation therapy. Contact 

Member Services for details. 

The plan will reimburse up to $350 (lifetime). 

 

*You must have received prior authorization from the plan 

for chemotherapy and/or radiation therapy to be eligible for 

wig reimbursement services. 

Wound Care – for debridement, see “Outpatient surgical services”; for all other services, see “Physician 

services” 

X-rays – see “Outpatient diagnostic tests and therapeutic services and supplies” 
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SECTION 3 What services are not covered by the plan? 

Section 3.1 Services we do not cover (exclusions) 

This section tells you what services are “excluded” from Medicare coverage and therefore, are not covered by 

this plan. If a service is “excluded,” it means that this plan doesn’t cover the service.  

The chart below lists services and items that either are not covered under any condition or are covered only 

under specific conditions. 

If you get services that are excluded (not covered), you must pay for them yourself. We won’t pay for the 

excluded medical services listed in the chart below except under the specific conditions listed. The only 

exception: we will pay if a service in the chart below is found upon appeal to be a medical service that we 

should have paid for or covered because of your specific situation. (For information about appealing a decision 

we have made to not cover a medical service, go to Chapter 9, Section 5.3 in this booklet.) 

 

All exclusions or limitations on services are described in the Benefits Chart or in the chart below.  

 

Even if you receive the excluded services at an emergency facility, the excluded services are still not covered 

and our plan will not pay for them.  

Services not covered by 

Medicare 

Not covered under 

any condition 

Covered only under specific 

conditions 

Acupuncture   
The plan offers Medicare covered 

acupuncture for individuals with low 

back pain.  The plan also has a 

reimbursement for acupuncture. See 

the Wellness Wallet section of the 

Medical Benefits Chart above. 

Cosmetic surgery or 

procedures (such as removal of 

skin tags and treatment of 

warts with cryosurgery) 

  
• Covered in cases of an 

accidental injury or for 

improvement of the functioning 

of a malformed body member. 

• Covered for all stages of 

reconstruction for a breast after a 

mastectomy, as well as for the 

unaffected breast to produce a 

symmetrical appearance. 
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Services not covered by 

Medicare 

Not covered under 

any condition 

Covered only under specific 

conditions 

Custodial care is care provided 

in a nursing home, hospice, or 

other facility setting when you 

do not require skilled medical 

care or skilled nursing care.  

Custodial care is personal care 

that does not require the 

continuing attention of trained 

medical or paramedical 

personnel, such as care that 

helps you with activities of 

daily living, such as bathing or 

dressing. 

  

EKG for screening (except 

when it is for a Welcome to 

Medicare Visit) 

  
Covered by Original Medicare as 

part of the Welcome to Medicare 

Visit. 

Experimental medical and 

surgical procedures, equipment 

and medications. 

Experimental procedures and 

items are those items and 

procedures determined by our 

plan and Original Medicare to 

not be generally accepted by 

the medical community. 

  
May be covered by Original 

Medicare under a Medicare-

approved clinical research study or 

by our plan. 

 

(See Chapter 3, Section 5 for more 

information on clinical research 

studies.) 

Fees charged for care by your 

immediate relatives or 

members of your household. 

  

Full-time nursing care in your 

home. 
  

Home-delivered meals   
Some coverage provided for specific 

conditions. See “Special 

Supplemental Benefits for the 

Chronically Ill” 

Homemaker services include 

basic household assistance, 

including light housekeeping 

or light meal preparation. 
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Services not covered by 

Medicare 

Not covered under 

any condition 

Covered only under specific 

conditions 

Intra-Uterine Devices (IUDs)   

Lab, Radiological & Genetic 

Testing  

  

We follow Medicare guidelines 

when determining if Lab, 

Radiological & Genetic Testing 

services are covered, even if ordered 

by a physician. You have the right to 

contact the plan prior to services 

being rendered to determine if the 

services will be covered for your 

condition (see Chapter 9, Section 5.2 

for more detail). 

Medicare medical policy and coding 

guidelines apply to services covered 

by Original Medicare, including (but 

not limited to): diagnosis, age, and 

frequency criteria. 

N95 Respirator   

Naturopath services (uses 

natural or alternative 

treatments). 

  
We offer a reimbursement for 

certain naturopathic services. See the 

Medical Benefits Chart above. 

Non-routine dental care   
Dental care required to treat illness 

or injury may be covered as 

inpatient or outpatient care. 

