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Welcome to the world of Medicare Approved Health Plans, also know as Medicare Part C! In this module we will learn all about Original Medicare’s biggest competitor Medicare Part C.What it is, How it works, and Enrollment Period opportunities. So, sit back and relax as we explore the ins and outs of Medicare Part C



W H A T  I S  M E D I C A R E  A D V A N T A G E ?

Presenter Notes
Presentation Notes
We’ve all seen the commercials from United Healthcare and Humana.  Plans that offer more benefits than original Medicare and low to no monthly plan premiums with some of them even including a prescription drug benefit.Sound too good to be true? How can you offer a health plan for little to no monthly plan premium? To understand how we must go back to 1997 and the passage of the Balanced Budget Act of 1997. Once the Balanced Budget Act of 1997 was enacted Medicare beneficiaries were given the option of Original Medicare and the fee-for-service schedule or they could choose to receive their benefits through a capitated health insurance program.  What is a capitated health insurance program? Capitation is a payment arrangement for health care service providers. It pays a set amount for each enrolled person assigned to them, for a set period of time, whether or not that person seeks care. The amount of remuneration is based on the average expected health care utilization of that patient, with payment for patients generally varying by age and health status.When choosing a capitated health insurance program like Medicare Part C, Medicare is able to transfer all risk associated with claims and utilization to the Medicare approved health plan. While the beneficiary is still in Medicare and has all the same rights, privileges, and protections they are allowing the Medicare approved health plan to manage and administer their benefits.On average Medicare pays the health plan $650.00 PMPM with some monthly payments higher like those that are in a Chronic or Dual eligible plan known as SNP’s or Special Needs Plans. The balanced budget act of 1997 created the beginning of the program originally known as Medicare+Choice plans, however; the Medicare Modernization Act of 2003 created the program we now know today as Medicare Part C.In the 16 years that I have been in the MA market I’ve seen it go from a 24/7 open enrollment period and 90-day rapid disenrollment chargeback period to a more robust and well-rounded market that has protections in place for everyone – the member, the agent, the agency and of course the carrier partners we work with. 



Part CMedicare 
& You

1 
2 3

1. Your Medicare Beneficiary Identifier (MBI)

2. These are the parts of Medicare coverage 
that you have

3. These are the dates when your coverage 
starts with this card
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Now that we have a better idea of what Medicare Part C is let’s discuss how it works –Medicare Advantage AKA MA, Medicare Part C and Medicare Approved Health Plans are one in the same. There is not difference between them in what they are and how they work. It’s only terminology.As you begin marketing, I would encourage you to refer to these types of plans in one of two ways, Medicare Part C which is its proper name and Medicare Approved Health Plans. You can use them interchangeably. There are several reasons you should refer to them in this way. When you look at their red, white and blue card what does it say? Part A and Part B …… also everyone knows that Medicare Part D is for drugs. When you refer to the plans as Part C, it adds creditability as it is part of the Medicare program. Also, people always want what they are entitled and qualified for. So of course, human nature makes them be inquisitive and ask questions about it. Also, when you refer to them as Medicare Approved Health Plans doesn’t that sound a lot better? Who wouldn’t want a health plan that been approved by Medicare? Remember, sales are a game of psychology as much as it is product knowledge. When you understand people and how they react to situations, and terminology, you will be a real sales pro. While we are talking about terminology let’s cover a few basic dos and don’ts with Medicare Part C:Never state the plans are free or benefits that are imbedded into the plan are free. For example, instead of saying, “Phillips's lifeline is included for free”, say “Phillips's lifeline is included in your benefits”, instead of saying “these plans are free, and has no premium”, say “zero plan premium”. There are monthly premiums associated with all plans regardless of plan premium; it’s the Medicare Part B monthly premium. In fact, take the word “free” out of your vocabulary when marketing Medicare Part C. Never state one plan is better than another. Instead of saying, “this is the best plan”, use “this is one of the best plans”.Never refer to yourself as an advisor or specialist, especially a Medicare Specialist or Medicare Benefits Advisor. CMS strictly prohibits this language and term use.How do you describe what Medicare Part C is? Whenever I would ask this question on live trainings, I was always amazed at the diverse answers I would receive. What I am about to tell you is compliant and is the same way I would describe Medicare Part C in the home. “These are private insurance companies that have a contract with Medicare to manage and administer your Medicare benefits. But don’t worry you are still in Medicare and have all the same right’s, privileges, protections, and guarantees that you have always enjoyed.” 



