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Level 3 Appeal An Administrative Law Judge or an attorney adjudicator who works for the Federal government will 
review your appeal and give you an answer. 

· If the answer is yes, the appeals process is over. We must authorize or provide the drug coverage that was approved 
by the Administrative Law Judge or attorney adjudicator within 72 hours (24 hours for expedited appeals) or make 
payment no later than 30 calendar days after we receive the decision. 

· If the answer is no, the appeals process may or may not be over. 

o If you decide to accept this decision that turns down your appeal, the appeals process is over. 

o If you do not want to accept the decision, you can continue to the next level of the review process. The notice you get will 
tell you what to do for a Level 4 appeal. 

Level 4 Appeal      The Medicare Appeals Council (Council) will review your appeal and give you an answer. The Council is 
part of the Federal government. 

· If the answer is yes, the appeals process is over. We must authorize or provide the drug coverage that was approved 
by the Council within 72 hours (24 hours for expedited appeals) or make payment no later than 30 calendar days after 
we receive the decision. 

· If the answer is no, the appeals process may or may not be over. 

oIf you decide to accept this decision that turns down your appeal, the appeals process is over. 

oIf you do not want to accept the decision, you might be able to continue to the next level of the review process. If the 
Council says no to your appeal or denies your request to review the appeal, the notice you get will tell you whether the 
rules allow you to go on to Level 5 Appeal. It will also tell you who to contact and what to do next if you choose to 
continue with your appeal. 

Level 5 Appeal      A judge at the Federal District Court will review your appeal. 

· A judge will review all of the information and decide yes or no to your request. This is a final answer. There are no more 
appeal levels after the Federal District Court. 

MAKING COMPLAINTS 

 SECTION 10 How to make a complaint about quality of care, waiting times, customer service, or other concerns 

Section 10.1   What kinds of problems are handled by the complaint process? 

The complaint process is only used for certain types of problems. This includes problems related to quality of care, waiting times, 
and the customer service. Here are examples of the kinds of problems handled by the complaint process. 
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Complaint Example 

Quality of your medical care · Are you unhappy with the quality of the care you have received (including care in 
the hospital)? 

Respecting your privacy · Did someone not respect your right to privacy or share confidential information? 

Disrespect, poor customer service, 
or other negative behaviors 

· Has someone been rude or disrespectful to you? 
· Are you unhappy with our Customer Service? 
· Do you feel you are being encouraged to leave the plan? 

Waiting times · Are you having trouble getting an appointment, or waiting too long to get it? 
· Have you been kept waiting too long by doctors, pharmacists, or other health 

professionals? Or by our Customer Service or other staff at the plan? 
oExamples include waiting too long on the phone, in the waiting or exam room, 

or getting prescription. 

Cleanliness · Are you unhappy with the cleanliness or condition of a clinic, hospital, or doctor’s 
office? 

Information you get from us · Did we fail to give you a required notice? 
· Is our written information hard to understand? 

Timeliness 
(These types of complaints are all 
related to the timeliness of our actions 
related to coverage decisions and 
appeals) 

If you have asked for a coverage decision or made an appeal, and you think that we are 
not responding quickly enough, you can also make a complaint about our slowness. 
Here are examples: 

· You asked us for a fast coverage decision or a fast appeal, and we have said no; 
you can make a complaint. 

· You believe we are not meeting the deadlines for coverage decisions or an 
appeals; you can make a complaint. 

· You believe we are not meeting deadlines for covering or reimbursing you for 
certain medical items or services or drugs that were approved; you can make a 
complaint. 

· You believe we failed to meet required deadlines for forwarding your case to the 
independent review organization; you can make a complaint. 

Section 10.2 How to make a complaint 

Legal Terms 

· A Complaint is also called a grievance. 
· Making a complaint is filing a grievance. 
· Using the process for complaints is also called using the process for filing a grievance. 
· A fast complaint is also called an expedited grievance. 

Section 10.3   Step-by-step: Making a complaint 

Step 1: Contact us promptly — either by phone or in writing. 

· Usually, calling Customer Service is the first step. If there is anything else you need to do, Customer Service will let you 
know. 

· If you do not wish to call (or you called and were not satisfied), you can put your complaint in writing and send it to 
us. If you put your complaint in writing, we will respond to your complaint in writing. 

· Submit your written complaint to the following address: Cigna Healthcare, Attn: Medicare Grievance Dept., P.O. Box 
188080, Chattanooga, TN 37422 or you may email your grievance to: Member.Grievances@cigna.com. 

