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Standard Limits by Benefit and Product - Indemnity Plans 
Benefit [ MAPEPHIP I EHIP 
Inpatient Hospital 1 365 day maximum per 1 + 365 day maximum per 

Hospital Outpatient 

Outpatient Radiology 

benefiiperiod for - 
medicaVsurgica1 stays 
73 0 day lifetime 
maximum 
45 day calendar year 
maximum for mental 
healthlsubstance abuse 
stays 
$25k, $37.5k, and $50k 
calendar year maximums 
respectively for Bronze, 
Silver and Gold plans 
$5k, $7.5k, and $1 Ok per 
procedure maximums 
respectively for Bronze, 
Silver and Gold plans 

$1350, $2000, and 
$2700 per procedure 
maximums respectively 
for Bronze, Silver and 
Gold plans 

benefit period 
730 day lifetime 
maximum 
45 day calendar year 
maximum for mental 
healthlsubstance abuse 
stays 

3 or 4 procedures per 
year (depending on plan) 

3 or 4 procedures per 
year (depending on plan) 

HAP 
365 day maximum per 
benefit period 
60 day lifetime 
maximum for mental 
healthlsubstance abuse 

Nk, $7k, and $1 Ok per 
procedure maximums 
respectively for $300 
DHB, $500 DHB and 
$700 DHB plans 

] HIP (R# Plans) 
1 1 80 day lifetime 

maximum for mental I health/substance abuse 
stays 

- 

1 procedure per day 
(outpatient surgery only) 

Outpatient LablPathology 

Post-Hospital SNF 

Healthcare Practitioner 

ER/Observation Room 

Post-Hospital HHC 

$800, $1200, and $1 600 
per pmcedure 
maximums respectiveIy 
for Bronze, Silver and 
Gold plans 

30 days per hospital stay 

3 or 4 procedures per 
year (depending on plan) 

10 visits per year 

2 visits per year 

30 visits per hospital 
stay 

3 or 4 visits per year 
(depending on plan) 
1 visit per year 

30 visits per hospital 30 visits per hospital 

4 visits per year 

30 days per hospital stay 20 days per hospital stay 
(SNF only) 
30 days per hospital stay 
(nursing home only, not 
covered under all plans) 
30 visits per hospital 
stay (not covered under 
all plans) 

30 days per hospital stay 



Standard Limits by Benefit and Product - Indemnity Plans 
Post-Hospital Prescription 1 I $500 par calendar year I $500 per calendar year 1 
Drugs (not covered under all 

plans) 
Outpatient Prescription $2,000 per calendar year 
Drugs 

Preventive Care $125 per calendar year 
(not covered under all 



AARP HEALTH CARE OPTIONS 
PRODUCT AVAILABILITY 

1 HIP RIDERS 11 

Product'AvalIability Chart 







SHIP INDEMNITY PRODUCT SUITE 
SEPTEMBER 10,2008 

HOSPITAL INDEMNITY PLAN (HIP) AND SUPPLEMENTAL MEDICAL PLANS (SMP) 

P Benefit Structure - Fixed dollar benefits are paid primarily on hospital stays with daily 
hospital benefits (DHBs) ranging fiom $50-$150 (benefits decrease at age 65) 

o Other covered services include SNF, HHC, and surgery 
o SMP plans also provide coverage for other services including ER diagnostic tests, 

screenings, complementary medicine, and wellness 
o Value-adcled services include prescription and vision discounts 

> Underwriting - Plans are not medically underwritten 

> Rating Structure - Plans are community-rated by region 

HOSPITAL ADVANTAGE PLAN (HAP) 

Benefit Structure - Fixed dollar benefits are paid on a variety of services including hospital 
stays, doctor's visits, surgery, SNF, and HHC 

o 3 levels of coverage ($700 DHB plan, $500 DHB plan, and $300 DHB plan) 
o Surgery benefits based on fee schedule 
o Value-added services include prescription discounts, vision discounts, and Provider 

Discount Network (added in January 2007) 
o Plans terminate at age 65 

B Underwriting - Medically undernitten for acceptance and to determine rate based on 
smoker status 

> Rating Structure - Nationally community-rated with smokerlnon-smoker rates 

b EHIP was launched in April 2007. Product offerings were extended to dependents of AARP 
members in September 2007. Agent distribution channeIs were added in February 2008. 

> Benefit Structure - Fixed dollar benefits are paid on a wide variety of medical services 
including doctor's visits, hospital stays, surgeries, outpatient lab, outpatient radiology, and 
more 

o 4 levels of coverage ($700 DHB Plan, $500 DHB Plan, $300 DEB Plan, and $200 
D m  Plan) 



o Surgery and outpatient benefits paid based on a fee schedule 
o Value-added services include prescription discounts, vision discounts, NurseHealth 

Line, and Provider Discount Network 
o Plans terminate at age 65 

> Underwriting - Medically undenvritten for acceptance and to determine rate based on 
smoker status 

> Rating Structure - Nationally attained age rated with smokerlnon-smoker rates 

P MAP launched in January 2003. MAP was expanded in April 2006 to include an additional 
lower benefit level plan and outpatient prescription drug coverage. The name change to 
EPHIP and the extension of the product offering to dependents of AARP members were 
introduced in September 2007. Agent distribution channels were added to EPHP in 
February 2008. 

P Benefit Structure - Fixed dollar benefits are paid on a wide variety of medical services 
including doctor's visits, hospital stays, surgeries, outpatient lab, outpatient radiology, 
prescription drugs and more 

o 3 levels of coverage ($1 500 DHB Plan, $1200 DHB Plan, and $900 DHB Plan) 
o Surgery and outpatient benefits are paid based on a fee schedule 
o VaIue-added services include prescription discounts, vision discounts, NurseHeaIth 

Line, and Provider Discount Network (added in January 2007) 
o Plans terminate at age 65 

P Underwriting 
o Medically underwritten for acceptance and to set rates 

P Rating Structure 
o MAP is nationally entry age rated except for WA (WA has slightly lower rates due to 

loss ratio requirements in the state) 
o EPHIP is nationally attained age rated 
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The security you want. 
The essential benefits you deserve. 

Now in one affordable plan. 

The AARP Medical Advantage Plan 

Sample A Sample's How-To Guide 
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" M cal Advantage l n su ran c 
one of the many fine supplerr,cl ltal pl dducts offered through 

ces that endorsed by AP as best-in-1 :s products for peo~le 
are 50 ar >Icier. 

V V l L l l  I  nill lion I l lcl l luers, AARP is ie !drg@St wrgarlmion in fimerica 
devo,-- to assisrinr~ people age 50+. Your $ 1  2.50 annual membership fee 

.- ies you acces: :o exclusive information, great discounts and special 
products like the AARP Medical Advanrqe Plan. Insured by United 
Hq chCare Insurance Company, this plan can be a real lifesaver for early 
retirees, part-rime wor T or people who jut 7eed to supplement their 
current health insum :. 

.- Read on and you'll discover I many advantages of this plan. Plus, ftnd out 
abour additional ways to save on your premium. In addition, you'll receive a 

, few special extras like access to services that provide discounts on Eye Care 
artd Prescription Drugs. The free Health Essentials catalog for great values on 

: vitamins, supplements, and many other products for healthy living. A 24-hour 
I toll-free nurse health information line. And as an added bonus, there's the 

outstanding customer service you'd expea from insuranc~ that's endomd by 
AARP. -. . .:I.&: 

I. 
1 



B L E  OF C O N T E N T S  

AARP wants to make health 
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insurance easier to understand ... so th is  Guide is written 

............... AARP Health Care Options Welcome 2 

Table of Contents ............................................. 3 

AARP Medical Advantage Plan Benefits .......... 4-5 

Special Extras ...................................... .. 6 

in "people" talk. There's an overview of the AARP Medical Advantage Plan benefits in 
a simple chart. There's also a rate chart, so you can see what you might pay, and a 
handy Question and Answer section. Even though we've tried to make it simple, you 

............................ .................... What It Costs .. 7 

still may have questions, 
1-866-2 1 8-8607. 

.......................................... Quefions & Answers 8 

so please don't hesitate to call us toll-free at 

I 

I 

h 

I 

I 

I 
I 

Benefit Descriptions, 
.............................. Definitions and Exclusions 9- 1 5 
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4ARP Medical Advantage Plan Rnnofit l i 4 t s  - 
This chart shows y w  the plan's "fixed" cash benefits. For example, if you go to see the doctor for a covered checkup, 
you'll get $75 (a "fixed" amount) no matter what the actual bill is. W e  didn't have room to show you all the medical 
services that are covered-there are many covered surgeries, lab and radiology procedures, and prescription drugs. 
When your application i s  approved, you'll receive a list showing additional procedures and benefits. Also, note that 
there are three levels of coverage. The Gold Plan provides higher benefits than the Silver or Bronze Plan (and costs 
more, too), but the kind of coverage you choose is up to you. 

With all AARP Medical Advantage Plans you receive addiuond value with the new prescription drug benefit. This benefit 
applies to thousands of FDA-approved prescription drugs. Depending on the AHFS (American Hospcai Formulary 
Service) therapeutic dass of your drug, you will receive a benefit be twen $5 and $70 for prescriptions of 3 1 days or 
less, and double the benefit for prescriptions over 3 1 days. The AHFS therapeutic class assodated with your Outpatient 
Prescription Drug is based on the NDC (National Drug Code) number provided by your pharmacy. (Prescription drug 
therapeutic classes are groups of drugs that act similarly. For a more detailed explanation of "drug dassification/AHFS 
therapwuc class codes", please refer to the definition seccion in the brochure.) The Benefit Examples for Common 
Prescription Drug Categories on page 6 will hdp you to further understand how this added benefit works for you. (See 
next page for details on how to receive preferred pricing on your prescripuons In addition to th~s prescription drug 
benefit). 
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AARP Medical Advantage Plan Special Extras 
When you enroll in the AARP Medical Advantage Plan, you get some "special expa." Just read on for more details. 
REMEMBER: as long as YOU are an AARP member, your spouse is eligtble for the plan even if he or she is under 50 
years of age. 

