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Medigap vs. Medicare Advantage Comparison Chart 
 

Medicare Supplement (Medigap) Plans 
(Original Medicare) 

Comparison Point Medicare Advantage Plans 
 (HMO, PPO, or Private “Fee –For-Service” “ 

Private insurance that fills gaps in Original Medicare Parts A 
and B 

Distinction Private insurance that replaces Original Medicare Parts A 
and B 

Must have Medicare Parts A and B.  You may be required to 
take a health screening if enrolling outside of your Open 
Enrollment Period (OEP1).  There may be a waiting period of  
up to 90 days for any pre-existing conditions to be covered 
after the plan starts 

Eligibility Must have Medicare Parts A and B.  No health screening 
and no waiting period.   Clients with End-Stage-Renal 
Disease (ESRD) will be rejected.  ESRD is kidney failure 
requiring dialysis or a kidney transplant. 

Covers Medicare A and B co-payments, coinsurance and 
deductibles (“gaps”) in Original Medicare.  Plans are 
standardized. Plans A-N cover the same as other insurer’s 
plans with the same letter.  Refer to 10 Standardized Plans 
QRC. 

Benefits Plans are required to cover all Medicare Parts A and B 
covered services.  Plans are not standardized; coverage 
varies by plan based on insurer and plan type (HMO, PPO, 
and PFFS).  Rates/rules may differ from OM.  Refer to 
Medicare Plan Finder or Medicare Advantage Plan by 
County lists. 

• Monthly premiums vary by plan. 
• Plans (with the exception of K and L) have no annual out-

of-pocket limits. 
• Must pay Part B premiums unless enrolled in Medicare 

Savings Program (MSP). 
• Premiums often change yearly but NOT at a certain time. 

Costs 
(Premiums/Copays/Coinsurance/
Out-of-pocket maximum/Part B 

premiums/Cost changes 

• Monthly premium varies by plan (some plans have $0 
premiums. 

• These plans have copays or coinsurance set by the plan. 
• Some plans have deductibles. 
• Plans have a yearly out-of-pocket limit.  
• Must pay Part B premiums unless enrolled in MSP. 
• All costs may change on January 1 of every year. 

• Enrollees may see any provider in the USA who agrees to 
see Medicare patients  

• Plans do not require referrals for specialty care. 

Provider Choice and Availability 
(always ask your providers what 

insurance they accept) 

• HMOs and PPOs maintain provider network; they must 
have available providers in order to accept new 
members. 

• PFFS has no provider network; it may be hard to find 
providers who accept it in some areas. 

• HMOs generally cover in-network only. Referrals may be 

1  Medigap Open Enrollment Period (OEP) = This period lasts for 6 months and starts on the first day of the month in which you’re both 65 and older and  
enrolled in Medicare Part B. 

 
3



required for specialist visits. 
• PPOs cover out-of-network but then costs may be higher.  

May not need referral for specialist visits. 
Not included.  For Rx coverage, you may want to enroll in a 
Part D Prescription Plan (PDP).   

Prescription Drugs 
(Make sure your plan covers your 

Rx) 

Often included as a part of the plan.  If you want Rx 
coverage, you must enroll in the Part D coverage offered by 
your MA plan, or you will be disenrolled.  (See exceptions 
below)2 

Plans are guaranteed renewable and benefits will not 
change as long as client pays the premiums and the 
application was correct.  You may switch plans at any  time 
but may face a health screening in some circumstances.   

Renewable? 
 

Benefits may change yearly.  You remain in the plan unless 
you disenroll or switch during an enrollment period, or plan 
leaves the area.  Plans are renewable during the Annual 
Open Enrollment (AEP) ) October 15th – December 7th and 
the Medicare Advantage Disenrollment Period (MADP) 
January 1st – February 14. 

Can switch plans at any time.  You must contact the plan to 
enroll, and if you switch, must cancel the old plan.  
However, if you paid a full year’s premium the law does 
NOT require the plan to cancel the policy early or issue a 
partial refund. 