· For standard grievances received in writing, we will respond to you in writing within 30 calendar days of receipt of your 
written grievance. For expedited grievances, we must decide and notify you within 24 hours (see fast complaint below). 

mailto:Member.Grievances@cigna.com
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· Whether you call or write, you should contact Customer Service right away. The deadline for making a complaint is 60 
calendar days from the time you had the problem you want to complain about. 

Step 2: We look into your complaint and give you our answer. 

· If possible, we will answer you right away. If you call us with a complaint, we may be able to give you an answer on the 
same phone call. 

· Most complaints are answered within 30 calendar days. If we need more information and the delay is in your best 
interest or if you ask for more time, we can take up to 14 more calendar days (44 calendar days total) to answer your 
complaint. If we decide to take extra days, we will tell you in writing. 

· If you are making a complaint because we denied your request for a fast coverage decision or a fast appeal, we will 
automatically give you a fast complaint. If you have a fast complaint, it means we will give you an answer within 24 
hours. 

· If we do not agree with some or all of your complaint or don’t take responsibility for the problem you are complaining about, 
we will include our reasons in our response to you. 

Section 10.4   You can also make complaints about quality of care to the Quality Improvement Organization 

When your complaint is about quality of care, you also have two extra options: 

· You can make your complaint to the Quality Improvement Organization. The Quality Improvement Organization is a 
group of practicing doctors and other health care experts paid by the Federal government to check and improve the care 
given to Medicare patients. Chapter 2 has contact information. 

Or 

· You can make your complaint to both the Quality Improvement Organization and us at the same time. 

Section 10.5   You can also tell Medicare about your complaint 

You can submit a complaint about our plan directly to Medicare. To submit a complaint to Medicare, go to www.medicare.gov/ 
MedicareComplaintForm/home.aspx. You may also call 1-800-MEDICARE (1-800-633-4227). TTY/TDD users can call 
1-877-486-2048. 

https://www.medicare.gov/MedicareComplaintForm/home.aspx
https://www.medicare.gov/MedicareComplaintForm/home.aspx
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SECTION 1 Introduction ending your membership in our plan 

Ending your membership in our plan may be voluntary (your own choice) or involuntary (not your own choice): 

· You might leave our plan because you have decided that you want to leave. Section 2 and 3 provide information on ending 
voluntarily. 

· There are also limited situations where we are required to end your membership. Section 5 tells you about situations when 
we must end your membership. 

If you are leaving our plan, our plan must continue to provide your medical care and prescription drugs and you will continue to pay 
you cost share until your membership ends. 

 SECTION 2 When can you end your membership in our plan? 

Section 2.1 You can end your membership during the Annual Enrollment Period 

You can end your membership in our plan during the Annual Enrollment Period (also known as the Annual Open Enrollment 
Period). During this time, review your health and drug coverage and decide about coverage for the upcoming year. 

· The Annual Enrollment Period is from October 15 to December 7. 

· Choose to keep your current coverage or make changes to your coverage for the upcoming year. If you decide to 
change to a new plan, you can choose any of the following types of plans. 

oAnother Medicare health plan, with or without prescription drug coverage. 

oOriginal Medicare with a separate Medicare prescription drug plan. 

oOriginal Medicare without a separate Medicare prescription drug plan. 

••If you choose this option, Medicare may enroll you in a drug plan, unless you have opted out of automatic enrollment. 

Note: If you disenroll from Medicare prescription drug coverage and go without creditable prescription drug coverage for 
63 or more days in a row, you may have to pay a Part D late enrollment penalty if you join a Medicare drug plan later. 

· Your membership will end in our plan when your new plan’s coverage begins on January 1. 

Section 2.2 You can end your membership during the Medicare Advantage Open Enrollment Period 

You have the opportunity to make one change to your health coverage during the Medicare Advantage Open Enrollment Period. 

· The annual Medicare Advantage Open Enrollment Period is from January 1 to March 31. 

· During the annual Medicare Advantage Open Enrollment Period you can: 

oSwitch to another Medicare Advantage Plan with or without prescription drug coverage. 

oDisenroll from our plan and obtain coverage through Original Medicare. If you choose to switch to Original Medicare 
during this period, you can also join a separate Medicare prescription drug plan at that time. 

· Your membership will end on the first day of the month after you enroll in a different Medicare Advantage plan or we get 
your request to switch to Original Medicare. If you also choose to enroll in a Medicare prescription drug plan, your 
membership in the drug plan will begin the first day of the month after the drug plan gets your enrollment request. 