Service and Discount Highlights 

Provider Discount Netwow 
Offers members discounts on medical expenses on many health and medical services h e n  visiting the 
Provider Discount Network of over 250,000 provider locations across the country 
Get discounts on primary and specialist care; hospitals and outpatient surgery centers; x-rays and other 
imaging; diagnostics and labratay fees; physical therapy and rehabitition 

Please refer to the Provider Discount N e t w d  insert to learn more &out r p d  swvices and drscwncs 
offered 

Eye Carst 
Save on eyewear and eyecare at participating optical centers, or at one of thousands of independent Doctors of 
Optometry 

a Get a customized Eye Health Exam Report that details the results of y w r  exam 
Save over your regular AARP member discount for rouune eye exams 

Prescription Discounts and Mom+ 
In addition to receiving the prescription drug benefit outlined in the Plan Benefit Highlights chart, rake advantage 
of additional savings on any FDA-approved prescription drugs through preferred pricing at more than 56,000 
parudpating re ta i l  pharmacies nationwide, including neighborhood pharmacies and many national chains 

r Request your free Healch Essentials catalog for great values on vitamins and supplements, home and personal 
care products, over-the-counter medications and more. 

24-Hour AARP Nurse Healthlinef 
Registered nurses on call to help y w  w i h  your medical questions 
Access an audio library covering more than 1,100 health and wellness topics 

r Get information on prescription drugs and over-the-counter medications 

Diicounts 
Electronic Funds Transfer (EFT) 

Save $2 on your total rnonthty household premium 
Payments are automatically forurarded by your bank 
No checks to write and no postage to pay 

$ The Provider Discount Network prognm is administered by HealthAllies@, Inc., a discount medical 
plan organization located at  at 505 N. Brand Blvd., Suite 850, Glendale, CA, 9 1 203, 1 -800-748-7 1 5 I. 
HealthAllies is not Insurance and may be discontinued at any time. HealthAllies provides discounts at 
certain health care providers for medical services. HealthAllies does not make payments directly to the 
providers of medical services. The program member is  obligated to pay forall health care services but 
will receive a discount from those health care providers who have contracted with the discount plan 
organization. 
+ These are not insurance programs and may be discontinued at any time. In some states, there are a 
limited number of eye health providers available. 



Under 50 (spouses only). Age 50-54 Age 55-59 

(Rates are per person, per month) 

Gold Plan 

Level One $21 1.00 
Level Two $248.25 
Level Three $372.25 

Silver Plan 

Level One $173.00 
Level Two $203.50 
Level Three $305.25 

Bronze Plan 

Level One $1 24.75 $133.00 $145.75 $1 56.50 
Level Two $146.75 $156.50 $171.50 $184.00 
Level Three $220.25 $234.75 $257.25 $276.25 

Questions? Call us at 1-866-2 18-8607, weekdays from 7 a.m. to I I p.m. and Saturdays from 9 a.m. to 5 p.m., Eastern 
Time. 
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Questions: 

, Questions & Answers 
Answers: 

How do I know if the AARP Medical This plan is a good option for anyone unable to afford or qualrfy for major 
Advantage Plan is right for me? medical msurance. Whether you've retired early, are working pan-ume or 

are looking to supplement your current health insurance, it may be a good 
"bridge" until you have access to primary health insurance. I t  is not a major 
medical plan, but does offer a significant level of supplemental fixed cash 
bend=. 

I already have some insurance &rough Yes. You collect benefits regardless of what you receive from any other 
work. Can I still get benefits? insurance plan you may have. 

Are cash benefits paid to me or my doctor? Either one. We can send you the check, (and, by the way, you can use the 
money for whatever you want). O r  we can pay your doctor, hospital or 
other provider directly. i t 's up to you. 

Can I fill use whatever doctors and hospitals You are not required to use network doctors or Hospitals and no referrals 
I want? are needed. The plan pays you for covered stays and services in any eligible 

facility. 

However, you can save on health and medical services when you visit a 
participating provider in the Provider Discount Network of over 250,000 
provider locations across the country. Please see h e  endosed ~nsert for 
more infmatl'm on t p jd  sww'ces & dscouncs offered. 

Is it hard to file a claim? There are no daim forms. Just send us a copy of your bill. Or. have your 
doctor or other health Care provider send the bill for you. 

a 

If I'm hospitalized for surgery, will I collect the Yes. The surgrcal benefi~ is a fixed payment and varies by procedure. You'll 
surgical benefit and the daily hospital benefit? also get the hospital benefit for each covered day that you're hospitalized, 

starting the second day. 

If I file a lot of claims, will my insurance be You cannot be singled out for cancellation. As long as you pay your 
canceled? premiums on time and you're an AARP member (or a membds spouse) 

and the Group Pdicy remains in force, your coverage cannot be canceled. 

Will my rates go up as I get dder? Your rate will not increase just because you get older. Aso, you cannot be 
W h a t  about if I file a claim? singled out for a rate increase, no ma- how many claims you file. Your 

rate may change, but any rate change will apply to all members of the same 

class, insured under y w r  plan. who live in your state. And all rate changes 
must be approved by AARP. 

What happens when I turn 65? Your coverage will end on the fim day of the month in which you become 
eligible for Medicare, wtzich is usually age 65. At  that time, you may want to 
consider enrolling in an AARP Medicare Supplement Plan. 

W h a t  i f I change my mind about this If you are not satisfied, return your Certificate of Insurance to United 
insurance? Healthcare Insurance Company within 30 days of its receipt. The insurance 

will be canceled and United Healthtare will treat the Certificate as if it had 
never been issued. 

Do I have to be an AARP member to apply Yes. To apply, you must be an AARP member or a spouse of a member. If 
for this insurance? you're not a member, annual membership is just $12.50 and there are four 

easy ways to enroll. Y w  can mail in an M R P  Membership Application and 
a check along with your AARP Medical Advantage Plan application. Or you 
can contact AARP directly. Call 1 -800-424-34 10, visit www.aarp.org or mail 
in the AARP application with payment. 
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BENEFIT DESCRIPTIONS (continued) 

(ii) Therapist Visit - Physical, occupational, or speech therapy by a qualified Therapist. Bmef~ts are payable whether 
the visit is received at home or in h e  Therapist's office. 

(iii) Home Health Aide Visit - Services which cons~st of the following: bathing, dressing, personal hygiene, preparing 
meals, feeding, administering prescribed drugs, or changing bandages and onher dressings, when providd by a 
Home Health A~de. 

Radidogy Benefit - A benefit is payable, up to a maximum of $1,350.00 per procedure for the Bronze Level, $2,000.00 
per procedure for the Silver Level and $2.700.00 per procedure for the Gold Level, if you incur a charge f w  a 
Radiology Service performed in an outpatient setting. The applicable Radiology Benefit will be determined based on the 
service performed and reported by the provider and the corresponding Radiology Current Procedural Terminology 
(CPT) code(s). Only one Radiology Benefit is payable for each Radiology Sewice performed. Separate benefits will not 
be paid for the technical and professional components of a Radidogy Service. 
Note: If you are adrnitcd to he Hospital as an inpatient-directly from the emergency room or observation room, no 
Radiology Benefits are payable for services performed while you were confined in the emergency room or observation 
room. 
Sue- Ben& - A benefit is payable, up to a maximum of $5,000.00 per procedure for the Bronze Level, $7,500.00 
per procedure for the Silver Level and $10,000.00 per procedure for the Gold Level, if you incur a Physician charge for 
Surgery performed on an inpatient or outpatient basis. The applicable Surgery Benefit will be determined based on the 
Surgery performed and reported by the Physician and the corresponding Surgery Current Procedural Terminology 
(CPT) codejs). Only one Surgery Benefit is payable for each Surgery performed. Separate benefits will not be paid for 

ambulatory surgical center by the state in which it is located; ct a freestanding facility, other than a clinic or Health Care 
Practitioner's office, where surgical and diagnosdc services are provided on an ambulatwy basis, and which has written 
agreements with local Hospitals for the immediate acceptance of patients who develop cornpjicatims or require 
post-operative confinement. 
Calendar Year - January I s t  through December 3 1 st. 

Cdiwarcu la r  Servicm - Only those procedures designated as "Cardiovascular" and "Nm-lnvasive Vascular Diagnostic 
Studies" in the Phvsicians' Current Procedural Terminolw (CPT), except those procedures designated as "Cardiac 
Catheterization" or "Cardiovascular Therapeutic Services" which require introducing, positioning or repositioning of 
catheters. 

Chemotherapy Administration - Only those procedures designated as "Chemotherapy Adminimation" in the 
Physicians' Current Procedurd Terminolw {CPT). 
Chemotherapy Drugs - Only those drugs designated as "Chemotherapy Drugs" in the Health Care Common 
Procedure Coding System Level II National Codes (HCPCS). 
Covered Senicm(s): Stays or services incurred while your coverage is  In force and determined by United Healthcare to 
meet all of the following: (I) the stay or service must meet United States medical standards; (2) the stay w senrice 
must be necessary for the prevention, diagnosis or treatment of a Sickness or Injury: (3) the stay o r  service must not be 

- primarily for your convenience; (4) the stay or service must be certified by a Physdan, upon Unaed HealthCare's 
request, as being appropriate for the diagnosis and treatment of your Sickness or Inbry; and (5) the stay or service 
must meet all other applicable terms and condiuons of this plan. 
Current Procedural Terminolcgy (CPT) - Current Procedural Terminology codes are identifying codes which are used 
natimwide for reporting medical servlces and procedures performed. A complete listjng, entided Physicians' Current 
Procedural Termindcgy. is published by the American Medical Association. 
Diagnostic Rdated Group (DRG) - A patient classification system established and published by the Department of 
Health and Human S m c e s  which is used to  classrfy inpatlent Hospital stays into categories of Medical, Surgical or 
Mental Illnessf ubstance Abuse, based on the principal diagnosis treated and the principal procedure(s) perform4 as 
reported by the Hospd. 
Drug Classlfication/Therapeutic Class Codes - AHFS (American Hospital Formulary Service) therapeutic class codes, 
published by the ASHP (American Society of Health-System Pharmacists), are identifying codes which are used to 
classify drug products into major classes based on drugs' pharmacolqic-therapeutic actions. The therapeuuc class 
assoc~ated with your Outpatient Prescription Drug is based on the NDC number provided by your pharmacy. Please 
note that the AHFS therapeutic classification system is subject to change. 
hperimental w lnwstigational - Medical, surgical, diagnostic, psychiatric. substance abuse w other health care services, 
technologies, suppl~es, treatments, procedures, drug therapies or devices that, at the cime United Healthcare makes a 
determination regarding coverage in a particular case, are determined t o  be any of the fatlowing: ( I)  not approved by 
the U.S. Food and Drug Administration (FDA) to be lawfully marketed fnr the proposed use and not identified in the 
American Hos~ital  Formulaw Service or the 1 as appropriate for the 
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DEFINITIONS (continued) 

Photodpamic Therapy - Only those procedures designated as "Phorodynamic Therapy" in the Phvsidans' Current 
Procedural Termjnolow (CPT). 
Physician: A licensed doctor of medicine or osteopathy acting within the scope of his or her license. 