Orthopedic shoes    
Medicare has limited coverage for 

those who have diabetes and severe 

diabetic foot disease. If shoes are 

part of a leg brace and are included 

in the cost of the brace, or the shoes 

are for a person with diabetic foot 

disease. A podiatrist or other 

qualified doctor must prescribe these 

items. 
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Services not covered by 

Medicare 

Not covered under 

any condition 

Covered only under specific 

conditions 

Over-the-counter purchases   
The plan will cover up to $50 

quarterly for members to purchase 

select CVS brand over-the-counter 

products. See Medical Benefits 

Chart above for more information. 

Personal items in your room at 

a hospital or a skilled nursing 

facility, such as a telephone or 

a television. 

  

Private room in a hospital.   
Covered only when medically 

necessary. 

Reversal of sterilization 

procedures and or non-

prescription contraceptive 

supplies. 

  

Routine chiropractic care  

 

  
Manual manipulation of the spine to 

correct a subluxation is covered. 

Medicare doesn't cover routine 

chiropractic care. 

Routine dental care, such as 

cleanings, fillings or dentures. 

  
The plan covers dental services 

beyond what Medicare covers. See 

the Medical Benefits Chart above. 

Routine eye examinations, 

eyeglasses, radial keratotomy, 

LASIK surgery, and other low 

vision aids. 

  
Eye exam and one pair of eyeglasses 

(or contact lenses) are covered for 

people after cataract surgery. 

 

We offer eyewear coverage beyond 

Original Medicare. See Wellness 

Wallet section of the Medical 

Benefits Chart above for coverage 

guidelines for eyewear (lenses, 

frames, and contact lenses). 
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Services not covered by 

Medicare 

Not covered under 

any condition 

Covered only under specific 

conditions 

Routine foot care including 

nail trimming 

  
Some limited coverage provided 

according to Medicare guidelines 

(e.g., if you have diabetes). 

Medicare covers podiatrist services 

for medically necessary treatment of 

foot injuries or diseases (like 

hammer toes, bunion deformities, 

and heel spurs), but generally doesn't 

cover routine foot care (like the 

cutting or removal of corns and 

calluses, the trimming, cutting, and 

clipping of nails, or hygienic or 

other preventive maintenance, 

including cleaning and soaking the 

feet). 

Routine hearing exams, 

hearing aids, or exams to fit 

hearing aids. 

  
Routine hearing exams not covered. 

See Medical Benefits Chart above 

for coverage guidelines for hearing 

aids and exams to fit hearing aids. 

Self-administered drugs in an 

outpatient setting 

  

The plan does not generally pay for 

self-administered drugs in an 

outpatient setting unless they are 

specifically required for the 

outpatient services you are 

receiving. These drugs may not be 

covered under the medical (Part B) 

portion of your plan and the hospital 

may bill you for the drug. 

 

You may be eligible for partial 

reimbursement under Part D if you 

have Part D coverage. 

Services considered not 

reasonable and necessary, 

according to the standards of 

Original Medicare 

  

Supplies for homemade cloth 

masks 
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Services not covered by 

Medicare 

Not covered under 

any condition 

Covered only under specific 

conditions 

Supportive devices for the feet   
Orthopedic or therapeutic shoes for 

people with diabetic foot disease. 

Medicare has limited coverage for 

orthopedic or therapeutic shoes for 

people with diabetic foot disease. A 

podiatrist or other qualified doctor 

must prescribe these items. 

Travel medicine and 

immunizations 
  

Vasectomies   
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 Did you know there are programs to help people pay for their drugs?  

There are programs to help people with limited resources pay for their drugs. These include “Extra 

Help” and State Pharmaceutical Assistance Programs. For more information, see Chapter 2, Section 

7.  

Are you currently getting help to pay for your drugs? 

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

Coverage about the costs for Part D prescription drugs may not apply to you. 

We sent you a separate insert, called the “Evidence of Coverage Rider for People Who Get Extra 

Help Paying for Prescription Drugs” (also known as the “Low Income Subsidy Rider” or the “LIS 

Rider”), which tells you about your drug coverage. If you don’t have this insert, please call Member 

Services and ask for the “LIS Rider.” (Phone numbers for Member Services are printed on the back 

cover of this booklet.) 
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SECTION 1 Introduction 

Section 1.1 This chapter describes your coverage for Part D drugs 

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

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

In addition to your coverage for Part D drugs, Martin's Point Generations Advantage Prime also covers some 

drugs under the plan’s medical benefits. Through its coverage of Medicare Part A benefits, our plan generally 

covers drugs you are given during covered stays in the hospital or in a skilled nursing facility. Through its 

coverage of Medicare Part B benefits, our plan covers drugs including certain chemotherapy drugs, certain 

drug injections you are given during an office visit, and drugs you are given at a dialysis facility. Chapter 4 

(Medical Benefits Chart, what is covered and what you pay) tells about the benefits and costs for drugs during 

a covered hospital or skilled nursing facility stay, as well as your benefits and costs for Part B drugs. 