HOW 
POPULAR 
IS 
MEDICARE 
PART C?
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How popular is Medicare Part C? As you can tell from the slide it’s wildly popular …… in 2010 as of the last census data there were 41M American on Medicare. There are almost 64 million now and that number is expected to reach 71 million by 2026.  As we have also discussed there are more than 10,000 people per day aging into Medicare. What are they choosing?In October of 2019 Original Medicare had roughly 38.8M and Medicare Part C had roughly 23.3M. Even with 841K people added to Medicare over this time frame the vast majority chose to enroll in a Medicare Approved Health Plan. As of September 2020, the Original Medicare enrollment number is 37.5M which is a decrease of 1.23M beneficiaries. During that same time Medicare Part C increased from 23.3M to 25.3M which is an increase of almost 2.1M beneficiaries. In fact, Medicare Part C enrollment has been so robust that membership in these plans has passed the 35% threshold. More than 1/3 of all Medicare beneficiaries have their health care coverage through a Medicare Approved Health Plan. That number is projected to increase steadily over the next 10 years. Look at the trend lines of enrollments created by CMS; Eligible Medicare beneficiaries are enrolling at a record-breaking pace; this trend is indicated by the orange trend line. The blue line indicates enrollment into Original Medicare and the Green line indicates Medicare Part C enrollment. As you can also see from the graph the Blue line has a small downward trend and the Green line has seen an increase in its upward trend significantly since 2016. The disparity between the numbers should continue to grow.



Medicare Part C / Advantage Plans
*Hospital Insurance, Medical Insurance

Part C: Medicare Approved Health Plans

Offered by 
Medicare 

approved private 
companies

Offer all benefits 
covered by 

Medicare Part A + 
Part B

May have lower 
out-of-pocket 

costs compared 
to Medicare 

Part A + Part B

Most plans 
include Part D 
coverage

Plans can offer 
extra benefits 

NOT covered by 
Medicare Part A 

+ Part B

Medicare Part C may include additional benefits not normally covered by 
Medicare.

• Dental
• Vision
• Hearing

• Wellness Visits (Gym Membership)
• OTC Benefit (Over The Counter)
• Transportation 
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WOW! Who wouldn’t want a Medicare Approved Health Plan! We now understand Medicare Part C is a part of the Medicare program and anyone that has Medicare Parts A & B and continues to pay their Part B premium can enroll in Part C. Remember, by law Medicare Part C must cover all the normal benefits that Traditional Medicare covers. Each year plans submit their plan bids, and those bids are reviewed by CMS. Once approved the benefits would apply for the following year. Medicare Part C operates on an annually renewable contract and benefits are valid from January 1st through December 31st of each plan year. Each year the plans benefits could change, or a plan could be eliminated from the service area which is known as a SAR or Service-Area-Reduction. SARs are not frequent and MAOs usually release another plan under a different CMS contract number with enhanced benefits, providing even more coverage to the member. MAOs that offer Part C plans have many regulatory and contractual agreements in place to protect the government and the member since this is government money under a government contract.For example, Part C plans cannot increase copays mid-year, or fundamentally change a benefit structure mid-year. They also could not skip on benefits or thin them out to generate additional profit. Each MAO is limited to a set percentage of revenue that can be kept or earned as profit. Anything over-and-beyond that they must use to re-invest into their plan benefits. This is one of the main reasons that you see plans and their benefits improve YOY. Another contributing factor is the transparency each of the MAOs have into the overall health status and prescription medications each member uses. This significantly cuts down the amount of FWA that is prevalent in the Healthcare industry. All adding up to higher member satisfaction, reduced cost to the government, Taxpayer, Member, and MAO.Medicare Part C offers members many advantages over Traditional Medicare or Traditional Medicare w/ Medicare Supplement coverage. Let’s cover some of the basics:Low to No Monthly Plan PremiumAffordable and Predictable copaysDoes not use Lifetime Reserve Days Part C is a part of the Medicare ProgramSome markets/plans offer a Part B reduction/rebate planGuaranteed Issue / No Pre-Existing Condition ExclusionsFinancial Stop-Loss through the Max-Out-Of-Pocket (MOOP)Has COB or Coordination-Of-Benefits with many retirement plansPay-As-You-Go instead of paying in advance whether you use it or not  May also include additional benefits not covered by Traditional Medicare Eligibility Guaranteed through their enrollment in Part A & B of Medicare Medicare Part D is included (MAPD) eliminating an additional monthly premium Several Plan types available to fit almost any clients needs (MA-Only, MAPD, CSNP, DSNP)