Prescription Order or Refill - the directive t o  dispense an Outpatiern Prescription Drug issued by a duly licensed 
Physician whose scope of practice permits issuing such a directive. 

Prescription Proof of Loss - Satisfactmy p r o d  of loss must be furniskd no later than 15 months from the date of 
loss, except in ohe absence of legal capacity. Satisfactq proof of 10% includes an itemized statement from a duly 
licensed pharmacy that identifies the name af the person t o  whom the Outpatient Prescription Drug is dispensed, the 
amount charged, and prov~des the name and address of the pharmacy, name of Outpatient Prescription Drug, NDC 
(National Drug Code) number, date dispensed, quanriy, strength, and days supply. 

Pulmonary Smnlces - Only those procedures designated as "Pulmonary" in the Physicians' Current Procedural 
Terrnindow (CPT). 

Radiolow Services - Only those procedures designated as "Radidogy" in the Physicians' Current Procedural 
Terminolow {CPT) . 
Skilled Nursing Facilii - A Skilled Nursing Faciliry is an institution (or unit of a hospital) which: ( I)  is operated or 
licensed pursuant to state taw or i s  approved for payment of Medicare benefits w is qualified to receive such approval if 
requested; (2) is primarily engaged in providing, in addition to  room and board accommodations, skilled nursing care 
under a licensed Physician's supervision; (3) provides on-duty 24-hour-a-day nursing service under the supewiston d 
registered or graduate nurses; and (4) maintains a daily record for each patient. The unit of the institution in which y w  
are confined must meet fully all four of these requirements. 

M a  Institutions or units thereof (by whatever name called) wil NOT be considered a Skilid Nursing Facility when 
functioning primarily: ( I)  as a clinic, rest home, or convalescent Rome; (2)  as a domiciliary, residential, w custodial care 
unit: (3) as an assisted living center; (4) as a home for the aged; (5) as an educational care unit; (6) for the treatment of 
substance abuse; or (7) for the convenience of the insured. 

(For Utah Residents - An institution (or unit of a Hospital) licensed by tip State of Utah as a skilled nursing care facility 
that provides licensed nursing care and related services to patients who need continuous hedth care and supervision. 
Note: An institution whose primary function is residential, or for the treatment of drug addiction, alcoholism, w mental 
illness, is NOT an eligible skilled nursing facility.) 

Special Dermdogied Procadurns - Only those procedures designated as "Special Dwmatolqcal Procedures" in he 
Physicians' Current Procedural Terminalw (CPT). 

Surgery - Only those procedures designated as "Cardiac Catheterization," "Cardiovascular Therapeutic Services" which 
require introduung, positioning or reposit~oning of catheters, and "Surgery." as stated in the Physicians' Current 
Procedural Terminolow (CPT) . - .. 1 , . L, 

Therapeutic or Diagnostic Infusions - Onry those procedures designated as "Therapeutic and Diagnostic Infusions" n 
h e  Physicians' Current Procedural T e r m i n d w  (CPT). 

Therapist - A licensed physical therapist, occupational therapist, or s p b  therapist who is acting within the scope of 
his or her license where the s h c e s  are performed. 

WHAT IS NOT COVERED 
Dental services involving one or more teeth, the tissue or mucture atound them, the alveolar process or the gums. 
This applies even if a condition requiring any of these services ~nv&es a body part other than the mouh such as 
treatment of Temporomandibular Joint Disorders (TMJD) or malocclusion involving jo~nts or muscles by methods 
including, but not limited to, crowning, wiring, or repositioning teeth. This exclusion does not apply to a charge made 
for treatment or removal of a malignant tumor. 

a Emergency Room Visit, unless the visit is due to  a Medical Emergency. 

Emergency Room Vis~tdOutpatimt Observation Care Stays, beyond a Calendar Year maxrmurn of 2 visits or stays. 

Examinations to determine the need for, rn the proper adjustment of, glasses, contact lenses, or hearing aids; or laser 
vision correcrion surgery solely for the purpose of diminating h e  need for corrective lenses. 

Health Care Practitioner services by an uncovered provider. 

Health Care Pracdt~oner Services, beyond a Calendar Year maximum d 10 vis~ts. 

Home Health Care VISI~S, beyond a maximum of 30 days, or charges Incurred more &an 90 days following a covered 
Hospital inpatient Stay. 
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WHAT IS NOT COVERED (continued) 

regardless of whether the conditicm is declared on the application.) The Pre-Existing Conditions Limitation does not 
apply to the "Health Care Practitioner Services,Benefit." 
Transportation by ambulance and related services. . 

In addition to the above list, the following exclusions apply to the Outpatient Prescription Drug Ben& 

a Outpatient Prescription Drugs which are dispensed or purchased prior to the EHective Date of the Rider. 

Drugs which are prescribed, dispensed w intended for use while you are a patient in a Hospital, Skilled Nursing 
Facility, Ambulatory Surgical Cenrer, or other outpatient facility. 

Experimental or Investigational drugs 

a Outpatient Prescription Drugs furnished by the local, state or federal gbvemment. 

Outpatient Prescription Drugs for any condition, Injury, or Sickness arising out of, or in the course of. employment 
for which benefits are available under any workers' cornpensaim law or other similar laws, whether or not a claim 
for such benefin is made or payment or benefits are received. 

Any product dispensed for the purpose of appetite suppression and other weight loss products. 

A specialty medication Outpauent Prescription Drug (such as immunizations and allergy serum) which, due to its 
characteristics as determined by United Healthcare, must typically be administered or supervised by a qualified 
provider or licensed/c&fied health professional in an outpatient setting. 

Durable Medical Equipment. Prescribed and non-prescribed outpatient supplies, other &an the diabetic supplies and 
inhaler spacers specifically included in the definition of Outpatient Prescription Drug. 

General vitamins, except as noted in the Certificate. 

Medications used for cosmetic purposes. 

Outpatient Prescription Drugs as a replacement for a previwdy dispensed Outpatient Prescription Drug that was lost, 
stolen, broken or destroyed. 

Outpatient Prescription Drugs when presuibed to treat infertility. 

Outpatient Prescription Drugs f w  smoking cessation. 

a Compounded dwgs that do not contain at least one ingredient that requires a Prescription Order or Rdll. 

Drugs available over-the-cwnter hat do not require a Prescription Order or Refill by federal or state law before 
being dispensed. 

Any Outpatient Prescription Drug that is therapeudcally equivalent t o  an over-the-counter drug. Outpatient 
Prescriptiun Drugs that are comprised of components that are available in over-the-counter form or equivalent. 

OTHER DISCLOSURES 

As long as you are a member of AARP, age 50-64. or the spouse of a member under age 65, and are not covered 
by Medicare, you are eligible to apply for the AARP Medical Advantage Plan. 

Your coverage will become effective on he first of the month following acceptance of your completed Enrollment 
Application, provided your first month's payment is received within 30 days from the effective date shown on your . 
Certificate of Insurance. 

a Your coverage cannot be canceled while the Group Pdicy remains in force unless you cease to be an AARP member 
age 50-64 or spouse of a member under age 65, or fail t o  make your payments when due. Your coverage will end 
on the first day of the month in which you turn age 65 or become eligible for Medicare. 

Beneftts under the Outpatient Prescription Drug coverage terminate on the first day of the month in which you 
become eligible for Medicare (whether or not you enroll in Medicare): or when the Base Plan terminates (if earlier), 
or the end of the grace period if you fail to pay the required Premium when due. 

Once you are enrolled, if YDU are not satisfied with your coverage in any way, return your Certificate to United 
Healthcare Insurance Company within 30 days of its receipt. The insurance will be canceled and United Healthcare 
will treat the Certificate as if it had never been issued. 

Your rates are subject t o  change. Any rate change will apply t o  all members of the same dass insured under your 
Plan who reside in your state. All changes must be approved by AARP, 
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How the Essential Plus Health Insurance Plan Works 

In order to help you navigate your new insurance plan, we have Example 2 
included a series of examples to help you understand how your 
plan works. 

Surgery Benefit 

Let's look at two examples of the same type of outpatient 
surgery - a diagnostic colonoscopy. This is a procedure where a 
doctor uses a tiny camera to check for cancer in the colon and 
small bowel. Charges in the examples below were based on 
charges for different doctors and facilities in the same city for 
the same surgery*. 

Example 1 

Let's say John has surgery performed in a center that is  separate 
from a hospital. Both the doctor and the facility are pad of the 
Provider Discount Network (PDN). Separate bills are charged for 
the facility fees (including anesihesia) and the doctor's fee. 

xample 1- Diagnostic Colonoscopy, Ambulatory Surgical Center I 
Doctor surgical charges 

Facility charges (including anesthesia) 1,525 

Total Charges 

PDN discount (doctor) 

I PDN discount (facility) 

7.. Total Discounts I 1 3481 
I I 

Benefit- Gold Plan -1,413 

Suppose John goes to a Hospital for his care. He is not admitted 
for an overnight stay. Neither the dwtor nor the hospital are in 
the Provider Discount Network. At this hospital, the anesthesia 
is billed separately. 

Total Out of Pocket Cost 1 $559 

) PDN discount (facility) 1 0 1  1 

B a m p l e  2- Diagnostic Colonoscopy, Hospital 

The total cost is  reduced by $348 due to the PDN discounts. The 
Essential Plus Gold Plan pays $1,413 for this procedure. After 
the benefit is  paid to the providers, John owes $559 for 
these charges. 