Your drugs may be covered by Original Medicare if you are in Medicare hospice. Our plan only covers 

Medicare Parts A, B, and D services and drugs that are unrelated to your terminal prognosis and related 

conditions and therefore not covered under the Medicare hospice benefit. For more information, please see 

Section 9.4 (What if you’re in Medicare-certified hospice). For information on hospice coverage, see the 

hospice section of Chapter 4 (Medical Benefits Chart, what is covered and what you pay).  

The following sections discuss coverage of your drugs under the plan’s Part D benefit rules. Section 9, Part D 

drug coverage in special situations includes more information on your Part D coverage and Original Medicare. 

Section 1.2 Basic rules for the plan’s Part D drug coverage 

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

• You must have a provider (a doctor, dentist or other prescriber) write your prescription.  

• Your prescriber must either accept Medicare or file documentation with CMS showing that he or she is 

qualified to write prescriptions, or your Part D claim will be denied. You should ask your prescribers the 

next time you call or visit if they meet this condition. If not, please be aware it takes time for your 

prescriber to submit the necessary paperwork to be processed. 

• You generally must use a network pharmacy to fill your prescription. (See Section 2, Fill your 

prescriptions at a network pharmacy or through the plan’s mail-order service.) 

• Your drug must be on the plan’s List of Covered Drugs (Formulary) (we call it the “Drug List” for 

short). (See Section 3, Your drugs need to be on the plan’s “Drug List.”) 

• Your drug must be used for a medically accepted indication. A “medically accepted indication” is a use 

of the drug that is either approved by the Food and Drug Administration or supported by certain 

reference books. (See Section 3 for more information about a medically accepted indication.) 
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SECTION 2 Fill your prescription at a network pharmacy or through the 
plan’s mail-order service 

Section 2.1 To have your prescription covered, use a network pharmacy 

In most cases, your prescriptions are covered only if they are filled at the plan’s network pharmacies. (See 

Section 2.5 for information about when we would cover prescriptions filled at out-of-network pharmacies.) 

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

The term “covered drugs” means all of the Part D prescription drugs that are covered on the plan’s Drug List.  

Our network includes pharmacies that offer standard cost-sharing and pharmacies that offer preferred cost-

sharing. You may go to either type of network pharmacy to receive your covered prescription drugs. Your cost-

sharing may be less at pharmacies with preferred cost-sharing. 

Section 2.2 Finding network pharmacies 

How do you find a network pharmacy in your area? 

To find a network pharmacy, you can look in your Provider and Pharmacy Directory, visit our website 

(MartinsPoint.org/PartD), or call Member Services (phone numbers are printed on the back cover of this 

booklet).  

You may go to any of our network pharmacies. However, your costs may be even less for your covered drugs if 

you use a network pharmacy that offers preferred cost-sharing rather than a network pharmacy that offers 

standard cost-sharing. The Provider and Pharmacy Directory will tell you which of the network pharmacies 

offer preferred cost-sharing. You can find out more about how your out-of-pocket costs could be different for 

different drugs by contacting us. If you switch from one network pharmacy to another, and you need a refill of a 

drug you have been taking, you can ask either to have a new prescription written by a provider or to have your 

prescription transferred to your new network pharmacy. 

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

If the pharmacy you have been using leaves the plan’s network, you will have to find a new pharmacy that is in 

the network. Or if the pharmacy you have been using stays within the network but is no longer offering 

preferred cost-sharing, you may want to switch to a different pharmacy. To find another network pharmacy in 

your area, you can get help from Member Services (phone numbers are printed on the back cover of this 

booklet) or use the Provider and Pharmacy Directory. You can also find information on our website at 

MartinsPoint.org/MedicareMembers. 

What if you need a specialized pharmacy? 