OVERALL STAR RATING
For plans that cover health services:
• Staying healthy: screening tests and vaccines
• Managing chronic (long-term) conditions
• Member experience with the health plan
• Member complaints and changes in the health plan’s 
performance
• Health plan customer service

For plans that cover prescription drugs:
• Drug plan customer service
• Member complaints and changes in the drug plan’s 
performance
• Member experience with the drug plan
• Drug safety and accuracy of drug pricing

For plans that cover both health services and prescription drugs, the 
overall rating covers all the areas above.

Presenter Notes
Presentation Notes
It makes sense in this value-focused era that MA plan payment should be influenced by the quality of care and service, and it is—with some limitations, as we’ll see. Plans are assessed with a quality rating from one to five stars (five is tops) based on 38 (MAPD), and 28 (MA-Only) measures that include how well they provide screenings, immunizations, and checkups; help members manage chronic conditions; and satisfy customers and respond to their calls and questions. Data comes from member surveys, reports by plans, and reviews of billing, among other sources. For plans’ Part D services, a separate rating is based on drug safety, accuracy of drug pricing, and member satisfaction, and the two ratings are combined to create an overall plan rating.Medicare Approved Health Plans that receive a 5 Star rating can enroll new members all year long using a once-per-year 5 Star SEP.Pay attention to Star Ratings, they matter.  
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Medicare Part C eligibilityMedicare Part C is an alternative way for your client to receive their Medicare Part A and Part B benefits. Medicare Approved Health Plans are only available through private insurers. To be eligible for Medicare Part C, they must be enrolled in Medicare Part A and Part B, and must reside within the service area (county) of the Medicare Approved Health Plan they would like to enroll in. The Medicare Approved Health Plan (Part C) Initial Coverage Election Period is generally the same as the Initial Enrollment Period for Medicare Part A and Part B (the seven-month period that starts 3 months before the month they turn 65, includes the month they turn 65, and ends 3 months after the month they turn 65). Or, they can sign up during the Annual Election Period (AEP) from October 15 to December 7 for coverage effective January 1 of the following year. Medicare Part C is optional, and there is no penalty for not signing up. But they must have Medicare Part A and Part B to get Part C and live in the service area of a Medicare Approved Health Plan. If they have Medicare Part C, they must continue paying their Part B premium even if they enroll in a Medicare Part C plan. Monthly rates and plan coverage for Medicare Approved Health plans vary by the MAO they choose and their specific plans summary of benefits.



1. They lose creditable drug coverage through no fault of their own 
or want to keep or enroll in creditable coverage. 

2. They join or drop employer/union health and/or drug coverage 
regardless of whether it is creditable. Employer coverage may be 
current or former (retiree plan). 