I PON discount (anesthesia) 1 0 1  1 

Doctor surgical charges 

Hospital facility charges 

Anesthesia charges 

Total Charges 

I Total Discounts I I 01 

POM discount (dmtor) I 0 

$555 

2,075 

1,100 

3,730 

I 

Colonoscopy is most commonly provided in an Ambulatory 
Surgical Center, or an Endoscopy Center. However, occasionally 
care is rendered in a hospital which costs significantly more. 

BeneW Gold Plan 

TotaI Out of Pocket Cost 

Did you notice the benefit amount of $1,413 is the same in both 
examples? The benefit amount is determined based on what 
procedure is performed, not where it was performed or the total 
amount of the charges. 

-1,413 

I $2,317 

The same benefit amount applies even if the provider 
is not part of the network. 

It is wise to  compare. Fees vary. Oftentimes, clinics within There is one benefit paid for each procedure. No 
the same hospital system charge different rates for use of a additional benefits are paid for anesthesia, facility 
treatment room. charges, or other miscellaneous charges. 

Since neither the doctor nor the hospital is part of the discount 
network. there are no discount savings. After the benefit is  paid 
to the providers, John owes $2,317 for these charges. 

As you compare. make sure to ask about all three types of 
charges. The three most common types of charges include 

See also the Outline of Coverage in Section 2 of this booklet, part 

anesthesia, facility, and doctor fees. Some places include the 
D for a sample list of surgical procedures and the benefit amounts 

cost of anesthesia in the facility fee. However, others bill for each 
assigned. Or call 1-800-523-5800 (TTK 1-800-232-7773). 

service separately. See next page for more exampfes > 

Costs vary by provider, facility, location, and other factors. PDN is a nebvork of participating providers and facilities !3at prwide a discount to eligible members. 
Percentage of discount varies by provider. For more information on PDN visit www.aarphealthcare.c~providerdismuntnetwok or call 1-80087C-2101. 

"Examples are for iltustrative purposes only. Actual benefits are subject to the terms, conditions, limitations, and exclusions of the Group Policy and Certificate of 
Corerage. Please review the Certificate of Coverage for a full description of h e  plan. Insured by United Healthcare Insurance Campany, Fott Washington, PA. 



How the Essential Plus Health Insurance Plan Works 

Outpatient Radiology Benefii 

Here are two examples of the same type of radiology service - a 
bilateral screening mammogram. This is a procedure where a 
low-dose x-ray is used to screen both breasts for cancer. 

Charges in the examples below were based on charges for 
different doctors and facilities in the same city for the same 
type of screening*. 

Example 1 

Let's say Jane has a mammogram by a doctor and hospital that 
are both in the Provider Discount Network {FDN). She is not 
admitted to the hospital. Separate bills are charged for the 
doctor and the facility. 

Example 1- Bilateral Screening Mammonram I 

I Total Charges I 1 277 1 

Doctor charges 

Facility charges 

I PDN discount (doctor) 1 a, 1 I 

$66 

211 

1 PDN discount (facility] 1 -I33 1 I 
I Total Discounts I 1 -4 

Total Out of Pocket Cost I ml 

Senefii- Gold Plan 

The outpatient radiology benefit applies since the service was 
performed in an outpatient setting. The total cost is reduced by 
$83 due to the PDM discounts. The Essential Plus Gold Plan pays 
$167 for this procedure. After the benefit is paid to the providers. 
Jane owes $27 for these charges. 

-1 67 

Example 2 

Suppose Jane goes to a different outpatient medical facitity. 
While me doctor participates in the network, the facility 
does not. 

Example  2- Bilateral Screeninq M a m r n o q r a m  rn 
Doctor charges 

Facility charges 

Total Charges 

PDN discount (doctor) 

PDN discount (facility] 

Total Discounts 

BeneM- Gold Plan 

In some cases, the charges for the radiology wil l  be split into two 
bills - one for doctor's services and one for facility charges. There 
are no additional benefits for facility charges. 

$51 

189 

-1 1 

0 

Total Out of Pocket Cost 

See also the Outline o f  Coverage in Section 2 of this booke t part 
E for a sample list of  radiology services and the benefit amounts 
assigned. Or call 1-800-523-5800 (TTY 1-800-232-7773) to ask 
about benefits for a specific procedure. 

1 $62 

The radiology benefit is for outpatient services only. If Jane had 
a mammogram during an inpatient hospital stay. the radiology 
benefit would not apply. 

Since the facility is not part of the network, only the doctor's 
discount of $1 1 is taken from the totar charges. The plan pays 
$167 for this procedure. After the benefit is paid to the providers. 
Jane owes $62 for these charges. 

See the Outline of Coverage in Secfjun 2 of this booklet, part A 
for more information on the Hospital Inpatient Stay benefit 

See next page for more examples > 

Costs vary by provikr, facility, location, and other factors. PDN is a wtworkof participatig providers and facilities that provide a discount to eligible members. 
Percentage of discount varies by provider. For more information on PDN visit www.aarphealthcare.com/pwiderdiscountne or call 1-300-870-21 01. 

"Examples are for itlustrative purposes only. Actual benefits are subject to the terms, conditions. limitations. and excksions of the Group Policy and CeFtificate of 
Coverage. Please review the Certificate of Coverage for a full description of the plan. Insurd by Unitad Healthmre Insurance Company, fort Washington, PA 



How the Essential Plus Health Insurance Plan Works 

Outpatient Services Benefit 

Below are three examples of the same type of outpatient 
service - an electrocardiogram. Also called an EKG or ECG, this 
test records electrical activity of the heart. I t  is used to detect 
and locate the sources of heart problems. 

Charges in examples below were based on charges for 
different doctors and facilities in the same city for the same type 
of procedure*. 

Example 1 

Let's say Sue has an EKG as part of her routine annual checkup. 
She has the test at a hospital that is  in the Provider Discount 
Network (PDN). She is not admitted to the hospital. 

Example 1- Routine Hectromrdiogram. without 
interpretation or report 

The total cost is reduced by $76 due to the ?ON discount. 
The Essential Plus Gofd Plan pays $33 for this procedure. After 
the benefit is  paid to the provider, Sue owes $143 for 
these charges. 

The cost is reduced by $7 for the discount. After the benefit is 
paid to the hospital, Sue owes $28 for these charges. 

Note that the Outpatient Services benefit does not apply for 
services performed during an inpatient hospital stay. 

See also the Outline of Coverage in Section 2 of this booklet, 
part A for more in forma fion on fhe Hospital Inpatient 
Stay benefit 

See also the Outline of Coverage, part 8 for more information 
on the Outpatient Services Benefit. 

Example 3 

Suppose Sue goes to a different outpatient hospital facility. She 
has not been admitted to the hospital. This hospital is not part of 
the Provider Discount Network. 

ixamplr 5. Routine Electrocardiogram, without 
nt6pmtation or rem 

Example 2 Since the hospital is not part of the network, there are no 
discount savings. After the benefit is paid to the providers. Sue 

Suppose Sue goes to an outpatient hospital facility for the €KG. ,,,, $25 for these charges, 
The hospital is  in the Provider Discount Network. 

Hospital facility charges 

Total Charges 

PDN discount (facility) 

Total Discounts 

Benefit- Gold Plan 

ixarnple 2- Routine EKG, without interpretation or report I 

$50 

0 

Sometimes a better rate can be found outside the Provider 
Discount Network. While it is wise to shop for discounts, don't 
forget to compare rates and fees. 

$58 

0 

Total Out of Pocket Cost 

Hospital facility charges $68 

Total Charges 68 

Costs vary by provider, facifiq, imtion. and other factors. PDN is a network of participating providers and facilities that pmvirfe a discount to eligibte members. 
Percentage of discount varies by provider. For more information on WN visit www.aarphealtficare.cm/providerdiscountnetwork or call 1-800-8711-2101. 

-33 

$25 

"Examples are tor illustrative purpow only. Actual benefits are subject to the tens, conditions, limitations, and exclusions of the Group Policy and Certificate of 
Coverage. Please mviw the Certificate of Coverag fora full descripfwn of the plan. hsured by United Heafthare Insurance Company. Fort Washington, PA. 

-7 

-33 

$28 

PDN discount (facility) 

Total Discounts 

Benefit- Gold Plan 

-7 

Total Out of Pocket Cast 
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Cash Before Chemo: 
Hospitals Get Tough 
Bad Debts Prompt 
Change in Billing 
545,000 to Come la 

LAKE JACKSON, Texas - When Lisa Kelly h e d  she had 
leukemia in h e  2006, her doctor dvised her to seek u r p t  cam a# 
M.D. A n d m  Center in Houston. But the nonprofit 
hbspital d u d  to accept b. Kelly's limited insumme I t a d d  
for $1 05,000 in cash bcfm it would admit her. 

Sitting in the hospital's office, M ~ L  Kelly sap she told 
M.D. Anderson's repmsmtatives that she had some money do pay 
fur treatment, but couldn't get all the cash tbey asked for tbat day. 
"Arc they going to send me home?" she redb  tbhbg, uAXI1 I 
going to die?" 

Hospitals me 
adopting a policy 
to impr#vta w 
hams: making 
medicaim 
cantingmton 
upfront 
payma. w e ,  
hoslpicals havc 
biHedpeopla 
&*receive; 
cam But now, 
painting to their 
w n g  bad- 
debt aad charity- -- 
b-= 
&hg patieatsr 

~ a m m p k r e p t l n t h P W  
format. 
m ~ a ~ a d t h l s ~ r t l d e n o w .  