Section 2.3 In certain situations, you can end your membership during a Special Enrollment Period 

In certain situations, members of our plan may be eligible to end their membership at other times of the year. This is known as a 
Special Enrollment Period. 

You may be eligible to end your membership during a Special Enrollment Period If any of the following situations apply to 
you. These are just examples; for the full list you can contact the plan, call Medicare, or visit the Medicare website 
(www.medicare.gov): 

· Usually, when you have moved. 

· If you have Medicaid. 

· If you are eligible for “Extra Help” with paying for your Medicare prescriptions. 

https://www.medicare.gov/
www.medicare.gov
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· If we violate our contract with you. 

· If you are getting care in an institution, such as a nursing home or long-term care (LTC) hospital. 

· If you enroll in the Program of All-inclusive Care for the Elderly (PACE). 

Note: If you’re in a drug management program, you may not be able to change plans. Chapter 5, Section 10 tells you more about 
drug management programs. 

The enrollment time periods vary depending on your situation. 

To find out if you are eligible for a Special Enrollment Period, please call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 
hours a day, 7 days a week. TTY users call 1-877-486-2048. If you are eligible to end your membership because of a special 
situation, you can choose to change both your Medicare health coverage and prescription drug coverage. You can choose: 

· Another Medicare health plan with or without prescription drug coverage. 

· Original Medicare with a separate Medicare prescription drug plan. 

· — or — Original Medicare without a separate Medicare prescription drug plan. 

Note: If you disenroll from Medicare prescription drug coverage and go without creditable prescription drug coverage for 63 days 
or more in a row, you may have to pay a Part D late enrollment penalty if you join a Medicare drug plan later. 

· Your membership will usually end on the first day of the month after your request to change your plan is received. 

· If you receive “Extra Help” from Medicare to pay for your prescription drugs: if you switch to Original Medicare and do 
not enroll in a separate Medicare prescription drug plan, Medicare may enroll you in a drug plan, unless you have opted out 
of automatic enrollment. 

Section 2.4 Where can you get more information about when you can end your membership? 

If you have any questions about ending your membership you can: 

· Call Customer Service. 

· You can find the information in the Medicare & You 2024 handbook. 

· Contact Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. (TTY 1-877-486-2048). 

SECTION 3 How do you end your membership in our plan? 

The table below explains how you should end your membership in our plan. 

If you would like to switch from our plan to: This is what you should do: 

· Another Medicare health plan. · Enroll in the new Medicare health plan. 

· You will automatically be disenrolled from our plan when your new 
plan’s coverage begins. 

· Original Medicare with a separate Medicare 
prescription drug plan. 

· Enroll in the new Medicare prescription drug plan. 

· You will automatically be disenrolled from our plan when your new 
plan’s coverage begins. 

· Original Medicare without a separate 
Medicare prescription drug plan. 

· Send us a written request to disenroll. Contact Customer Service 
if you need more information on how to do this. 

· You can also contact Medicare, at 1-800-MEDICARE 
(1-800-633-4227), 24 hours a day, 7 days a week, and ask to be 
disenrolled. TTY users should call 1-877-486-2048. 

· You will be disenrolled from our plan when your coverage in Original 
Medicare begins. 
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SECTION 4 Until your membership ends, you must keep getting your medical items, services and drugs through our 
plan 

Until your membership ends and your new Medicare coverage begins, you must continue to get your medical items, services and 
prescription drugs through our plan. 

· Continue to use our network providers to receive medical care. 

· Continue to use our network pharmacies or mail order to get your prescriptions filled. 

· If you are hospitalized on the day that your membership ends, your hospital stay will be covered by our plan until 
you are discharged (even if you are discharged after your new health coverage begins). 

SECTION 5 Cigna Healthcare must end your membership in the plan in certain situations 

Section 5.1 When must we end your membership in the plan? 

Cigna Healthcare must end your membership in the plan if any of the following happen: 

· If you no longer have Medicare Part A and Part B. 

· If you move out of our service area. 

· If you are away from our service area for more than six months. 

oIf you move or take a long trip, call Customer Service to find out if the place you are moving or traveling to is in our plan’s 
area. 

· If you become incarcerated (go to prison). 

· If you are no longer a United States citizen or lawfully present in the United States. 

· If you lie or withhold information about other insurance you have that provides prescription drug coverage. 

· If you intentionally give us incorrect information when you are enrolling in our plan and that information affects your eligibility 
for our plan. (We cannot make you leave our plan for this reason unless we get permission from Medicare first.) 