3. They are institutionalized. 

4. They are enrolled in a qualified State Pharmaceutical Assistance 
Program (SPAP) or lose SPAP eligibility. 

5. They have Medicaid, a Medicare Savings Program (MSP) and/or 
Extra Help. (They will have no Part D premium penalty if they have 
Extra Help.) 

SEP TOP 20
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They can also enroll during a Special Election Period (SEP), if they qualify.There are many different reasons someone might qualify for enrollment due to an SEP – Let’s explore and discuss a few of those reasons –Here’s a list of 20 SEP’s that can help you create more opportunities.Let’s cover a few of the one’s you will most often encounter –#2 – When a person leaves group coverage or a retiree plan this includes COBRA – They have an SEP to join or disenroll from a Medicare Advantage Plan or Part D plan, or to switch Medicare Advantage Plans or Part D plans for 63 days after the month in which their employer or union coverage ends. 	#3 – They are institutionalized  -  Once they move to or reside in a qualified institution, they can enroll in or disenroll from a Medicare Advantage Plan or Part D plan or change their plan once a month. (If you are in an Medicare Advantage Plan, you may change to another Medicare Advantage Plan or change to Original Medicare) In addition, after they move out of the facility, they have two months to enroll in or disenroll from a Medicare Advantage Plan or Part D plan, or to switch to another plan (including Original Medicare if they are in a Medicare Advantage Plan). 	#4 - They are enrolled in a qualified State Pharmaceutical Assistance Program (SPAP). They have an SEP to choose once per year, at any time during the year, to join a Medicare Advantage Plan or Part D plan for the first time or to change to another Medicare Advantage Plan or Part D plan, including joining one that works with their SPAP. (If they are automatically enrolled in a Part D plan by their SPAP, they will not have this SEP.) They may not drop Part D coverage using this SEP. If your state has an SPAP be sure to take advantage of the additional SEP and best of all the income and asset limits are far greater than the normal LIS guidelines. For example, in NY they have EPIC which has two different plans a fee plan and a deductible plan income up to $100,000 for married couples with no asset test. Income is verified through Social Security. 



6. They gain, lose, or have a change in your 
Medicaid, MSP, or Extra Help eligibility status.

7. They want to disenroll from their FIRST 
Medicare Advantage Plan. 

8. They enroll in/disenroll from PACE (Program of 
All-Inclusive Care for Elderly). 

9. They move (permanently change your home 
address). 

10. They have had Medicare eligibility issues. 

SEP TOP 20
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#6 - Gain, lose, or have a change in their MSP, or Extra Help eligibility status. Any change in qualification, including a change in the benefit level provides a SEP for a three-month window after they are notified. This SEP is in addition to the normal quarterly SEP generated from these programs.#7 - They want to disenroll from their “FIRST” Medicare Advantage Plan. You can disenroll from your Medicare Advantage Plan at any time during the 12- months after their health plan coverage first started and go back to Original Medicare with or without joining a stand-alone Medicare Part D drug plan. #9 – Moving (permanently change your home address) generates an SEP. The member should call their plan and notify them of their move. The SEP is good the month before, the month of the move, and two months after the month they moved.  To qualify for this extended window the member must notify the plan prior to moving. If the plan is notified after the move the SEP is for the month of the move and two months after moving. This SEP is only available for those currently enrolled on a Part C plan. For example, if I have a Medicare Supplement and move to a new area this would not qualify for the Part C SEP. The moving SEP can only be used to switch plans.