HEALTHY FUNDING AT M,D. 
A N D E W N  
M,D. Anderson W C e M  ia 
p8rtdWsunhdtyofTasu 
8 ~ . t t w m ~ b y t h e T e m m  
)epihmh 1841 W W o n  
EancsrfmabmntandrMwldl.Flwl 

bwbb, InMlns UT 
~ I v k d l c a l ~ f n  
D o t l w a n d U T ~ W ~  

in Howton, alw, o m  
udar T m  a m  urhm@ -- 
LaGepWnonproflth- 
- h i r / h m - a m - m  
frmmw. 
T W ,  Ma*  mm b c##lidlred 
~ o b u m ~ b e s t ~  . ttl8akamongtimmpst 

bkWBleAfheU.S . l~W 3r 
yaar, h pou&d Iwt In- of Wi0 
m U h ,  brkrglqlhbtalveluedita 
= h , L m s o l m e n t s d W  
to $r mi ~ n h .  111.0. pard 
L mbnt John Mond&ohn, 
St.18 mWmn kt-. 
Abord 89B of M.D. 
rwenWr m fmm #to hiding. 
m ~ a l r o ~ ~  
~.InmLfi#4Wi 
philanthmplcmwd pladOerd 
$17M milClpn. IndUdlng $W Won 
I r # n o l m n T . B p o r r e ~  

; M . D , A d n r m h ~ ~ f m m  
Wts hllvemn2798mrths 
~ L w o ~ ~ I O ~ W b i l [ i o n ,  
~ t t h s r n r n s p e n d l n g ~  
chuity her d-. In 2W5, 
m y ~ ~ r a m m w w a I t s  
upamt paymwnt pdcy, it a m  
t r 4 4 m R k n m ~ a r a h  
~ ~ ~ a m o m t ~ m  Idbent 
m m  kll to SB8.Q mllh. M.D. 
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Hospitds say they h m  turned to the pradice h r o e  of a spike in 
~ r K I ~ ~ ~ ~ n M = Y P  patients who don't pay !heir bills. Uncompensated care cost thc llot p r h s  for m&as anri 

hospital industry $3 12 billion in 2006, up 44% h m  $21.6 biIEon procsduw pehpsl it 
in 2000, mrding to the Amerlcm HospM Amwiatioa Irwrw for indim~smma IMy 

loluws. 
An M.D. m n  m m k w m a n  

The bsd debt is driven by a lager number of Americans who are  has u n h i d  or who don't have enough insurance to cover medical m a n  to w w 
costs if atasbophe strikes. Even amoag those with adequate k*-qcLy,"-r hmma, M b i e s  and cepaymtnts are p h g  so big that d i m  bp M.D. A ~ Q M ~  bo 
insut.Bd pdienfs also have trouble paying hospitals. mmw t n a m  s)le a a ~ .  

M.D. Andersun says it went to a new uphntallection yarn for initial visits in 2005 a f h  its 
unpaid patient bills jumped by $18 million to $52 milIiotl that yew. The hmpitd said its 
increasing baddebt load beatend its mission to cure cancer, a god on which it s p d s  hundreds 
of milIions of dollars a year. 

FINANCIAL HEALTH + A 

T h m I p . u r : H w W ~ m ~ ~ f ~ r  
paymentmnrre~eivina~nt 
=m h-Una: b p l b l a  p r a a  
n w d d  hatw dan Iweaae In tho fiurnbsruf 
pbopkfiDtpsyinethshWL. 
mt fir uno: M ~ I I O  -Q pmwe a m  to 

P m ,  minmd and u * h s d  
likely b be hardeat hi 

The change had the desired effect: The hospital's bad debt fell to $33 million the fallowing year. 

h t h g  bfd debt bd00n -Barbra M~rtiam 

unchecked would 
threaten hospitals' fmmes and their ability to provide 
care* says ~~ Umbdcnst& psident ofthe 

~ ~ i a  ma ~ ~ ~ i e  
rather disc- costs with patints up- he says. 
n-, ifs an ay or 
contentious, it doesn't work for mybody." 

Asking patients to pay affer received tmlmemt is "Eke asking 
someone to pay for the ar afier they've driven off the lot," says Jobn 
Tietjen, vice president for patient h m i a l  d c e s  at M.D. Anderson, 
The tjlrPe that the patient is most r-ve is before the cam is delivend" 

M.D. Anduson sap it pmvideg assistance or free rn to poor pstimts 
who can't afford treatment. It says it acted appropriately in Mrs. Kelly's 
case because she wasn't indigent, but und- Thc hospital says it 
wouldn't accept her insurance because the payout, a mixhum of $37,000 
a year, would be less than 3 W  of the estimkcl costs of her care 

Tenet Healthre and HCA, two b i i  for-profit hospital chains, say they W KeyI 
have also been asking patids for upftsnt paymats befbrc admitting 
them While the practice has meived little notice, some patient advocates and healthare 
find it harder to justify at nonprofit hospitals, given their benevolent h i o n  and improving 
financial forhum. 

In the Black 

An Ohio State University study found net income per bed nearly trip14 at nonprofit hospitals to 
$146,273 in 2005 fiam $50,669 in 2000. According to the A m a i m  Hospital m r y ,  77% of 
nonprofit bospitds are in the black, mpd with 6 1 % of for-profit hospitals. Nonprofit 
h o s p i C a l a m e x e m p t ~ ~ e s e r n d a r e s u p p a s a d t o c h e I t b e ~ t h c y p ~ k k i n t o  
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their oprations, Many have wed their growing - 1 u ~ e ~  to rmd Wdr c x e d v c ~  with rich pay 
~ k a g w , b u i ~ d n e w w h g s a a d ~ ~ ~ h r e ~ e ~  

MD. Andemon, which is part of the University of T m  is a nonprofit imhtiw exempt h m  
taxes. In 2007, it recorded nd i n c m  of $3 10 million, bringing its cash, investments aod 
endowment to nearly $1.9 billion. 

Nataline Sarkixyan, a 17-yeu~ld cancer patient wfio died in December waiting for a liver 
transplant, drew national attention when former pmickntial candidate John Ed- l ~ k d  
her h d t h  h m e r  for mfishg to pay for the o p d m  But what m t  largely u n t w t i d  is that 
Ms. Sarkisym'a hospiM, UCLA Madicd Center, a -fit hq i ta l  &at is pt of the University 
of California system, refwd to do the procedure afta the W u m c e  denial untm the family paid 
it $7S,OOO upfront, m o d i  to the W l f s  lawyer, Tmmr Amrinak. 

I Glvhrg-e 
- 1 "When you haw that much money 

1 W h l k M . P , A n d # s o n b r o e r ~ h a s b K o m e ~ ~ n g i y  / in the till and that much profit, it's 
profltabk lb h c w r  for MWat  ~ l o n t s  has Bowr &IIW~~ Idnd of hard to say non to sick 

1 patients by a ~ l d n g  for money 

The family got that money together, but then the hospital demanded $300,000 to c m r  costs of 
caring for Natalhe after surgery, Ms. Arrninalc says, 

1 htlentmenut Net i m  Rsom 
1 WblBpr . . . . , , .+ .-.. . . .  .- Jwom 

UCLA says it cmit comment on the caw because &e M y  hasn't given its -t. A 
spoktswoman says UCLA down? have a spcific policy regarding uphnt payments but works 
with patients on a case-by- W. 

upfbn~  says Uwe R c h h d t ,  a 
Mthare   nom mist at^ 

Federal law requires hospilds to bat merged-, such as haut attacks or injuries h m  
accidents. But the law doesn't cwer conditions that a d t  immediately 1 i f b - m .  

At the American Cancer Society, which runs d centers b help patients rl~ivigak fmisl 
problems, more people are @ng theyk bdng a d d  for large npfrunt payments by ~~ that 
they canit &ford. "My gmatest concern is that there are subslzdal numbera of people who need 
cancer carew who don't get it, " d l y  for financial reasons,' says 0th Brawley, chief modid 
officer. 

Univessity, wbo tRinlts all 
, .  . . .. hospids should pay taxes. 

Mrs. Kelly's ordeal began in 2006, when wh started Wing &ly and was often tired. Her 
husband, Sam, nagged laer to see a doctor. 

I 1 . . 

1 

I 2m 'M SIS w v'p7 " W> w ~7 I 
- t w w  

N o w f i t  oqgmhtions "shouldn't 
behave this way," he says. 

Tti.n'td.rhvounyofthe 
nation's 2,033 mnpfit hospia  
require upfront paymm. A " voluntq 2005 survey by the 

Internal Revenue Sewhe found 14% of 481 nonprofit hospitaIs required patients to pay or lnake 
an amngcrneat to pay More being admithi It was the fErse time the ageacy asked that question. 
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A specialist in W e  Jackson, a town SO mil= h m  Huuston, d i i  Mrs. Kelly with acute 
leukemia, a cancer of the b l d  that can quickly turn W. Tbe d cmm wnbr in lake 
Jackson d e r s  acute leukemia pettien& to M.D. Andersun. 

When Mrs. Kelly called M.D. Aadffson to & an appointment, the b q i i  told her it d Q ' t  
accept her immmce, a type called l i i - b e h t .  

"When an h m c r  is going to pay the small amamb, we don't feer hncially able to the 
ri&" says M.D, Andemon's Mr. Tietjen 

An estimated one million ~~ have l i m i t e d - W t  p b .  U d l y  k s  qemive than 
traditional plans, %wch i- is popular among people like MIL Kelly who don't have Mth 
inmnce through an employer. 

Mrs. KeIly, 52, signed up for AARP1s Medical Advantage plan, miadtkn by UniWtalth 
Group Inc., t h e  p m  ago after she quit her job w a sshoo1-bus driver to help care for her 
mother. Her husband was retired after a career as a heavy-equipment operam. She says that at the 
time, she M I y  ever went to the doctor, "I just thought I needed some kind of humme policy 
because you never know what's going to happeu," says Mrs. Kelly. Sbe paid prermiums of $185 a 
month. 

A spkmrrrrln  for UnitedHealth, om o f h  c o w s  l a r e  marketers of limikd-benefit plans, 
says the plan is "meant to be a bridge or a gap filler.H &e says UniWedth has reimbursed Mrs. 
KelIy $38,478.36 for her medid costs. k c m w  b e  hospild wouldn't acoept her insurance, Mrs, 
Kelly paid bills hemelt ernd ~~ them to ber insurer to get reimbursed. 

M.D. Anderson viewed Mrs. Kelly as dmmed and 
told her she couId get an appointment only if she 
brought a catifid check for $45,000, The Kellys Iivc 
comfortably, but didn't have that kind of cash on hand, 
They own an qwhent building a d  a rental haw 
that gemate about $1 1,000 a month before tax& a i d  
maintenance costs. They also earn inkrest home of 
about $35,000 a year h m  twp retirement twaunl~ 
funded by inheritarms left by Mrs. Kelly's mother and 
Mr. Kelly's father. 