Sometimes prescriptions must be filled at a specialized pharmacy. Specialized pharmacies include: 
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• Pharmacies that supply drugs for residents of a long-term care (LTC) facility. Usually, a LTC 

facility (such as a nursing home) has its own pharmacy. If you are in an LTC facility, we must 

ensure that you are able to routinely receive your Part D benefits through our network of LTC 

pharmacies, which is typically the pharmacy that the LTC facility uses. If you have any difficulty 

accessing your Part D benefits in an LTC facility, please contact Member Services. 

• Pharmacies that serve the Indian Health Service / Tribal / Urban Indian Health Program (not 

available in Puerto Rico). Except in emergencies, only Native Americans or Alaska Natives have 

access to these pharmacies in our network. 

• Pharmacies that dispense drugs that are restricted by the FDA to certain locations or that require 

special handling, provider coordination, or education on their use. (Note: This scenario should 

happen rarely.) 

To locate a specialized pharmacy, look in your Provider and Pharmacy Directory or call Member Services 

(phone numbers are printed on the back cover of this booklet).  

Section 2.3 Using the plan’s mail-order services 

For certain kinds of drugs, you can use the plan’s network mail-order services. Generally, the drugs provided 

through mail order are drugs that you take on a regular basis, for a chronic or long-term medical condition. The 

drugs that are not available through the plan’s mail-order service are marked with an “NM” in our Drug List. 

Our plan’s mail-order service allows you to order a 90-day supply.  

To get order forms and information about filling your prescriptions by mail please call CVS Caremark Customer 

Care at 1-888-296-6961. 

Usually a mail-order pharmacy order will get to you in no more than 10 days. If you need to request a rush 

order because of a mail order delay, you may call CVS Caremark Customer Care at 1-888-296-6961 to discuss 

options which may include filling at a local retail pharmacy or expediting the shipping method. Provide the 

representative with your ID number and prescription number(s). If you want second day or next day delivery of 

your medications, you may request this from the customer care representative for an additional charge. 

New prescriptions the pharmacy receives directly from your doctor’s office. 

The pharmacy will automatically fill and deliver new prescriptions it receives from health care 

providers, without checking with you first, if either: 

• You used mail order services with this plan in the past, or  

• You sign up for automatic delivery of all new prescriptions received directly from health care 

providers. You may request automatic delivery of all new prescriptions now or at any time by 

continuing to have your doctor send us your prescriptions. No special request is needed. Or you 

may call CVS Caremark Customer Care at 1-888-296-6961 to restart automatic deliveries if you 

previously stopped automatic deliveries.  
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If you receive a prescription automatically by mail that you do not want, and you were not contacted to 

see if you wanted it before it shipped, you may be eligible for a refund.  

If you used mail order in the past and do not want the pharmacy to automatically fill and ship each new 

prescription, please call CVS Caremark Customer Care at 1-888-296-6961. 

If you have never used our mail order delivery and/or decide to stop automatic fills of new prescriptions, 

the pharmacy will contact you each time it gets a new prescription from a health care provider to see if 

you want the medication filled and shipped immediately. This will give you an opportunity to make sure 

that the pharmacy is delivering the correct drug (including strength, amount, and form) and, if necessary, 

allow you to cancel or delay the order before you are billed and it is shipped. It is important that you 

respond each time you are contacted by the pharmacy, to let them know what to do with the new 

prescription and to prevent any delays in shipping. 

To opt out of automatic deliveries of new prescriptions received directly from your health care 

provider’s office, please call CVS Caremark Customer Care at 1-888-296-6961. 

Refills on mail order prescriptions. For refills of your drugs, you have the option to sign up for an 

automatic refill program. Under this program we will start to process your next refill automatically when 

our records show you should be close to running out of your drug. The pharmacy will contact you prior 

to shipping each refill to make sure you are in need of more medication, and you can cancel scheduled 

refills if you have enough of your medication or if your medication has changed. If you choose not to 

use our auto refill program, please contact your pharmacy 15 days before you think the drugs you have 

on hand will run out to make sure your next order is shipped to you in time. 

To opt out of our program that automatically prepares mail order refills, please call CVS Caremark 

Customer care at 1-888-296-6961. 

So the pharmacy can reach you to confirm your order before shipping, please make sure to let the pharmacy 

know the best ways to contact you. Please call CVS Caremark Customer Care at 1-888-296-6961 or log onto 

your Caremark.com account to give us your preferred contact information. 

Section 2.4 How can you get a long-term supply of drugs? 