11. They are eligible to join a Special Needs Plan (SNP) or they 
lose SNP eligibility.

12. They are passively enrolled into a Part D plan or Dual-eligible 
SNP (D-SNP). 

13. They experience contract violations (such as misleading 
marketing) or enrollment errors. 

14. Their Medicare Advantage Plan or Part D plan no longer 
offers Medicare coverage. 

15. They disenroll from their Medicare Advantage Plan during the 
Medicare Advantage Open Enrollment Period (MA OEP). 

SEP TOP 20

Presenter Notes
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#11 - They are eligible to join a Special Needs Plan (SNP). They can leave their Medicare Advantage Plan or Part D plan at any time to enroll in a SNP if they are eligible. If they have a chronic condition and want to join a chronic care SNP for which they are eligible, they can do so at any time. The SEP ends when they join the private health or drug plan. Note: If they have another chronic condition, they get another SEP to join a different SNP that would cover the other condition.They lose eligibility to continue getting coverage through their SNP. (SNPs must continue to cover them for at least one month if they become ineligible and for up to six months if it’s likely that they will re-qualify within six months.) They can join another Medicare Advantage Plan or Part D plan beginning the month they no longer qualify for the SNP and ending either three months after their continued period of enrollment ends or when they enroll in another plan, whichever comes first.They’ve enrolled in a chronic care SNP, but their provider fails to confirm that they have the chronic condition required for eligibility by the end of the first month of enrollment. They have an SEP to enroll in a Medicare Advantage Plan or a Part D plan. The SEP begins the month the SNP plan notifies them that they don’t qualify and ends two full months after the month of notification or when they enroll in another Medicare Advantage Plan or Part D plan, whichever is earlier. 	



16. They qualify for new Part D initial enrollment 
period when they turn 65. 

17. They want to enroll in a five-star Medicare 
Advantage Plan or Part D plan. 

18. They have been in a consistently low-
performing Medicare Advantage or Part D plan. 

19. Their Medicare Advantage stops contracting 
with many of its providers. 

20. They experience “exceptional circumstance.”

SEP TOP 20
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#17 - They want to enroll in a five-star Medicare Advantage Plan or Part D plan. They want to enroll in a Medicare Advantage or Part D plan that has an overall Plan Performance Rating of five  stars and they’re otherwise eligible to enroll in the plan. (For example, they live in the plan’s service area.) Plan Performance Ratings are released every fall and apply to the following calendar year. Their SEP to join a five-star  Medicare Advantage or Part D plan starts December 8 of the year before the plan is considered a five-star plan. It lasts through November 30 of the year the plan is considered a five-star plan. They can use this SEP to change plans one time per year. 



TYPES OF MEDICARE-APPROVED
HEALTH PLANS

MA 
ONLY MAPD

S P E C I A L  
N E E D S  
P L A N S

(SNP)

3
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Is your head swimming yet? I know it’s a lot and we are only scratching the surface – the tip of the iceberg  - the items we have covered will provide you with invaluable learnings to build a successful Medicare book-of-business on. You should have a much better understanding of what Medicare Part C is, eligibility, popularity, CMS Star Ratings and SEP’s.Now let’s cover the different types of Medicare Approved Health Plans.There are two main types of Medicare Part C Health Plans – MA-Only – this is a type of Medicare Approved health Plan that does not contain a prescription drug benefit. An interesting note – you cannot sell a stand-alone PDP with an MA-Only Health plan unless it’s a PFFS.  PFFS or Private-Fee-For-Service plans are not as common or widespread as they used to be. A plan MAO cannot offer a PFFS plan where CMS has network enforcement in place. All this means is that if two or more MAO plan sponsors have enough doctors to meet network restrictions CMS will only allow HMO or PPO type plans. MA-Only plans are usually marketed to Veterans, those with other creditable drug coverage, or those with no prescription drug plan in place. Penalties may apply for Part D if they are not enrolled. If you try to enroll someone in a stand-alone drug plan with an HMO or PPO MA-Only the enrollment will be denied.MAPD – Medicare Advantage with Prescription Drug Coverage. MAPD’s have everything all rolled up into one and typically save your clients money by reducing and/or eliminating their monthly premiums for Medicare Supplements and a stand-alone prescription drug plan. These types of plans come in various shapes, sizes and benefits. On an interesting note, typically a large portion of the monthly plan premium if there is one associated with the plan is due to their prescription drug component imbedded in the plan. With Low-Income-Subsidy you could reduce and/or eliminate a premium all together up to the state benchmark amount for full LIS if they qualify. This amount varies by state and ranges from the low side of $22.48 in TX (2021) to the national high of $42.27 in NY (2021).Special Needs Plans (SNP) - Medicare SNPs are a type of Medicare Approved Health Plan. Medicare SNPs limit membership to people with specific diseases or characteristics. Medicare SNPs tailor their benefits, provider choices, and drug formularies to best meet the specific needs of the groups they serve. For example, DSNP plans are for those that are dual eligible (Medi/Medi) meaning they have both Medicare and Medicaid. There are also CSNP plans for those with Chronic conditions. What will this market look like in the next 2 or 3 years? Especially when you consider the Chronic Care Act and the expansion of the Value Based Insurance Design (VBID) with even more Chronic condition plans. Remember one out of every five Medicare beneficiaries suffers from five or more Chronic conditions and are treated for those conditions on a yearly basis – Don’t forget question #11 from the previous slide – SNP’s have year-around enrollment opportunity!