Switch Plans? 
 

You can only change plans if in an Enrollment Period.  
Enrolling in the new plan alerts the prior plan of the change.  
Refer to Special Enrollment Periods for Medicare 
Advantage and Medicare Part D Plans tool. 

Coverage is unlimited in United States so may be a good 
choice for “snowbirds”.  Some plans cover all Medicare co-
pays and deductibles so may be a good choice for those 
needing high-cost and/or frequent care.   

Might Be Best For… Network plans may be good for people who otherwise can’t 
find a Medicare provider.  May save money unless you need 
frequent appointments or treatments.  Having a pre-
packaged plan may simplify choices. 

No, with the exception of foreign travel emergency 
coverage offered by some plans. 

Extras? Some plans offer extra coverage such as dental, vision,  
alternative medicine or health club memberships.  Some 
extras require extra premiums. 

Because Medigaps are standardized, price and 
customer service are the only difference.  Plans are 
regulated by the Washington Office of Insurance 
Commissioner (1-800-562-6900).   Refer to current  
Approved Medicare Supplement (Medigap) Plans list. 

How to Comparison Shop 
Call SHIBA @ 1-800-562-6900 

Compare plans at www.medicare.gov  
Plans are not standardized but are approved by 
Medicare.  Agents selling plans in Washington state 
licensed by Washington Office of Insurance 
Commissioner (1-800-562-6900). 

 

2  2012 PFFS plans that allow clients to sign up for separate Part D plans (These plans are not available in all counties): 
• Humana Gold Choice PFFS (H8145-097)  
• Today’s Options Premier 200  PFFS (H5421-211) 
• Today’s Options Premier 400 PFFS (H5421-057) 
• Windsor Sterling Silver Connect Plan  PFFS (H3410-002) 
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10 Standardized Medicare Supplement (Medigap) plans chart
Effective on or after January 1, 2012

How to read the chart:
•	 If a checkmark appears in a column of this chart, the Medicare Supplement policy covers 100% of the benefit. 
•	 If a column lists a percentage, the policy covers that percentage of the benefit.
•	 If a column is blank, the policy does not cover that benefit.

Note: The Medicare Supplement policy covers coinsurance only after you have paid the Medicare deductible (unless the Medicare Supplement policy also 
covers the deductible).

Basic Benefits A B C D F* G K L M N

Part A:  Hospital coinsurance costs up to an additional 
365 days after Medicare benefits end.          

Part A: Hospice care coinsurance or copay       50% 75%  

Part B:  Coinsurance or copay       50% 75%  ***

Medicare preventive care Part B coinsurance          

Parts A & B:  Blood (first 3 pints)       50% 75%  

Additional Benefits A B C D F* G K L M N

Skilled nursing facility care coinsurance     50% 75%  

Part A deductible      50% 75% 50% 

Part B deductible  

Part B excess charges  

Foreign travel emergency (up to plan limits)      

Out-of-pocket yearly limit** $4,660 $2,330

See your benefit book for details about your plan.

Washington State
Office of the
Insurance Commissioner

A free service sponsored by:

Continued on back
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This publication may have been partially funded by grants from the Centers 

for Medicare & Medicaid Services and the US Administration on Aging.SHP841-2031-SHIBA-10 Medigap plans-Rev. 12/11

*Plan F also offers a high-deductible plan.  This means you pay for Medicare-covered costs up to the deductible amount ($2,070 in 2012) before your 
Medicare Supplement plan pays anything.
**After you meet your out-of-pocket yearly limit and your yearly Part B deductible ($140 in 2012), the Medicare Supplement plan pays 100% of covered 
services for the rest of the calendar year. Out-of-pocket limit is the maximum amount you would pay for coinsurance and copays.
***Plan N pays 100% of the Part B coinsurance except up to $20 copays for office visits and up to $50 copays for emergency room visits (if the hospital 
admits you, the plan waives your emergency room copays).