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

long-term supply (also called an “extended supply”) of “maintenance” drugs on our plan’s Drug List. 

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

You may order this supply through mail order (see Section 2.3) or you may go to a retail pharmacy. 

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

Some of these retail pharmacies (which offer preferred cost-sharing) may agree to accept a lower cost-

sharing amount for a long-term supply of maintenance drugs. Other retail pharmacies may not agree to 

accept the lower cost-sharing amounts for a long-term supply of maintenance drugs. In this case you will 

be responsible for the difference in price. Your Provider and Pharmacy Directory tells you which 
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pharmacies in our network can give you a long-term supply of maintenance drugs. You can also call 

Member Services for more information (phone numbers are printed on the back cover of this booklet). 

2. For certain kinds of drugs, you can use the plan’s network mail-order services. The drugs that are not 

available through the plan’s mail-order service are marked with an “NM” in our Drug List. Our plan’s 

mail-order service allows you to order a 90-day supply. See Section 2.3 for more information about 

using our mail-order services. 

Section 2.5 When can you use a pharmacy that is not in the plan’s network? 

Your prescription may be covered in certain situations 

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

pharmacy. To help you, we have network pharmacies outside of our service area where you can get your 

prescriptions filled as a member of our plan. If you cannot use a network pharmacy, here are the circumstances 

when we would cover prescriptions filled at an out-of-network pharmacy: 

• The prescription is for a medical emergency or urgent care. 

• You are unable to get a covered drug in a time of need because there are no 24-hour network pharmacies 

within a reasonable driving distance. 

• The prescription is for a drug that is out-of-stock at an accessible network retail or mail service 

pharmacy (including high-cost and unique drugs). 

• If you are evacuated or otherwise displaced from your home because of a Federal disaster or other 

public health emergency declaration. 

• A vaccine or drug administered in your doctor’s office. 

• If you are traveling or are away from the plan's service area. If you take a prescription drug on a 

regular basis and you are going on a trip, be sure to check your supply of the drug before you leave. 

When possible, take along all the medication you will need. You may be able to order your prescription 

drugs ahead of time through our network mail order pharmacy or through a retail network pharmacy that 

offers an extended supply. If you are traveling within the U.S., but outside of the plan's service area, and 

you become ill, lose or run out of your prescription drugs, we will cover prescriptions that are filled at 

an out-of-network pharmacy if you follow all other coverage rules identified within this document and a 

network pharmacy is not available. 

Even if we do cover the drugs you get at an out-of-network pharmacy, you may still pay more than you would 

have paid if you had gone to an in-network pharmacy. 

If you do need to go to an out-of-network pharmacy for any of the reasons listed above, the plan will cover up 

to a 10-day supply of drugs. 
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In these situations, please check first with Member Services to see if there is a network pharmacy nearby. 

(Phone numbers for Member Services are printed on the back cover of this booklet.) You may be required to 

pay the difference between what you pay for the drug at the out-of-network pharmacy and the cost that we 

would cover at an in-network pharmacy. 

How do you ask for reimbursement from the plan? 

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

normal share of the cost) at the time you fill your prescription. You can ask us to reimburse you for our share of 

the cost. (Chapter 7, Section 2.1 explains how to ask the plan to pay you back.) 

SECTION 3 Your drugs need to be on the plan’s “Drug List” 

Section 3.1 The “Drug List” tells which Part D drugs are covered 

The plan has a “List of Covered Drugs (Formulary).” In this Evidence of Coverage, we call it the “Drug List” 

for short.  

The drugs on this list are selected by the plan with the help of a team of doctors and pharmacists. The list must 

meet requirements set by Medicare. Medicare has approved the plan’s Drug List. 

The drugs on the Drug List are only those covered under Medicare Part D (earlier in this chapter, Section 1.1 

explains about Part D drugs).  

We will generally cover a drug on the plan’s Drug List as long as you follow the other coverage rules explained 

in this chapter and the use of the drug is a medically accepted indication. A “medically accepted indication” is a 

use of the drug that is either: 

• approved by the Food and Drug Administration. (That is, the Food and Drug Administration has 

approved the drug for the diagnosis or condition for which it is being prescribed.) 

• -- or -- supported by certain references, such as the American Hospital Formulary Service Drug 

Information and the DRUGDEX Information System. 

The Drug List includes both brand name and generic drugs 

A generic drug is a prescription drug that has the same active ingredients as the brand name drug. Generally, it 

works just as well as the brand name drug and usually costs less. There are generic drug substitutes available for 

many brand name drugs. 
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What is not on the Drug List? 