Mr. Kelly m ~ e d  to b m w  the money ftom his 
father's &st, wGch was in probate prr>ceedings. Mrs. ' J 

Kelly says she told the hospital she had m o m  for 
treatment, but didn't realize haw high her medical costs would get. 

The Kellys arrived at M.D. Anderson with a checIc for $45;000 on Dw. 6,2006. Mer having 
blood drawn and a bormnmow biopsy, tho hospital 011wlogist wanted to admit Mrs. Kelly right 
amy. 

But the hospital demanded an addit id  $60,000 on the spat. lt  told her the $45,000 had paid for 
t h e l a b ~ m d i t & t h e a d d i t i d c a s t t s a d o w n p a y m M l t f o r h d ~ t .  

h the hospital businw office, Mrs. Kelly says she was crying, exhausted and confused. 
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reduced. She conhctd Holly Wall& who is part of a p u p  that w d s  on contingenq to reduce 
patientis' bills; she keeps methird of what she saves clients. 

Ms. Wallack began firiag off ooroplerints to MD. Anderson She said Mrs. Kelly had been baed 
m 0 r e t b a n $ 3 6 0 f o r b I d ~ t h a t m o s t ~ ~ ~ O o r 1 e s s f o r , d u p t a $ 1 2 0 f o r ~  
pucfws that cost lesa than $2 at retail. 

On one biU, Mrs. Kelly was charged 8 0  for a pair of lertex gloves. On an* i t e m i d  bill, Ms, 
Wallack found this: CTH: S E  2M 7FX 25CM CLAMP A4356, for $314. It turned out to be a 
pcnk clamp, used to corn1 inconthence. 

M.D. Andemn's prim are r e d l a  co@ with o h r  hospitals, Mr. Tletjen says. The $20 
price for the latex gloves, for example, Eatres into account the costa of w a n d  s t o r i q  
gloves, on- that me ripped and not used and o m  used for patientrs who don't pay at all, he says. 
The charge for the penis clamp was a "clerical mr" he a diffkent type of catheter was 
used, but the hospitd waived tbe charge. The hospital didn't reduce or waive other charges on 
Mrs, Kelly's bills, 

Mrs. Kelly is continuing her katment at UD. An- In February, a new, more 
comprehen!ive i n m o e  pian from BIue Cms Blue Shidd that she has switched to stetrted 
paying most of her new M.D. A n d m  bills. But she is still p e m d l y  responsible for 
$145,155,65 in bills incurred before Febnrary. She is paying $&OW a month toward ?hose. Last 
week, she I d  that after being in remission for more than a year, her leukemia has returned. 

M.D, Andmn is giving Blue Cross Blue Shield a 25% discount on the new bills. This month, the 
hospital offerad Mrs. KeUy a 10% discount w her balance, but only if she pays $I 30,640.08 by 
this Wednesdq, April 30. She is stitill hoping to get a bigger discount, though numerow rqwsts 
have been denied. TIE hospital says it gives oommerr:d hsuma a bier discount be- they 
bring voiurne and they me 1- risky than people who pay on their own. 

The hospital has urged Mm Kelly to sell assets. But she worri~s about losing her k i l y ' s  incow 
and retirement savings. Mrs. Ktlly says she wants to pay, but, suspiciaus of the charges W s  seen, 
she says, "I want to pay h f s  fhir." 

Write to B m h  Martinez at ~arbara~artinc@wsj .corn8 

LIRL lor lhlm w: 
hnp:llmline.wsj. w m l a M W  2W207CM54851 t ,hhl 



Cash Before Chmm HospMr Get Tough - WSJ.com 

~ ~ i s k r y o u t p s r w n a l , ~ r c l a l w M d y . ~ ~ u m d o f ~ t l i s w ~ g a v e m c r d ~ r  
Subscflber AgmmsRt and by croWright h, For norrperaonal uw w to ordw m u m  m, p h s a  coMgGt W JDnes 

Reprints all- wvhhmwv.#mptlnb.mt. 

RELATED AMJCLES FROM ACROSS THE WEB 
Rslated miss frwn WW.m 

Canpm&bn, Compuklon and the MentalOy ltl Am. rn a# 
r Cap and Burn m. cs, 2008 

Don Young W i n  Whdn Wmg W the GQP ~un. w , W  
R-d Web N e w  

: ~ % z ~ g ; E K % E : E z ~ ~ : : $ : : :  2 z z  %E= 
Mamglng Oufmrrws He@ a M M S  flo~pltal h b  h &now a n .  01,2008 Wmakmm 
Bwwnont Has- has twa(thy am- Muy.26.m mhmewaeom 



Center for
Policy and
Research

LOW-INCOME & RURAL BENEFICIARIES WITH 

MEDIGAP
COVERAGE

FEBRUARY 2007

www.ahipresearch.org



FF II GG UU RR EE   11 .. Coverage Types Of Medicare Beneficiaries (2004) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  2

FF II GG UU RR EE   22 .. Medicare Beneficiaries, By Area Of Residence (2004) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  3

FF II GG UU RR EE   33 .. Medigap Enrollees By Income, Metro And Rural (2004) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  4

TTAA BB LL EE   11 .. Income Range Of Medicare Beneficiaries, By Coverage Type (2004) 
All Geographic Areas . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  5

FF II GG UU RR EE   44 .. Income Level Of Medicare Beneficiaries In Rural Areas, By Private 
Supplemental Coverage Type (2004) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  5

FF II GG UU RR EE   55 .. Medicare Beneficiaries Reporting Having Received Specific Services 
During Previous Year, By Coverage Type (2004) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  7

TTAA BB LL EE   22 .. Description Of Medigap Policy Types, And Percent Of Medigap 
Policyholders With Each Type (2004) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  8

LIST OF TABLES AND FIGURES 



The MCBS data show that Medigap is particularly important to low- and moderate-
income beneficiaries, especially those living in rural areas. Here are some key findings:  

■ Thirty percent of Medigap policyholders resided in rural areas in 2004; by 
comparison, only 23 percent of all Medicare beneficiaries resided in rural areas.

■ Half (50 percent) of rural Medigap policyholders had incomes under $20,000 in
2004, and 43 percent of all Medigap policyholders (living in rural or metropolitan
areas) had incomes under $20,000. Nearly three-quarters (74 percent) of rural
Medigap policyholders and nearly two-thirds (65 percent) of all Medigap policy-
holders had incomes below $30,000.

■ Overall, 32 percent of Medigap policyholders had incomes ranging from $10,000
to $20,000 in 2004. This income bracket accounted for the highest proportion of
Medigap purchasers. In rural areas, 37 percent of Medigap policyholders had
incomes in this range.

■ Medicare beneficiaries with some form of private coverage — including Medigap,
Medicare Advantage, and employer-based plans — reported greater use of preventive
care than those with Medicare alone.

The statistics in this report were calculated from the publicly available MCBS Access 
to Care files. We analyzed a subset of records for non-institutionalized (aged and
disabled) beneficiaries. For beneficiaries in the Medicare Advantage and Medicaid 
categories, June 2004 was the point in time for which beneficiary records were selected
for inclusion. We defined “rural” and “metro” areas according to the Office of
Management and Budget’s (OMB’s) classification system.
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LOW-INCOME AND RURAL 
BENEFICIARIES WITH 
MEDIGAP COVERAGE, 2004

SUMMARY  
Medigap supplemental coverage has long helped Medicare
beneficiaries fill gaps in their benefits. While policymakers
continue to focus on the new Medicare drug benefit, recently
released data from the 2004 Medicare Current Beneficiary
Survey (MCBS) serve as a reminder of the critical role played
by Medigap coverage.
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MEDIGAP COVERED MORE THAN TWENTY
PERCENT OF MEDICARE BENEFICIARIES IN 2004  
Nationwide, 22 percent of all non-institutionalized Medicare beneficiaries chose
Medigap policies in 2004 (see Figure 1). Medigap was the second most common form
of supplemental insurance, after employer-based coverage (34 percent).  

By contrast, 13 percent of Medicare beneficiaries had supplemental coverage through
Medicaid, 13 percent chose comprehensive Medicare Advantage plans, and 1 percent
had supplemental coverage through public programs other than Medicaid. Another 17
percent of Medicare beneficiaries had no supplemental coverage.

Persons with both employer-based and Medigap coverage were categorized as having
employer-based coverage. Approximately 6 percent of Medicare beneficiaries had
employer-based plans and Medigap policies. 
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F I G U R E  1 .
Coverage Types Of Medicare Beneficiaries (2004)

Source: Medicare Current Beneficiary Survey Access to Care files, 2004. (CMS) 
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries.



BENEFICIARIES WITH MEDIGAP COVERAGE 
TEND TO HAVE LOW INCOMES AND LIVE IN
RURAL AREAS
A disproportionate number of Medigap policyholders had low incomes and lived in
rural areas. Thirty percent of all beneficiaries with Medigap coverage lived in rural
(non-metropolitan) areas in 2004. By comparison, 23 percent of all Medicare 
beneficiaries lived in rural areas (see Figure 2).

In 2004, the most common income range for Medigap policyholders was $10,000 to
$20,000 (see Figure 3). Thirty-two percent of Medigap policyholders overall had
incomes within this range, and 37 percent of Medigap policyholders living in rural
areas had incomes between $10,000 and $20,000.

The second most common income range for Medigap policyholders was $20,000 to
$30,000. Twenty-two percent of all Medigap policyholders had incomes in this range,
and 24 percent of rural Medigap policyholders had incomes between $20,000 and
$30,000 in 2004.
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F I G U R E  2 .
Medicare Beneficiaries, By Area Of Residence (2004)

Source: Medicare Current Beneficiary Survey Access to Care files, 2004. (CMS) 
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries.
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A substantial number of Medicare beneficiaries with incomes below $10,000 purchased
Medigap coverage. Eleven percent of all Medigap policyholders and 13 percent of rural
Medigap policyholders had less than $10,000 in annual income in 2004.