· If you continuously behave in a way that is disruptive and makes it difficult for us to provide medical care for you and other 
members of our plan. (We cannot make you leave our plan for this reason unless we get permission from Medicare first.) 

· If you let someone else use your membership card to get medical care. (We cannot make you leave our plan for this reason 
unless we get permission from Medicare first.) 

oIf we end your membership because of this reason, Medicare may have your case investigated by the Inspector General. 

· If you are required to pay the extra Part D amount because of your income and you do not pay it, Medicare will disenroll you 
from our plan and you will lose prescription drug coverage. 

Where can you get more information? 

If you have questions or would like more information on when we can end your membership you can call Customer Service. 

Section 5.2 We cannot ask you to leave our plan for any reason related to your health 

Cigna Healthcare is not allowed to ask you to leave our plan for any health-related reason. 

What should you do if this happens? 

If you feel that you are being asked to leave our plan because of a health-related reason, you should call Medicare at 1-800-
MEDICARE (1-800-633-4227) 24 hours a day, 7 days a week (TTY 1-877-486-2048). 

Section 5.3 You have the right to make a complaint if we end your membership in our plan 

If we end your membership in our plan, we must tell you our reasons in writing for ending your membership. We must also explain 
how you can file a grievance or make a complaint about our decision to end your membership. 
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SECTION 1    Notice about governing law 

The principal law that applies to this Evidence of Coverage document is Title XVIII of the Social Security Act and the regulations 
created under the Social Security Act by the Centers for Medicare & Medicaid Services, or CMS. In addition, other Federal laws 
may apply and, under certain circumstances, the laws of the state you live in. This may affect your rights and responsibilities even 
if the laws are not included or explained in this document. 

SECTION 2    Notice about non-discrimination 

We don’t discriminate based on race, ethnicity, national origin, color, religion, sex, gender, age, sexual orientation, mental or 
physical disability, health status, claims experience, medical history, genetic information, evidence of insurability, or geographic 
location within the service area. All organizations that provide Medicare Advantage plans, like our plan, must obey Federal laws 
against discrimination, including Title VI of the Civil Rights Act of 1964, the Rehabilitation Act of 1973, the Age Discrimination Act 
of 1975, the Americans with Disabilities Act, Section 1557 of the Affordable Care Act, all other laws that apply to organizations that 
get Federal funding, and any other laws and rules that apply for any other reason. 

If you want more information or have concerns about discrimination or unfair treatment, please call the Department of Health and 
Human Services’ Office for Civil Rights at 1-800-368-1019 (TTY 1-800-537-7697) or your local Office for Civil Rights. You can 
also review information from the Department of Health and Human Services’ Office for Civil Rights at https://www.hhs.gov/ocr/ 
index.html. 

If you have a disability and need help with access to care, please call us at Customer Service. If you have a complaint, such as a 
problem with wheelchair access, Customer Service can help. 

SECTION 3    Notice about Medicare Secondary Payer subrogation rights 

We have the right and responsibility to collect for covered Medicare services for which Medicare is not the primary payer. 
According to CMS regulations at 42 CFR sections 422.108 and 423.462, Cigna Healthcare, as a Medicare Advantage 
Organization, will exercise the same rights of recovery that the Secretary exercises under CMS regulations in subparts B through 
D of part 411 of 42 CFR and the rules established in this section supersede any State laws. 

SECTION 4  Notice about subrogation and third party recovery 

If we make any payment to you or on your behalf for Covered Services (see Chapter 12 for definition), we are permitted to be fully 
subrogated (a legal principle that allows the plan to be reimbursed for certain payments we have made on your behalf, in certain 
circumstances) to any and all rights you have against any person, entity or insurer that may be responsible for payment of medical 
expenses and/or benefits related to your injury, illness or condition. We are given the same rights of subrogation and recovery that 
are available to the Medicare Program under the Medicare Secondary Payer rules. We may use whatever rights of recovery are 
available to the Medicare program under 42 U.S.C. § 1395mm(e)(4), 42 U.S.C. §1395w-22(a)(4), 42 C.F.R. Part 411, and 42 
C.F.R. Part 422. 