WHAT TYPES OF PLANS ARE AVAILABLE?

No network of 
providers, 
providers are 
considered 
“deemed” and 
may or may not 
accept the plans 
payment on a 
case-by-case 
basis.

PFFS 
( P R I V A T E  F E E  F O R  

S E R V I C E )

The most 
restrictive type of 
health plan and 
typically will only 
cover out-of-
network 
procedures in the 
event of an 
emergency 
service.

HMO
(HEALTH MAINTENANCE 

ORGANIZATION)

Offer out-of-
network flexibility, 
pre-approval and 
referrals are not 
required.

PPO 
(PREFERRED PROVIDER 

ORGANIZATION)

Offers out-of-
network flexibility, 
pre-approval 
and referrals are 
not required.

RPPO
(REGIONAL PREFERRED 

PROVIDER ORGANIZATION)
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Plan types matter and should align with your clients needs and use. When selecting a plan type ensure you take into consideration their providers and any medical treatments they receive on an ongoing basis. As well as if they travel on a regular basis or spend time each year at another residence. PFFS – Private-Fee-For-Service these types of plans are not as prevalent as they once were. Due to network growth and a wider acceptance of Medicare Part C most areas have CMS network enforcement. If CMS has imposed network enforcement meaning two or more MAO’s meet the network minimum requirements PFFS plans are not offered in the area. You will find PFFS plans in more rural markets where population and provider density are spread out making it harder to contract enough providers and enforcing network restrictions. Typically, PFFS plans gain provider acceptance due to their high reimbursement rate. For example, some PFFS plans pay up to 108% of the Medicare Approved Amount. Of course, providers like this, and there is no network contract commitment or stipulations. However, if the provider experiences any claims or billing issues with the MAO they can decide at any time to no longer accept the terms and conditions of the plan which are to accept the service reimbursement amount. So, in theory you could go into an area and market a plan that has limited provider availability. The provider has billing and reimbursement issues then decides they won’t accept the plan any longer. This can and does happen. This is why it is important to market reputable companies that have solid star ratings and a history of proper claims processing and payment.  Remember – PFFS plans are the only type of MA-Only that you can add a stand-alone PDP plan too. HMO – Health Maintenance Organization – is a type of network organization that requires members to seek treatment and care from HMO contracted providers. The biggest advantage for this type of network organization is reduced cost to both the member and the provider since the provider would have members directed to them. However, to gain the lower cost some restrictions are placed on the member like pre-approvals and seeking treatment from their assigned provider first (PCP). HMOs enjoy a high quality of care and provide low out-of-pocket cost for members. However; members must remain in the network and typically would have to pay 100% of any cost if services are performed in an out-of-network situation on a non-emergency service.  In the past this was more of an issue than it is today but still worth noting. In the last several years the Achilles Heel of HMO which were network enforcement has been addressed and many plans now offer more flexibility. For example, lets look at Humana HMO in NC which covers all the major hospitals in every major city. However; Humana also allows in-network home pricing for members to travel to any state that touches NC like VA, SC, and TN and use the Humana Medicare HMO network there with in-network pricing. United Healthcare has Passport which allows members to contact UHC and change their local network for a set amount of time. This is a simple process, and the member can travel anywhere in the US and receive in-network pricing for up to six months using the local UHC Medicare HMO network. UHC members whose plan use the UHC Medicare National network have access to over 880,000 providers with in-network pricing; just show your card and go. PPO/RPPO – Preferred Provider Organization – A PPO is a managed-care organization consisting of medical professionals and facilities such as primary and specialty physicians, hospitals, and other healthcare professionals. These providers contract with the MAO to provide member services at an agreed-upon reduced rate. In exchange for reduced rates, insurers pay the PPO a fee to access the network of providers. Usually someone chooses a PPO over HMO due to its greater access to care and flexibility over the cost of plan services. PPO plans are more comprehensive in their coverage and offer a wider range of providers than HMO plans but come at a higher cost. Flexibility to seek treatment out-side of the network are where these plans really shine. PPO’s have in-network and out-of-network pricing with separate deductibles, MOOP and cost share. Typically, it’s a $500.00 deductible and then an 80/20 split on the cost share on out-of-network services.Plan benefits, network restrictions, and cost can be different by plan and company always be sure to read the SOB for specific plan details in the approved service area. 
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your 65th birthday