Need more help? 
There is no yearly open enrollment period for Medicare Supplement (Medigap) plans.  You may apply to buy or switch plans 
at any time.  However, insurers may require you to pass a health questionnaire.  If you have questions about who needs to 

take the questionnaire, call our Insurance Consumer Hotline. If you want individual help understanding all of your options, call 
our hotline and ask to speak with a SHIBA counselor in your area.

Insurance Consumer Hotline 

1-800-562-6900
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Medicare Advantage 			
Plans 
What you need to know before you buy

Medicare Advantage plans are a different way to get Original Medicare (also 
called Medicare Parts A and B).  Under Medicare Advantage plans, you get Parts 
A and B through a private insurance company. 

You continue to pay:

• Part A premiums (if any) 
• Part B premiums 
• The MA plan’s premium (if any)
• Any deductibles, copays, or coinsurance

The Medicare Advantage (MA) plan pays for all medically necessary care 
covered by Original Medicare.  The MA plan also may include prescription drug 
(Part D) coverage, and added benefits, such as eye and hearing exams, dental 
care, foot care, yearly routine exams, and wellness classes. 

Types of Medicare Advantage plans
There are five common types:

Health Maintenance Organization (HMO)•	
Preferred Provider Organization (PPO)•	
Private-Fee-for-Service (PFFS)•	
Medical Savings Accounts (MSA)•	
Special Needs Plan (SNP)•	

Availability

Medicare Advantage (MA) plan availability varies by county.  For a list of MA 
plans in your county, go to: http://www.insurance.wa.gov/shiba/medicare_
advantage_plans.shtml or contact the Insurance Consumer Hotline at 1-800-
562-6900 to request a copy.

Enrollment periods

There are several enrollment periods available for joining an MA plan.  Some 
enrollment periods place limits on the type of MA plans you can buy.  If you sign 
up for an MA plan, be aware that if you are not satisfied with the plan, you may 
have to wait for the next enrollment period to disenroll.  For a list of enrollment 
periods, read the “MA Enrollment Timeline” at:  http://www.insurance.wa.gov/
publications/medicare/MA_Enrollmt_Timeline.pdf. If you have additional 
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Quick Reference Information:
Preventive Services

SERVICE HCPCS/CPT CODES ICD-9-CM CODES WHO IS COVERED FREQUENCY BENEFICIARY PAYS

Glaucoma Screening

G0117 – By an optometrist 
or ophthalmologist

G0118 – Under the direct supervision of 
an optometrist 
or ophthalmologist

V80.1

Medicare beneficiaries with diabetes mellitus, 
family history of glaucoma, African-Americans 
aged 50 and older, or Hispanic-Americans 
aged 65 and older

Annually for beneficiaries in one of the high 
risk groups

Copayment/coinsurance applies
Deductible applies

Seasonal Influenza 
Virus Vaccine

90655, 90656, 90657, 90660, 90662, 
Q2035, Q2036, Q2037, Q2038, Q2039 – 
Influenza Virus Vaccine
G0008 – Administration

Report one of the following codes:
V04.81
V06.6 – When purpose of visit was 

to receive both seasonal 
influenza virus and 
pneumococcal vaccines

All Medicare beneficiaries
Once per influenza season in the fall or winter
Medicare may provide additional flu shots 
if medically necessary

Copayment/coinsurance waived
Deductible waived

Pneumococcal Vaccine

90669 – Pneumococcal 
Conjugate Vaccine

90670 – Pneumococcal Conjugate 
Vaccine, 13 valent, for 
intramuscular use

90732 – Pneumococcal 
Polysaccharide Vaccine

G0009 – Administration

Report one of the following codes:
V03.82
V06.6 – When purpose of visit 

was to receive both 
pneumococcal and 
seasonal influenza  
virus vaccines

All Medicare beneficiaries

Once in a lifetime
Medicare may provide additional 
vaccinations based on risk and provided 
that at least 5 years have passed since 
receipt of a previous dose

Copayment/coinsurance waived
Deductible waived

Hepatitis B (HBV) Vaccine
90740, 90743, 90744, 90746, 90747 – 
Hepatitis B Vaccine
G0010 – Administration

V05.3

Certain Medicare beneficiaries at intermediate 
or high risk
Medicare beneficiaries that are currently 
positive for antibodies for hepatitis B are not 
eligible for this benefit.