Once we have made a payment for Covered Services, we will have a lien on the proceeds of any judgment, settlement, or other 
award or recovery you may receive or be entitled to receive, including but not limited to the following: 

1. Any award, settlement, benefits or other amounts paid under any workers’ compensation law or award; 

2. Any and all payments made directly by or on behalf of a third-party tortfeasor or person, entity or insurer responsible for 
indemnifying the third-party tortfeasor; 

3. Any arbitration awards, payments, settlements, structured settlements, or other benefits or amounts paid under an 
uninsured or underinsured motorist coverage policy; or any other payments designated, earmarked, or otherwise intended 
to be paid to you as compensation, restitution, or remuneration for your injury, illness, or condition suffered as a result of 
the negligence or liability of a third party. 

You agree to cooperate with us and any of our designated representatives and to take any actions or steps necessary to secure 
our lien/interests, including but not limited to: 

1. Fully responding to requests for information about any accidents or injuries; 

2. Fully responding to our requests for information and providing any relevant information that we have requested; and 

https://www.hhs.gov/ocr/index.html
https://www.hhs.gov/ocr/index.html
https://www.hhs.gov/ocr/index.html
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3. Fully participating in all phases of any legal action we may need to protect our rights, including but not limited to 
participating in discovery, attending depositions, and appearing and testifying at trial. 

In addition, you agree not to do anything to affect our rights, including but not limited to assigning any rights or causes of action 
that you may have against any person or entity relating to your injury, illness, or condition without our prior authorized written 
consent. Your failure to cooperate shall be deemed a violation or breach of your obligations, and we may seek any available legal 
action against you to protect our rights. 

We are also entitled to be fully reimbursed for any and all benefit payments we make to you or on your behalf that are the 
responsibility of any person, organization, or insurer. Our right of reimbursement is separate and apart from our subrogation right, 
and is limited only by the amount of actual benefits paid under the Plan. You must immediately pay to us any amounts you get by 
judgment, settlement, award, recovery or otherwise from any third party or his or her insurer, to the extent that we paid out or 
provided benefits for your injury, illness, or condition during your enrollment in this Plan. 

Our subrogation and reimbursement rights shall have first priority, to be paid before any of your other claims are paid. Our 
subrogation and reimbursement rights will not be affected, reduced, impacted or eliminated by the “made whole” doctrine or any 
other doctrine that may apply. 

We are not required to pursue subrogation or reimbursement either for our benefit or on your behalf. Our rights under this 
Evidence of Coverage shall not be affected, reduced, or eliminated by our failure to intervene in any legal action you seek relating 
to your injury, illness, or condition. 

If you disagree with any decision or action we take in connection with the subrogation and third-party recovery provisions outlined 
above, you must follow the procedures explained in Chapter 9 of this booklet: What to do if you have a problem or complaint 
(coverage decisions, appeals, complaints). 

SECTION 5    Report Fraud, Waste and Abuse 

Health care fraud is a violation of federal and/or state law. If you know of or suspect health insurance fraud, please report it by 
calling our Compliance and Ethics Hotline at 1-800-472-8348. You are not required to identify yourself when you report the 
information. The hotline is anonymous. 
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Chapter 12. Definitions of important words 

Ambulatory Surgical Center – An Ambulatory Surgical Center is an entity that operates exclusively for the purpose of furnishing 
outpatient surgical services to patients not requiring hospitalization and whose expected stay in the center does not exceed 24 
hours. 

Annual Enrollment Period – The time period of October 15 until December 7 of each year when members can change their 
health or drug plans or switch to Original Medicare. 

Appeal – An appeal is something you do if you disagree with our decision to deny a request for coverage of health care services 
or prescription drugs or payment for services or drugs you already received. You may also make an appeal if you disagree with 
our decision to stop services that you are receiving. 

Balance Billing – When a provider (such as a doctor or hospital) bills a patient more than the plan’s allowed cost sharing amount. 
As a member of our plan, you only have to pay our plan’s cost sharing amounts when you get services covered by our plan. We 
do not allow providers to balance bill or otherwise charge you more than the amount of cost sharing your plan says you must pay. 

Benefit Period – The way that Original Medicare measures your use of hospital and skilled nursing facility (SNF) services. A 
benefit period begins the day you go into a hospital or skilled nursing facility. The benefit period ends when you have not received 
any inpatient hospital care (or skilled care in a SNF) for 60 days in a row. If you go into a hospital or skilled nursing facility after 
one benefit period has ended, a new benefit period begins. There is no limit to the number of benefit periods. 

Biological Product – A prescription drug that is made from natural and living sources like animal cells, plant cells, bacteria, or 
yeast. Biological products are more complex than other drugs and cannot be copied exactly, so alternative forms are called 
biosimilars. Biosimilars generally work just as well, and are as safe, as the original biological products. 