Initial Medicare 
Enrollment Period
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Medicare Part C operates on enrollment windows just like Original Medicare. When your client first turns 65, they get a 7-month window to enroll as we discussed in the eligibility section. However; this isn’t their only chance to move or select an approved health plan.Medicare Annual Enrollment Period or AEP is the biggest opportunity to market Part C out of the year. The selling season is very compressed, and you have a limited amount of time to see everyone. This enrollment period allows you to move anyone into, or out of a plan that qualifies for both Parts A and B and is currently enrolled in A & B. The AEP works a little differently than the other enrollment periods. Typically, once someone makes an enrollment election that would use up their enrollment code. However; AEP allows a beneficiary to move plans as often as they want during the AEP and it’s the last plan submitted on December 7th at 11:59PM that counts. Since AEP is for the next years benefit levels and do not go into effect until January 1 the beneficiary is allowed to make as many elections up to December 7th as they wish. However; whatever enrollment is last received by CMS on December 7th is the plan they will be enrolled into on January 1. Since there is greater sales volume during the AEP and more agents work the AEP in this market than outside of it you should pay close attention to building rapport with your member and let them know they may be contacted by other agents before the AEP is over. Make sure you stress to the client that you have selected this plan based on their overall need as well as any prescription medications they may currently take. Stress to your client that they should call you if they have any questions about the policy or it’s benefits, and you would be happy to help. What can you do during the AEP – Move from Original Medicare to Part CMove from Part C to Original Medicare Move from Part C plan to Part C plan Medicare Open Enrollment Period – While this period is still very robust in sales volume it is more restrictive from a marketing and eligibility standpoint. CMS has done this to brokers and MAO’s to keep stability in the market and only encourage members to move if they are unhappy with their current health plan. In order to move someone during the OEP the member must be currently enrolled in a Part C plan. Also, you are not allowed to market or advertise to people solely to move plans. This is strictly forbidden by CMS. What can you do during the OEP – Move from Part C plan to Part C planMove from Part C back to Original Medicare  Remainder-Of-Year (ROY) – this period is everything out-side of the AEP & OEP. This period is limited too SEP’s and those aging-in. IE: DSNP, CSNP, SPAP, Change in benefit level etc.We typically see a 60% increase in sales during the AEP and 35% increase during the OEP over the remainder of year (ROY) sales. With the new OEP and expansion of Chronic Plans and DSNP plans nationwide the enrollment opportunities have never been greater. . 
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Happy to help! 
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