Scheduled dosages required

Prior to 01/01/11:
Copayment/coinsurance applies
Deductible applies

On or after 01/01/11:
Copayment/coinsurance waived
Deductible waived

Counseling to Prevent 
Tobacco Use
This is a new benefit 
beginning for dates of 
service on and 
after 08/25/10

G0436 – Smoking and tobacco 
cessation counseling visit for 
the asymptomatic patient; 
intermediate, greater than 3 
minutes, up to 10 minutes

G0437 – Smoking and tobacco cessation 
counseling visit for the 
asymptomatic patient; intensive, 
greater than 10 minutes

Report one of the following codes: 
305.1 or V15.82

Outpatient and hospitalized beneficiaries who 
use tobacco, regardless of whether they have 
signs or symptoms of tobacco-related disease; 
are competent and alert at the time that 
counseling is provided; and whose counseling 
is furnished by a qualified physician or other 
Medicare-recognized practitioner

2 cessation attempts per year;
Each attempt includes maximum of 4 
intermediate or intensive sessions; up to 8 
sessions in a 12-month period

Prior to 01/01/11:
Copayment/coinsurance applies
Deductible applies

On or after 01/01/11:
Copayment/coinsurance waived
Deductible waived

Human Immunodeficiency 
Virus (HIV) Screening
This is a new benefit 
beginning for dates of 
service on and 
after 12/08/09

G0432 – Infectious agent antibody 
detection by enzyme 
immunoassay (EIA) technique, 
HIV-1 and/or HIV-2, screening

G0433 – Infectious agent antibody 
detection by enzyme-linked 
immunosorbent assay (ELISA) 
technique, HIV-1 and/or 
HIV-2, screening

G0435 – Infectious agent antibody 
detection by rapid antibody test, 
HIV-1 and/or HIV-2, screening

Report one of the following codes:
V73.89 – Primary
V22.0, V22.1, V69.8, or V23.9 – 
Secondary, as appropriate

Beneficiaries who are at increased risk for HIV 
infection or pregnant**
** Increased risk for HIV infection is defined 

in the “National Coverage Determinations 
(NCD) Manual,” Publication 100-03, 
Sections 190.14 (diagnostic) and 210.7 
(screening). See http://www.cms.gov/
manuals/downloads/ncd103c1_Part3.
pdf and http://www.cms.gov/manuals/
downloads/ncd103c1_Part4.pdf on
the Internet.

Annually for beneficiaries at increased risk
Three times per pregnancy for beneficiaries 
who are pregnant:
a. When woman is diagnosed 

with pregnancy;
b. During the 3rd trimester; and
c. At labor, if ordered by the 

woman’s clinician.

Copayment/coinsurance waived
Deductible waived

Resources
For more information on Medicare preventive services, visit http://www.cms.gov/PrevntionGenInfo on the CMS website.
For more information on Medicare Learning Network® (MLN) preventive services educational products, visit http://www.cms.gov/MLNProducts/35_PreventiveServices.asp on the CMS website.
This educational tool was current at the time it was published or uploaded onto the web. Medicare policy changes frequently so links to the source documents have been provided within the document for your reference. 
This educational tool was prepared as a service to the public and is not intended to grant rights or impose obligations. This educational tool may contain references or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations, and other interpretive materials for a full and accurate 
statement of their contents.
CPT only copyright 2010 American Medical Association. All rights reserved.
The International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM) is published by the United States Government. A CD-ROM, which may be purchased through the Government Printing Office, is the only official Federal government version of the ICD-9-CM. ICD-9-CM is an official Health Insurance Portability and Accountability Act standard.
The Medicare Learning Network® (MLN), a registered trademark of CMS, is the brand name for official CMS educational products and information for Medicare Fee-For-Service Providers. For additional information, visit the MLN’s web page at http://www.cms.gov/MLNGenInfo on the CMS website.
Your feedback is important to us and we use your suggestions to help us improve our educational products, services and activities and to develop products, services and activities that better meet your educational needs. To evaluate Medicare Learning Network® (MLN) products, services and activities you have participated in, received, or downloaded, please go to http://www.cms.gov/MLNProducts and click on the link called ‘MLN Opinion Page’ in the left-hand menu and follow
the instructions.
Please send your suggestions related to MLN product topics or formats to MLN@cms.hhs.gov. February 2011  ICN 006559
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Why get the free screening?