Biosimilar – A prescription drug that is considered to be very similar, but not identical, to the original biological product. 
Biosimilars generally work just as well, and are as safe, as the original biological product; however, biosimilars generally require a 
new prescription to substitute for the original biological product. 

Brand Name Drug – A prescription drug that is manufactured and sold by the pharmaceutical company that originally researched 
and developed the drug. Brand name drugs have the same active-ingredient formula as the generic version of the drug. However, 
generic drugs are manufactured and sold by other drug manufacturers and are generally not available until after the patent on the 
brand name drug has expired. 

Catastrophic Coverage Stage – The stage in the Part D Drug Benefit that begins when you (or other qualified parties on your 
behalf) have spent $8,000 for Part D covered drugs during the covered year. During this payment stage, the plan pays the full cost 
for your covered Part D drugs. You pay nothing. 

Centers for Medicare & Medicaid Services (CMS) – The Federal agency that administers Medicare. 

Coinsurance – An amount you may be required to pay, expressed as a percentage (for example 20%) as your share of the cost 
for services or prescription drugs after you pay any deductibles. 

Combined Maximum Out-of-Pocket Amount – This is the most you will pay in a year for all Part A and Part B services from both 
network (preferred) providers and out-of-network (non-preferred) providers. 

Complaint – The formal name for making a complaint is filing a grievance. The complaint process is used only for certain types 
of problems. This includes problems related to quality of care, waiting times and the customer service you receive. It also includes 
complaints if your plan does not follow the time periods in the appeal process. 

Comprehensive Outpatient Rehabilitation Facility (CORF) – A facility that mainly provides rehabilitation services after an 
illness or injury, including physical therapy, social or psychological services, respiratory therapy, occupational therapy and speech-
language pathology services, and home environment evaluation services. 

Copayment (or copay) – An amount you may be required to pay as your share of the cost for a medical service or supply, like a 
doctor’s visit, hospital outpatient visit, or a prescription drug. A copayment is a set amount (for example $10), rather than a 
percentage. 

Cost Sharing – Cost sharing refers to amounts that a member has to pay when services or drugs are received (This is in addition 
to the plan’s monthly premium). Cost sharing includes any combination of the following three types of payments: (1) any 
deductible amount a plan may impose before services or drugs are covered; (2) any fixed copayment amount that a plan requires 
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when a specific service or drug is received; or (3) any coinsurance amount, a percentage of the total amount paid for a service or 
drug, that a plan requires when a specific service or drug is received. 

Cost Sharing Tier – Every drug on the list of covered drugs is in one of 5 cost-sharing tiers. In general, the higher the cost-
sharing tier, the higher your cost for the drug. 

Coverage Determination – A decision about whether a drug prescribed for you is covered by the plan and the amount, if any, you 
are required to pay for the prescription. In general, if you bring your prescription to a pharmacy and the pharmacy tells you the 
prescription isn’t covered under your plan, that isn’t a coverage determination. You need to call or write to your plan to ask for a 
formal decision about the coverage. Coverage determinations are called coverage decisions in this document. 

Covered Drugs – The term we use to mean all of the prescription drugs covered by our plan. 

Covered Services – The term we use in this EOC to mean all of the health care services and supplies that are covered by our 
plan. 

Creditable Prescription Drug Coverage – Prescription drug coverage (for example, from an employer or union) that is expected 
to pay, on average, at least as much as Medicare’s standard prescription drug coverage. People who have this kind of coverage 
when they become eligible for Medicare can generally keep that coverage without paying a penalty, if they decide to enroll in 
Medicare prescription drug coverage later. 

Custodial Care – Custodial care is personal care provided in a nursing home, hospice, or other facility setting when you do not need 
skilled medical care or skilled nursing care. Custodial care, provided by people who do not have professional skills or training, includes 
help with activities of daily living like bathing, dressing, eating, getting in or out of a bed or chair, moving around, and using the 
bathroom. It may also include the kind of health-related care that most people do themselves, like using eye drops. Medicare doesn’t 
pay for custodial care. 

Customer Service – A department within our plan responsible for answering your questions about your membership, benefits, 
grievances, and appeals. 

Daily Cost Sharing Rate – A daily cost sharing rate may apply when your doctor prescribes less than a full month’s supply of 
certain drugs for you and you are required to pay a copayment. A daily cost sharing rate is the copayment divided by the number 
of days in a month’s supply. Here is an example: If your copayment for a one-month supply of a drug is $30, and a one-month’s 
supply in your plan is 30 days, then your daily cost sharing rate is $1 per day. 