The plan does not cover all prescription drugs.  

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

more information about this, see Section 7.1 in this chapter). 

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

Section 3.2 There are five “cost-sharing tiers” for drugs on the Drug List 

Every drug on the plan’s Drug List is in one of five cost-sharing tiers. In general, the higher the cost-sharing 

tier, the higher your cost for the drug: 

• Cost-Sharing Tier 1: Preferred Generic 

Tier 1 is the lowest tier. Low cost preferred generic drugs are included in this tier. 

• Cost-Sharing Tier 2: Generic 

Tier 2 includes preferred generic drugs. 

• Cost-Sharing Tier 3: Preferred Brand 

Tier 3 includes preferred brand drugs and non-preferred generic drugs. 

• Cost-Sharing Tier 4: Non-Preferred Drug  

Tier 4 includes non-preferred brand drugs and non-preferred generic drugs. 

• Cost-Sharing Tier 5: Specialty Tier 

Tier 5 is the highest tier. It contains very high cost brand and generic drugs, which may require special 

handling and/or close monitoring. 

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

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

prescription drugs). 

Section 3.3 How can you find out if a specific drug is on the Drug List? 

You have three ways to find out: 

1. Check the most recent Drug List we provided electronically. (Please note: The Drug List we 

provide includes information for the covered drugs that are most commonly used by our 

members. However, we cover additional drugs that are not included in the provided Drug List. If 

one of your drugs is not listed in the Drug List, you should visit our website or contact Member 

Services to find out if we cover it.) 

2. Visit the plan’s website (MartinsPoint.org/MedicareMembers). The Drug List on the website 

is always the most current. 
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3. Call Member Services to find out if a particular drug is on the plan’s Drug List or to ask for a 

copy of the list. (Phone numbers for Member Services are printed on the back cover of this 

booklet.) 

SECTION 4 There are restrictions on coverage for some drugs 

Section 4.1 Why do some drugs have restrictions? 

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

pharmacists developed these rules to help our members use drugs in the most effective ways. These special 

rules also help control overall drug costs, which keeps your drug coverage more affordable. 

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

Whenever a safe, lower-cost drug will work just as well medically as a higher-cost drug, the plan’s rules are 

designed to encourage you and your provider to use that lower-cost option. We also need to comply with 

Medicare’s rules and regulations for drug coverage and cost-sharing. 

If there is a restriction for your drug, it usually means that you or your provider will have to take extra 

steps in order for us to cover the drug. If you want us to waive the restriction for you, you will need to use the 

coverage decision process and ask us to make an exception. We may or may not agree to waive the restriction 

for you. (See Chapter 9, Section 6.2 for information about asking for exceptions.) 

Please note that sometimes a drug may appear more than once in our drug list. This is because different 

restrictions or cost-sharing may apply based on factors such as the strength, amount, or form of the drug 

prescribed by your health care provider (for instance, 10 mg versus 100 mg; one per day versus two per day; 

tablet versus liquid).  

Section 4.2 What kinds of restrictions? 

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

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

Restricting brand name drugs when a generic version is available  

Generally, a “generic” drug works the same as a brand name drug and usually costs less. In most cases, when a 

generic version of a brand name drug is available, our network pharmacies will provide you the generic 

version. We usually will not cover the brand name drug when a generic version is available. However, if your 

provider has told us the medical reason that neither the generic drug nor other covered drugs that treat the same 

condition will work for you, then we will cover the brand name drug. (Your share of the cost may be greater for 

the brand name drug than for the generic drug.) 
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Getting plan approval in advance 

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

drug for you. This is called “prior authorization.” Sometimes the requirement for getting approval in advance 

helps guide appropriate use of certain drugs. If you do not get this approval, your drug might not be covered by 

the plan. 

Trying a different drug first  

This requirement encourages you to try less costly but usually just as effective drugs before the plan covers 

another drug. For example, if Drug A and Drug B treat the same medical condition, the plan may require you to 

try Drug A first. If Drug A does not work for you, the plan will then cover Drug B. This requirement to try a 

different drug first is called “step therapy.” 

Quantity limits  

For certain drugs, we limit the amount of the drug that you can have by limiting how much of a drug you can 

get each time you fill your prescription. For example, if it is normally considered safe to take only one pill per 

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

Section 4.3 Do any of these restrictions apply to your drugs? 