 If you seek medical care AFTER you 
have a problem or become sick

• Damage has already occurred
• Treatment can be very costly
• Your quality of life suffers

5March 2012

Preventive Services

 Prevention

• Most preventive services are free
• However there are some that charge a coinsurance

• Check with your provider to make sure they accept 
assignment

“Taking action early to prevent disease, 
minimize complications, and contain costs”        

-- Wellsource, Inc.

• Covered under Medicare Part B

6March 2012
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Types of preventive 
services

 Health screening/exams
 Counseling
 Education
 Immunizations

*Diagnostic tests may be ordered by the Health provider if you are at 
risk but these tests may have an out-of-pocket cost

8March 2012

After you are Part B eligible

Get your Welcome to Medicare Preventive Visit 
during your first 12 months of Part B coverage
A review of medical and family history and assess 
any risk factors you may have
 Risk factor identification may make it necessary to 
have follow up tests that have an out of pocket cost
Does your doctor accept assignment, if so there is no 
out of pocket cost  for the Wellness visit

9

The Yearly Wellness visit is done after 
first 12 months of Part B eligibility(not 
as comprehensive)  March 2012
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REMINDER:  
 
 

Affordable Care Act Update 
 

The Affordable Care Act (ACA) was signed into law on March 23, 2010.  Despite 
vociferous political debate across the country, many of the provisions have gone 
into effect and Washington State is working towards implementing the health 
insurance exchange in 2014.  Here’s a brief update on health reform 
implementation in Washington State (please note that information is subject to 
change):  

• The Washington Health Care authority received a $22.9 million federal 
grant in May, 2011, to design and develop the insurance exchange in 
Washington State.   

 
• Senate Bill 5445 was signed into law to establish the Exchange Board 

o 20 nominations for the Exchange Board were submitted by House and 
Senate Caucuses and included individuals with expertise in individual 
health care coverage, small employer health care coverage, health 
benefits plan administration, health care finance and economics, 
actuarial science, and/or administering a public or private health care 
delivery system.  

o Initial members of the board will serve staggered terms not to exceed 
four years.  

o The Board orientation was held on January 5, 2012, and the Board will 
assume governing authority over the Exchange on March 15th, 2012. 

o Exchange Board members appointed by Governor Gregoire are:  
 Steve Appel, wheat and barley farmer and immediate past-President of the 

Washington Farm Bureau; 
 Bill Baldwin, Partner, The Partners Group; 
 Don Conant, General Manager at Valley Nut and Bolt in Olympia and Assistant 

Professor in the School of Business at St. Martin’s University; 
 Doug Conrad, Professor of Health Services at the University of Washington 

School of Public Health;  
 Melanie Curtice, partner in the employee benefits section at the law firm of 

Stoel Rives LLP; 
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 Dr. Ben Danielson, Medical Director at the Odessa Brown Children’s Clinic; 
 Phil Dyer, Senior Vice President at Kibble & Prentice/USI and former state 

legislator  
 Teresa Mosqueda, Legislative and Policy Director for the Washington State 

Labor Council and Chair of the Healthy Washington Coalition  
 Chair: Margaret Stanley, retired Executive Director of the Puget Sound Health 

Alliance, and former Senior Vice-President at Regence BlueShield and head of 
public employee benefits programs in both Washington and California.  