Deductible – The amount you must pay for health care or prescriptions before our plan pays. 

Disenroll or Disenrollment – The process of ending your membership in our plan. 

Dispensing Fee – A fee charged each time a covered drug is dispensed to pay for the cost of filling a prescription, such as the 
pharmacist’s time to prepare and package the prescription. 

Durable Medical Equipment (DME) – Certain medical equipment that is ordered by your doctor for medical reasons. Examples 
include: walkers, wheelchairs, crutches, powered mattress systems, diabetic supplies, IV infusion pumps, speech generating 
devices, oxygen equipment, nebulizers, or hospital beds ordered by a provider for use in the home. 

Emergency – A medical emergency is when you, or any other prudent layperson with an average knowledge of health and 
medicine, believe that you have medical symptoms that require immediate medical attention to prevent loss of life (and, if you are 
a pregnant woman, loss of an unborn child), loss of a limb, or loss of function of a limb, or loss of or serious impairment to a bodily 
function. The medical symptoms may be an illness, injury, severe pain, or a medical condition that is quickly getting worse. 

Emergency Care – Covered services that are: 1) provided by a provider qualified to furnish emergency services; and 2) needed to 
treat, evaluate, or stabilize an emergency medical condition. 

Evidence of Coverage (EOC) and Disclosure Information – This document, along with your enrollment form and any other 
attachments, riders, or other optional coverage selected, which explains your coverage, what we must do, your rights, and what 
you have to do as a member of our plan. 

Exception – A type of coverage decision that, if approved, allows you to get a drug that is not on our formulary (a formulary 
exception), or get a non-preferred drug at a lower cost sharing level (a tiering exception). You may also request an exception if our 
plan requires you to try another drug before receiving the drug you are requesting, or if our plan limits the quantity or dosage of the 
drug you are requesting (a formulary exception). 

“Extra Help” – A Medicare or a State program to help people with limited income and resources pay Medicare prescription drug 



   
  

 
 

 

 

 

 

  
 

   
   

      

131 
2024 Evidence of Coverage for Cigna True Choice Plus Medicare (PPO) 

Chapter 12. Definitions of important words 

program costs, such as premiums, deductibles, and coinsurance. 

Generic Drug – A prescription drug that is approved by the Food and Drug Administration (FDA) as having the same active 
ingredient(s) as the brand name drug. Generally, a generic drug works the same as a brand name drug and usually costs less. 

Grievance – A type of complaint you make about our plan, providers, or pharmacies, including a complaint concerning the quality 
of your care. This does not involve coverage or payment disputes. 

Home Health Aide – A person who provides services that do not need the skills of a licensed nurse or therapist, such as help with 
personal care (e.g., bathing, using the toilet, dressing, or carrying out the prescribed exercises). 

Hospice – A benefit that provides special treatment for a member who has been medically certified as terminally ill, meaning 
having a life expectancy of 6 months or less. We, your plan, must provide you with a list of hospices in your geographic area. If 
you elect hospice and continue to pay premiums you are still a member of our plan. You can still obtain all medically necessary 
services, as well as the supplemental benefits we offer. 

Hospital Inpatient Stay – A hospital stay when you have been formally admitted to the hospital for skilled medical services. Even 
if you stay in the hospital overnight, you might still be considered an outpatient. 

Income-Related Monthly Adjustment Amount (IRMAA) – If your modified adjusted gross income as reported on your IRS tax 
return from 2 years ago is above a certain amount, you’ll pay the standard premium amount and an Income Related Monthly 
Adjustment Amount, also known as IRMAA. IRMAA is an extra charge added to your premium. Less than 5% of people with 
Medicare are affected, so most people will not pay a higher premium. 

Initial Coverage Limit – The maximum limit of coverage under the Initial Coverage Stage. 

Initial Coverage Stage – This is the stage before your total drug costs including amounts you have paid and what your plan has 
paid on your behalf for the year have reached $5,030. 

Initial Enrollment Period – When you are first eligible for Medicare, the period of time when you can sign up for Medicare Part A 
and Part B. If you’re eligible for Medicare when you turn 65, your Initial Enrollment Period is the 7-month period that begins 3 
months before the month you turn 65, includes the month you turn 65, and ends 3 months after the month you turn 65. 