Overall, half (50 percent) of rural Medigap policyholders had incomes under $20,000
in 2004, and 43 percent of all Medigap policyholders (rural or metro) had incomes
under $20,000. Similarly, 74 percent of rural Medigap policyholders and 65 percent 
of all Medigap policyholders had incomes under $30,000.

Across the U.S., 25 percent of Medicare beneficiaries with incomes between $10,000
and $20,000 chose Medigap policies in 2004. Sixteen percent chose Medicare
Advantage plans, and 21 percent had Medicare only (see Table 1).  

In rural areas, 34 percent of beneficiaries with incomes between $10,000 and $20,000
chose Medigap policies. By contrast, only 23 percent of rural beneficiaries in the
$10,000 to $20,000 income range had employer-based coverage. However, employer-
based coverage was the most common form of supplemental benefits for Medicare 
rural beneficiaries in higher income brackets (see Figure 4).

4

F I G U R E  3 .
Medigap Enrollees By Income, Metro And Rural (2004)

Source: Medicare Current Beneficiary Survey Access to Care files, 2004. (CMS) 
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries living in
areas with at least one Medicare Advantage plan.
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F I G U R E  4 .
Income Level Of Medicare Beneficiaries In Rural Areas, By Private
Supplemental Coverage Type (2004)

Source: Medicare Current Beneficiary Survey Access to Care files, 2004. (CMS) 
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries who
lived in rural areas.
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T A B L E  1 .
Income Range Of Medicare Beneficiaries, By Coverage Type (2004)
All Geographic Areas

Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS). 
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries.
** Less than 1 percent
The percentages in this table may not sum to 100 due to rounding.
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MEDIGAP POLICYHOLDERS REPORTED USING
MORE PREVENTIVE CARE
Medicare beneficiaries with private coverage reported more use of preventive care than
beneficiaries without private coverage.

Medigap policyholders and Medicare Advantage enrollees reported rates of preventive
services that were about equal to those reported by beneficiaries with employer-based
coverage. This is notable because beneficiaries with employer-based coverage have
considerably higher average incomes and therefore would reasonably be expected to
have a greater likelihood of receiving preventive care.

However, Medicare beneficiaries with Medicare alone reported lower rates of preventive
care use than beneficiaries with some form of private coverage.

Fifty-five percent of women with Medigap coverage, 61 percent of women with
employer-based coverage, and 58 percent of women with Medicare Advantage 
coverage said they had mammograms in the previous year.  However, only 43 percent
of women without any private coverage said they had received mammograms during
that time frame.

Seventy-five percent of men with Medigap coverage, 78 percent of men with employer-
based coverage, and 75 percent of men with Medicare Advantage plans reported having
blood tests for prostate cancer in the previous year.  However, only 59 percent of men
with Medicare alone said they had received the tests during that period.

Finally, 76 percent of beneficiaries with Medigap coverage received flu shots. The
percentage of beneficiaries who received flu shots was 75 percent for both beneficiaries
with employer-based coverage and for Medicare Advantage enrollees. However, only 
58 percent of beneficiaries without private coverage were immunized against the flu
(see Figure 5).
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F I G U R E  5 .
Medicare Beneficiaries Reporting Having Received Specific Services
During Previous Year, By Coverage Type (2004)

Source: Medicare Current Beneficiary Survey Access to Care files, 2004. (CMS) 
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries.
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MOST POPULAR MEDIGAP POLICIES
Under the Omnibus Budget Reconciliation Act (OBRA) of 1990, Medigap policies
must conform to a standardized set of benefit models developed by the National
Association of Insurance Commissioners (NAIC). The NAIC initially developed 10
models, labeled A through J, and two additional models (K and L) were created
through the Medicare Modernization Act (MMA) of 2003.  Table 2 lists enrollment 
in the Medigap policies available in 2004.  

The Medigap policies labeled “C” and “F,” which cover nearly all of Medicare’s
deductibles and coinsurance, were the most popular.
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BASIC BENEFITS

SKILLED NURSING
COINSURANCE

MEDICARE PART A 
DEDUCTIBLE

MEDICARE PART B 
DEDUCTIBLE

MEDICARE PART B 
EXCESS CHARGE (100%)

MEDICARE PART B 
EXCESS CHARGE (80%)

FOREIGN TRAVEL
EMERGENCY

AT-HOME RECOVERY

BASIC DRUG BENEFIT*

PERCENT OF MEDIGAP
PURCHASERS 
WITH TYPE OF 
MEDIGAP POLICY

A B C D E F G H I J

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔

✔ ✔ ✔

✔ ✔ ✔

✔

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔

✔ ✔ ✔ ✔

✔ ✔ ✔

6% 6% 19% 7% 2% 41% 5% 3% 2% 10%

TYPES OF MEDIGAP POLICIES: PLANS A THROUGH J

* Basic drug benefit limit for Plans H and I was $1,250 in 2004; for Plan J, it was $3,000.
Source for Medigap policy description: 2004, Choosing A Medigap Policy, A Guide To Health
Insurance For People With Medicare, April 2004, Centers for Medicare & Medicaid Services. 
Source for Medigap purchasers’ policy types: Medicare Current Beneficiary Survey Access to Care
files, 2004 (CMS).
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries.

T A B L E  2 .
Description Of Medigap Policy Types, And Percent Of Medigap Policyholders
With Each Type (2004)

ADDITIONAL INFORMATION
This overview is based on a report by Karen Heath, Policy Analyst. The full 
report, including all tables and a description of methodology, is available at
www.ahipresearch.org. The data cited in the report and overview provide an update 
to AHIP's 2005 publication, Low-Income and Rural Beneficiaries with Medigap
Coverage, 2002, authored by Teresa Chovan, Director, and Jeff Lemieux, 
Senior Vice President, of AHIP's Center for Policy and Research.
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APPENDIX A 
TABLES 

 
 

Table 1A.  
Geographic Location Of Medicare Beneficiaries, By Coverage Type (2004) 

 

Coverage Type Geographic Location 

 
 
Rural  Metro Total 

ALL MEDICARE BENEFICIARIES 23% 77% 100% 
MEDIGAP 30% 70% 100% 
MEDICAID 28% 72% 100% 
EMPLOYER-BASED 23% 77% 100% 
MEDICARE ADVANTAGE 2% 98% 100% 
OTHER PUBLIC 29% 71% 100% 
MEDICARE ONLY 29% 71% 100% 
    

Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS).  
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries. 
The percentages in this table may not sum to 100 due to rounding. 
  
 
Table 1A shows the geographic location (rural or metro) of Medicare beneficiaries by coverage type.  
For example, 30 percent of Medigap policyholders lived in rural areas in 2004. 
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Table 2A.  
Geographic Location Of Medigap Policyholders, By Income (2004) 
 

Income Range Geographic Location 

 
 Rural  Metro All Areas 
Less than $10,000 13% 9% 11% 
$10,000 to $20,000 37% 29% 32% 
$20,000 to $30,000 24% 21% 22% 
$30,000 to $40,000 12% 15% 14% 
$40,000 to $50,000 6% 9% 8% 
More than $50,000 7% 16% 13% 
Total 100% 100% 100% 
 
Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS).  
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries.  

 The percentages in this table may not sum to 100 due to rounding. 
 
 
Table 2A shows the geographic location (rural, metro, all areas) of Medigap policyholders, by income 
range.  For example, 37 percent of rural Medigap policyholders had incomes between $10,000 and 
$20,000 in 2004. 
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Table 3A.   
Income Range Of Medicare Beneficiaries, By Coverage Type (2004) 
All Geographic Areas 
 

Coverage Type Income Range 

 
Less than 
$10,000 

$10,000 to 
$20,000 

$20,000 to 
$30,000 

$30,000 to 
$40,000 

$40,000 to 
$50,000 

More than 
$50,000 

MEDIGAP 11% 25% 24% 24% 23% 26% 
MEDICAID 48% 13% 1% 1% ** ** 
EMPLOYER-BASED 8% 22% 43% 49% 54% 56% 
MEDICARE 
ADVANTAGE 10% 16% 15% 14% 12% 9% 
OTHER PUBLIC 2% 3% 1% 1% ** ** 
MEDICARE ONLY 20% 21% 16% 11% 11% 9% 
Total 100% 100% 100% 100% 100% 100% 

Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS).  
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries. 
** Less than 1 percent 
The percentages in this table may not sum to 100 due to rounding. 
 

 
Table 3A shows the income range of all Medicare beneficiaries, by coverage type, in all geographic areas.  
For example, 25 percent of all Medicare beneficiaries with incomes between $10,000 and $20,000 in 
2004 had Medigap policies. 
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Table 4A.    
Income Range Of Medicare Beneficiaries, By Coverage Type (2004) 
Metro Areas 
 

Coverage Type Income Range 

 

Less 
than 
$10,000 

$10,000 to 
$20,000 

$20,000 to 
$30,000 

$30,000 to 
$40,000 

$40,000 to 
$50,000 

More than 
$50,000 

MEDIGAP 10% 22% 21% 23% 22% 24% 
MEDICAID 47% 13% 1% ** ** ** 
EMPLOYER-BASED 8% 22% 42% 48% 54% 56% 
MEDICARE ADVANTAGE 14% 21% 19% 18% 14% 10% 
OTHER PUBLIC 2% 3% ** 1% ** ** 
MEDICARE ONLY 20% 19% 16% 10% 10% 9% 
Total 100% 100% 100% 100% 100% 100% 
Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS). 
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries.  
** Less than 1 percent 
The percentages in this table may not sum to 100 due to rounding. 
 
 
Table 4A shows the income range of Medicare beneficiaries, by coverage type, who lived in metro areas 
in 2004.  For example, 22 percent of Medicare beneficiaries who lived in metro areas in 2004 and had 
incomes between $10,000 and $20,000 had Medigap policies. 
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Table 5A.   
Income Range Of Medicare Beneficiaries, By Coverage Type (2004) 
Rural Areas 
 

Coverage Type Income Range 

 
Less than 
$10,000 

$10,000 to 
$20,000 

$20,000 to 
$30,000 

$30,000 to 
$40,000 

$40,000 to 
$50,000 

More than 
$50,000 

MEDIGAP 17% 34% 32% 30% 29% 34% 
MEDICAID 51% 14% 1% 1% 1% 1% 
EMPLOYER-BASED 9% 23% 45% 52% 58% 53% 
MEDICARE 
ADVANTAGE 0% 1% 1% 2% 1% 3% 
OTHER PUBLIC 2% 2% 2% 1% 0% ** 
MEDICARE ONLY 21% 26% 19% 15% 11% 10% 
Total 100% 100% 100% 100% 100% 100% 

Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS).  
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries. 
** Less than 1 percent 
The percentages in this table may not sum to 100 due to rounding. 
 