The plan’s Drug List includes information about the restrictions described above. To find out if any of these 

restrictions apply to a drug you take or want to take, check the Drug List. For the most up-to-date information, 

call Member Services (phone numbers are printed on the back cover of this booklet) or check our website 

(MartinsPoint.org/MedicareMembers). 

If there is a restriction for your drug, it usually means that you or your provider will have to take extra 

steps in order for us to cover the drug. If there is a restriction on the drug you want to take, you should 

contact Member Services to learn what you or your provider would need to do to get coverage for the drug. If 

you want us to waive the restriction for you, you will need to use the coverage decision process and ask us to 

make an exception. We may or may not agree to waive the restriction for you. (See Chapter 9, Section 6.2 for 

information about asking for exceptions.) 

SECTION 5 What if one of your drugs is not covered in the way you’d like it 
to be covered? 

Section 5.1 There are things you can do if your drug is not covered in the way you’d 
like it to be covered 

We hope that your drug coverage will work well for you. But it’s possible that there could be a prescription 

drug you are currently taking, or one that you and your provider think you should be taking that is not on our 

formulary or is on our formulary with restrictions. For example: 
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• The drug might not be covered at all. Or maybe a generic version of the drug is covered but the brand 

name version you want to take is not covered. 

• The drug is covered, but there are extra rules or restrictions on coverage for that drug. As explained in 

Section 4, some of the drugs covered by the plan have extra rules to restrict their use. For example, you 

might be required to try a different drug first, to see if it will work, before the drug you want to take will 

be covered for you. Or there might be limits on what amount of the drug (number of pills, etc.) is 

covered during a particular time period. In some cases, you may want us to waive the restriction for you.  

• The drug is covered, but it is in a cost-sharing tier that makes your cost-sharing more expensive than you 

think it should be. The plan puts each covered drug into one of five different cost-sharing tiers. How 

much you pay for your prescription depends in part on which cost-sharing tier your drug is in. 

There are things you can do if your drug is not covered in the way that you’d like it to be covered. Your options 

depend on what type of problem you have: 

• If your drug is not on the Drug List or if your drug is restricted, go to Section 5.2 to learn what you can 

do.  

• If your drug is in a cost-sharing tier that makes your cost more expensive than you think it should be, go 

to Section 5.3 to learn what you can do. 

Section 5.2 What can you do if your drug is not on the Drug List or if the drug is 
restricted in some way? 

If your drug is not on the Drug List or is restricted, here are things you can do: 

• You may be able to get a temporary supply of the drug (only members in certain situations can get a 

temporary supply). This will give you and your provider time to change to another drug or to file a 

request to have the drug covered. 

• You can change to another drug. 

• You can request an exception and ask the plan to cover the drug or remove restrictions from the drug. 

You may be able to get a temporary supply 

Under certain circumstances, the plan must offer a temporary supply of a drug to you when your drug is not on 

the Drug List or when it is restricted in some way. Doing this gives you time to talk with your provider about 

the change in coverage and figure out what to do. 

To be eligible for a temporary supply, you must meet the two requirements below: 

1. The change to your drug coverage must be one of the following types of changes: 

• The drug you have been taking is no longer on the plan’s Drug List. 



























































































































































































































































Martin’s Point Generations Advantage Prime Member Services

Method Contact Information

CALL

1-866-544-7504 
Calls to this number are free. We are available 8 am–8 pm, seven days a week 
from October 1 to March 31; and Monday through Friday the rest of the year. 
Member Services also has free language interpreter services available for non-
English speakers.

TTY
711 
Calls to this number are free. We are available 8 am–8 pm, seven days a week 
from October 1 to March 31; and Monday through Friday the rest of the year.

FAX 207-828-7821

WRITE

Martin’s Point Generations Advantage 
ATTN: Member Services 
PO Box 9746 
Portland, ME 04104

WEBSITE MartinsPoint.org/EOC

State Health Insurance Assistance Program (SHIP)
The State Health Insurance Assistance Program is a state program that receives money from the 
federal government to give free local health insurance counseling to people with Medicare. 

See Chapter 2, Section 3 for phone numbers and contact information for the State Health Insurance 
Assistance Program in your area.

PRA Disclosure Statement 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a 
collection of information unless it displays a valid OMB control number. The valid OMB control 
number for this information collection is 0938-1051. If you have comments or suggestions for 
improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance 
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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