In-Network Maximum Out-of-Pocket Amount – The most you will pay for covered Part A and Part B services received from 
network (preferred) providers. After you have reached this limit, you will not have to pay anything when you get covered services 
from network providers for the rest of the contract year. However, until you reach your combined out-of-pocket amount, you must 
continue to pay your share of the costs when you seek care from an out-of-network (non-preferred) provider. 

Institutional Special Needs Plan (SNP) – A Special Needs Plan that enrolls eligible individuals who continuously reside or are 
expected to continuously reside for 90 days or longer in a long-term care (LTC) facility. These LTC facilities may include a skilled 
nursing facility (SNF), nursing facility (NF), (SNF/NF), an Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/ 
IID), an inpatient psychiatric facility, and/or facilities approved by CMS that furnishes similar long-term, healthcare services that are 
covered under Medicare Part A, Medicare Part B, or Medicaid; and whose residents have similar needs and healthcare status to 
the other named facility types. An institutional Special Needs Plan must have a contractual arrangement with (or own and operate) 
the specific LTC facility(ies). 

Institutional Equivalent Special Needs Plan (SNP) – A plan that enrolls eligible individuals living in the community but requiring 
an institutional level of care based on the State assessment. The assessment must be performed using the same respective State 
level of care assessment tool and administered by an entity other than the organization offering the plan. This type of Special 
Needs Plan may restrict enrollment to individuals that reside in a contracted assisted living facility (ALF) if necessary to ensure 
uniform delivery of specialized care. 

List of Covered Drugs (Formulary or “Drug List”) – A list of prescription drugs covered by the plan. 

Low Income Subsidy (LIS) – See “Extra Help.” 
Medicaid (or Medical Assistance) – A joint Federal and state program that helps with medical costs for some people with low 
incomes and limited resources. State Medicaid programs vary, but most health care costs are covered if you qualify for both 
Medicare and Medicaid. 

Medical Group – An association of primary care physicians (PCPs), specialists and/or ancillary providers (such as therapists and 
radiologists) that the plan contracts with to provide care as one unit. Medical groups can be a single specialty (e.g., all PCPs) or 
multispecialty (e.g., PCPs and specialists). See Chapter 1, Section 8.1 for information about Medical Groups. 



             
  

 

             
  

 

 

 

  

Cigna Healthcare Customer Service 

Method Customer Service – Contact Information 

CALL 1-800-668-3813 

Calls to this number are free. Customer Service is available October 1 – March 31, 
8:00 a.m. – 8:00 p.m. local time, 7 days a week. From April 1 – September 30, Monday – 
Friday 8:00 a.m. – 8:00 p.m. local time. Messaging service used weekends, after hours, and 
on federal holidays. 

Customer Service also has free language interpreter services available for non-English speakers. 

TTY 711 

This number requires special telephone equipment and is only for people who have difficulties with 
hearing or speaking. 

Calls to this number are free. Customer Service is available October 1 – March 31, 
8:00 a.m. – 8:00 p.m. local time, 7 days a week. From April 1 – September 30, Monday – 
Friday 8:00 a.m. – 8:00 p.m. local time. Messaging service used weekends, after hours, and 
on federal holidays. 

WRITE Cigna, Attn: Member Services, P.O. Box 2888, Houston, TX 77252 

WEBSITE www.cignamedicare.com 

State Health Insurance Assistance Program (SHIP) New Jersey’s SHIP 

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

Method Contact Information 

CALL 1-800-792-8820 

WRITE State Health Insurance Assistance Program (SHIP), Division of Aging Services, P.O. Box 715, Trenton, NJ 
08625-0715 

WEBSITE www.state.nj.us/humanservices/doas/services/ship/index.html 

PRA Disclosure Statement According to the Paperwork Reduction Act of 1995, no persons are required to respond to a 
collection of information unless it displays a valid OMB control number. The valid OMB control number for this information 
collection is 0938-1051. If you have comments or suggestions for improving this form, please write to: CMS, 7500 Security 
Boulevard, Attn: PFA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. 
Cigna Healthcare products and services are provided exclusively by or through operating subsidiaries of The Cigna Group. The 
Cigna name, logos, and marks, including THE CIGNA GROUP and CIGNA HEALTHCARE are owned by Cigna Intellectual 
Property, Inc. Subsidiaries of The Cigna Group contract with Medicare to offer Medicare Advantage HMO and PPO plans and Part 
D Prescription Drug Plans (PDP) in select states, and with select State Medicaid programs. Enrollment in a Cigna Healthcare 
product depends on contract renewal. © 2023 Cigna Healthcare 

http://www.cignamedicare.com/



