Attachment 6: Model Notice to Confirm PFFS Enrollment
Referenced in section: 40.4.2
[Member # - if member # is SSN, use only last 4 digits]

[RxID]

[RxGroup]

[RxBin]

[RxPCN]
Dear <Name of Member>:

Thank you for enrolling in <Plan name>. Medicare has approved your enrollment in <MA Plan> beginning <effective date>. Beginning <effective date>, you will begin to get your healthcare from <plan>. You must show your <Plan name> ID card to your doctor or hospital before you get healthcare. You can not use your red, white, and blue Medicare card to get healthcare, because Original Medicare will not pay for your healthcare while you are enrolled in this plan.  You should keep your Medicare card in a safe place. [Optional: This letter is proof of insurance that you should show during your doctor appointments until you get your member card from us.]

As we told you before, <Plan name> allows you to go to any Medicare-approved doctor or hospital that agrees to accept our plan’s payment before treating you, as provided in your [insert either “Member handbook” or “Evidence of Coverage”].  You should contact your doctor to ask whether he or she will accept our plan’s payment terms.  There is a phone number or website on “your <Plan name> ID card” for the provider to find out about the terms and conditions of payment.  If your doctor decides not to accept our plan’s payment terms, except for emergencies, you will not be able to get healthcare services from this doctor while you are enrolled in this plan. You may contact us at the number at the end of this letter for assistance locating another provider in your area. If any doctor provides healthcare to you after learning about our plan’s payment terms, they must bill us for services, and are not allowed to send the entire bill to you. You will need to pay your plan co-payments and co-insurance at the time you get health care services, as described in your member materials. 
[Include if plan uses a network of contracted providers: <Plan name> has direct 
contracts with some providers who have already agreed to accept our terms and conditions of payment.  [Describe what category or categories of providers the 
plan has under direct contract and how members can get the list of contracted providers.]  You can still get care from other providers who do not contract with <plan name> as long as those providers agree to accept our terms and conditions of payment.  [Indicate if the plan has established higher cost sharing requirements for members who obtain covered services from non-contracted providers.]]  

[MA-PD insert the following if no low-income subsidy: The monthly premium for your plan is [insert premium]. 
[MA-PD, if low-income subsidy applicable: Because you qualify for extra help with your prescription drug costs, you will pay:

· A monthly premium of [insert premium less amount of premium assistance for which the individual is eligible],

· [insert appropriate LIS deductible amount] for your yearly prescription drug plan deductible,

· [insert appropriate LIS copay amount] copayment when you fill a prescription.]

[Explain the charges for which the prospective member will be liable, e.g., coinsurance, fees or other amounts, and any amount that is attributable to the Medicare deductible and coinsurance]
[Insert the following if LEP applies: Of the <insert premium> monthly premium amount, <LEP amount> is late enrollment penalty, due to Medicare not being able to confirm that you were enrolled in Medicare prescription drug coverage or other creditable prescription drug coverage for <# of uncovered months> months since the end of your Medicare Part D Initial Enrollment Period.  <Plan name> can tell you how the late enrollment penalty is calculated and how we reviewed any creditable coverage evidence you submitted.]

[Insert the following ONLY if LEP applies and EGWP plan sponsor is paying the LEP amount on behalf of the individual: <name of employer or union sponsoring the plan> has agreed to pay the LEP amount on your behalf.  You need to know that if your coverage is terminated by <name of employer or union sponsoring the plan>, you will be solely responsible for paying this LEP amount if and when you join another Medicare drug plan.]  

[Insert the following if LEP applies: If you believe your late enrollment penalty is incorrect, call <plan name> at <plan telephone number> to find out how you can ask for a reconsideration (review) of the late enrollment penalty.  Your reconsideration request must be filed by <date of this letter + 60 days>. Keep a copy of this letter.  If you ask for a reconsideration of the late enrollment penalty decision, you will need to include a copy of this letter with your request.]

Now that we have confirmed your enrollment, you may cancel any Medigap or supplemental insurance that you have.  (Please note that if this is the first time that you are a member of a Medicare Health Plan (Medicare Advantage or Medicare Cost plan), you may have a trial period during which you have certain rights to leave (disenroll from) <MA Plan> and purchase a Medigap policy.  Please contact 1-800-MEDICARE (1-800-633-4227) for further information about Medigap policies. TTY users should call 1-877-486-2048.

If you have any questions, please call our Member Services Department at <phone number>.  TTY users should call <TTY number>.  We are open {insert days/hours of operation and, if different, TTY hours of operation}.  Please be sure to keep a copy of this letter for your records.  Thank you. 