 
Table 5A shows the income range of Medicare beneficiaries, by coverage type, who lived in rural areas in 
2004.  For example, 34 percent of Medicare beneficiaries who lived in rural areas in 2004 and had 
incomes between $10,000 and $20,000 had Medigap policies. 
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Table 6A.    
United States - Active Choosers (2004) 
 
 Medicare Only Medicare Advantage Medigap 
    
All 29% 37% 34% 
    
Geographic Location    
Rural Areas 38% 15% 47% 
Metro Areas 29% 38% 33% 

Race/Ethnicity    
Non-White 42% 43% 15% 
White 36% 27% 37% 

Education    
Less Than High School 34% 40% 26% 
High School 26% 38% 36% 
Some College / College Degree 28% 35% 37% 

Income Range    
Less than $10,000 43% 36% 21% 
$10,000 to $20,000 30% 40% 30% 
$20,000 to $30,000 26% 40% 34% 
$30,000 to $40,000 20% 41% 39% 
$40,000 to $50,000 23% 37% 39% 
More than $50,000 22% 28% 50% 

 
Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS).  
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries who lived in areas with at least one 
Medicare Advantage plan.  The percentages in this table may not sum to 100 due to rounding. 
 
 
Table 6A shows the coverage choices made by “active choosers,” which we define as Medicare 
beneficiaries who do not have employer-based coverage, do not qualify for Medicaid, and live in areas 
with at least one Medicare Advantage plan.  These beneficiaries can choose among Medicare Advantage, 
Medigap, or Medicare alone.  The table lists the distribution of coverage types by geographic location, 
race/ethnicity, education, and income range. For example, 47 percent of active choosers who lived in rural 
areas in 2004 had Medigap policies. 
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Table 7A. 
Geographic Location Of Medigap Policyholders, By Type of Medigap Plan (2004) 
 

Medigap  
Plan Type Geographic Location 

 
 Rural Metro All Areas 
Plan A 6% 6% 6% 
Plan B 5% 6% 6% 
Plan C 13% 21% 19% 
Plan D 5% 7% 7% 
Plan E 2% 2% 2% 
Plan F 47% 39% 41% 
Plan G 7% 4% 5% 
Plan H 3% 3% 3% 
Plan I 1% 2% 2% 
Plan J 11% 10% 10% 

Total 100% 100% 100% 
 
Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS).  
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries. 
The percentages in this table may not sum to 100 due to rounding.  

 
 
Table 7A shows the geographic location of Medigap policyholders, by type of Medigap plan.  For 
example, 47 percent of Medigap policyholders who lived in rural areas in 2004 had Medigap Plan F.  
Nationwide, 41 percent of Medigap policyholders had Medigap Plan F in 2004. 
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Table 8A.  
Income Range Of Medigap Policyholders, By Medigap Plan Type (2004) 
 

Medigap  
Plan Type Income Range 

 
Less than 
$10,000 

$10,000 to 
$20,000 

$20,000 to 
$30,000 

$30,000 to 
$40,000 

$40,000 to 
$50,000 

More than 
$50,000 

Plan A 6% 5% 7% 6% 2% 6% 
Plan B 8% 7% 7% 2% 4% 3% 
Plan C 26% 20% 19% 16% 13% 15% 
Plan D 7% 7% 9% 4% 7% 4% 
Plan E 0% 2% 1% 5% 1% 1% 
Plan F 37% 40% 38% 45% 51% 42% 
Plan G 2% 5% 5% 5% 9% 5% 
Plan H 0% 4% 3% 2% 1% 4% 
Plan I 0% 1% 3% 1% 4% 5% 
Plan J 13% 9% 7% 13% 8% 16% 
Total 100% 100% 100% 100% 100% 100% 
 
Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS).  
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries. 
The percentages in this table may not sum to 100 due to rounding. 

 
 
Table 8A shows the income range of Medigap policyholders by type of Medigap plan.  For example, 40 
percent of Medigap policyholders with incomes between $10,000 and $20,000 in 2004 had Medigap Plan 
F. 
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Table 9A.  
Medicare Beneficiaries Who Reported Receiving Specific Preventive Services In The Last Year, By Coverage 
Type (2004) 
 

 
Coverage Type 
 

 
Percent of Medicare Beneficiaries 

Who Reported Receiving These Preventive Services  
 

 
 
 Mammogram  

Blood test for  
prostate cancer Flu shot  

MEDICARE 
ADVANTAGE 58% 75% 75% 
MEDICAID 43% 45% 56% 
EMPLOYER-BASED 61% 78% 75% 
MEDIGAP 55% 75% 76% 
OTHER PUBLIC 38% 59% 64% 
MEDICARE ONLY 43% 59% 58% 
    

Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS).  
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries. 

 
 
Table 9A shows the percent of Medicare beneficiaries, by coverage type, who reported receiving certain 
preventive services in 2004.  For example, 76 percent of Medigap policyholders received flu shots in 
2004. 
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Table 10A. 
Geographic Location Of Medigap Policyholders, By Marital Status (2004) 
 

Marital Status Geographic Location 

 
 Rural Metro All Areas 
Married 57% 56% 57% 
Widowed 35% 32% 33% 
Divorced 6% 8% 7% 
Separated ** ** ** 
Never married 1% 4% 3% 
Total 100% 100% 100% 
 
Source: Medicare Current Beneficiary Survey Access to Care files, 2004 (CMS).  
Note: Calculations based on responses by non-institutionalized Medicare beneficiaries. 
** Less than one percent 
The percentages in this table may not sum to 100 due to rounding. 
 

 
Table 10A shows the percent of Medigap policyholders, by marital status, who resided in rural and metro 
areas in 2004.  For example, 35 percent of Medigap policyholders who lived in rural areas in 2004 were 
widowed.  
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APPENDIX B 
METHODOLOGY 

 
This study’s purpose was two-fold: (1) to describe the characteristics of Medicare beneficiaries with 
Medigap supplemental coverage; and (2) to compare Medigap policyholders’ characteristics to those of 
Medicare beneficiaries with other types of supplemental coverage or no supplemental coverage.  We 
describe Medicare beneficiaries by income range, geographic location (rural versus metro), education, 
and marital status.  In addition, we describe the demographic characteristics of Medicare beneficiaries 
who purchased Medigap policies in 2004. 
 
Data for this study came from the 2004 Medicare Current Beneficiary Survey (MCBS), Access to Care 
files, Centers for Medicare & Medicaid Services (CMS). 
 
We selected a subset of the data, which included records of beneficiaries who were not institutionalized. 
 
Each beneficiary record in the subset was categorized according to a hierarchy of six coverage types, as 
follows: 
  

1. Enrolled in Medicare Advantage  
2. Enrolled in Medicaid 
3. Has employer-based insurance, or employer-based insurance and self-purchased insurance 

(Medigap) 
4. Has self-purchased insurance only (Medigap) 
5. Has other public coverage 
6. Has Medicare only (Medicare fee-for-service only) 
 

For example, the first coverage type included beneficiaries with Medicare Advantage, the second 
coverage type included beneficiaries with Medicaid, excluding beneficiaries who were also enrolled in 
Medicare Advantage, and so on.  For beneficiaries categorized in the Medicare Advantage and Medicaid 
hierarchies, June 2004 was the point in time for which beneficiary records were selected for inclusion.  It 
is worth noting that interviews for the Access to Care files occur once a year, while the MCBS Cost and 
Use files are based on responses to interviews that are conducted three times annually.  Hence, the MCBS 
Access to Care files are more likely to be influenced by beneficiaries’ gaps in care, and would therefore 
tend to show fewer beneficiaries with supplemental coverage than the MCBS Cost and Use files. 
 
Category 3 includes beneficiaries with employer-based supplemental coverage and those with both 
employer-based coverage and Medigap plans.  Category 4 contains beneficiaries with Medigap only.  The 
“other public coverage” category (category 5) contains beneficiaries with supplemental health benefits 
through military or veterans’ coverage, such as TRICARE.  Beneficiaries in category 6 were found to 
have Medicare fee-for-service only, with no supplemental coverage.  
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The study also included an analysis of Medicare beneficiaries across the U.S. who did not have employer-
based coverage, did not qualify for Medicaid, and resided in areas with at least one Medicare Advantage 
plan.  These beneficiaries, called “active choosers,” essentially had a clear choice among Medicare 
Advantage, Medigap, or no supplemental coverage.  We analyzed active choosers’ selections of Medicare 
supplemental coverage by geographic location, race/ethnicity, educational level, and income range.  
Results of our analysis of active choosers in 2004 showed a basic consistency with the analysis conducted 
for our previous report, based on 2002 data. 
 
In the MCBS dataset, Medicare beneficiaries were classified as residing in either rural (non-metropolitan) 
or metropolitan areas in 2004 based on CMS administrative data.  CMS used information from the Office 
of Management and Budget to define a metropolitan statistical area (MSA), which is used to define the 
“metro” category in this report.1   
 
The six race/ethnicity descriptions of beneficiaries provided in the MCBS dataset were re-grouped into 
two categories.  The Non-White category was comprised of individuals who were identified via 
administrative records as being African-American, Asian, Hispanic, North American Natives or those 
designated as “Other.”  The White category contained only the race/ethnicity designation of “White.” 
 
As a general rule, all records in the MCBS dataset containing data values such as “unknown” or “refused” 
were dropped from the respective analyses. 
 
 
 
 
1 OMB Bulletin No. 05-02, Appendix, November 2004.  Statistical and Science Policy Branch, Office of Information and 
Regulatory Affairs, Office of Management and Budget. MSAs …  “have at least one urbanized area of 50,000 or more 
population, plus adjacent territory that has a high degree of social and economic integration with the core as measured by 
commuting ties.” 
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