 Ex-Officio: Mike Kreidler, Washington State Insurance Commissioner  
 Ex-Officio: Doug Porter, Administrator of the Health Care Authority 

 
• The Exchange Board will be applying for the level 2 insurance exchange 

federal grant on March 30, 2012, to fund the implementation of the 
exchange through the end of 2014 when it must become self-supporting. 

 
• There are many policy questions that will need to be addressed before the 

final implementation of the exchange such as: 
o What will be the criteria for qualified health plans? 
o What will be the market rules in and outside of the exchange? 
o How will we design the Federal Basic Health option in Washington State 

(133-200% FPL)? 
o How will we integrate Medicaid and the exchange as Medicaid expands 

to serve individuals with income below 133% of FPL, despite their 
health status (400,000-500,000 new Medicaid beneficiaries in WA)? 

o What will happen to WSHIP? 
o What will be the role of navigators and method of consumer outreach 

and enrollment in the exchange plans? 
o How will the government finance the exchange in the future? 

 
• The Institute of Medicine (IOM) released its recommendations on Essential 

Health Benefits (EHB) in October, 2011.    
o It did not recommend which specific services should be covered but 

rather discussed what the process should be for defining the essential 
benefits, which all insurers selling coverage to individuals and small 
businesses will have to provide beginning in 2014.  It also 
recommended setting a dollar target – reflecting the current average 
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cost of a small business health insurance plan – as the benchmark for 
decisions about what to include and not include in the essential health 
benefits package.   

o The ACA specifies the essential health benefits package must include at 
least 10 categories of items and services: ambulatory patient services; 
emergency services; hospitalization; maternity and newborn care; 
mental health and substance use disorder services, including behavioral 
health treatment; prescription drugs; rehabilitative and habilitative 
services and devices; laboratory services; preventive and wellness 
services and chronic disease management; and pediatric services, 
including oral and vision care.  It also requires that the scope of benefits 
be equal to that of a “typical employer plan.”  A few other criteria in the 
law (e.g., that the benefits reflect an appropriate balance among the 
categories and take into account the health needs of diverse segments 
of the population) guide the Secretary’s decision making.  

o The task of identifying the final EHB package lies with Health and 
Human Services (HHS).  HHS does not need to follow the IOM 
recommendations.  There are still many unknowns such as what the 
benefit limits may be for covered services and the effects this may have 
on the cost of each plan.  Some of these decisions may be given to the 
individual states to decide.   

 
• The Supreme Court announced in November 2011 that it will hear oral 

arguments in March 2012 on the constitutionality of the key provisions of 
the ACA and will rule by June 2012.  The decisions by the appellate courts 
have been mixed. 

 
• For more information: www.healthcare.gov or 

www.hca.wa.gov/hcr/exchange or www.kff.org 
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CASE STUDY #1:  
 
 

Turning 65 with Chronic Condition 
Submitted by Lori Wada 

SHIBA Regional Trainer: Pierce, Kitsap, Jefferson and Clallam Counties 
  

Martha suffers from Multiple Sclerosis (MS) and turned 65 in April 2011.  She 
signed up for Medicare on her birthday and subsequently attempted to enroll in a 
Medigap/Supplemental Plan in October 2011.   
 
However, she was unable to enroll in the Medigap/Supplemental due to the “no 
guarantee” issue.   
 
What steps would you take to help her get the right coverage for her situation? 
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CASE STUDY #2:  
 
 

Turning 65 with SSDI  
Submitted by Liz Mercer 

SHIBA Regional Trainer: King and Snohomish Counties 
  

Jane is 55 years old and will become eligible for Medicare due to disability in 
March 2012.  She had a stroke which made her unable to work and caused several 
ongoing medical problems.  She has full medical coverage from her former 
employer that will end once she goes on Medicare.   
 
Her income from SSDI plus a pension from her past employer is $2,500 per 
month.  She takes several medications.  She sees a primary doctor, a neurologist 
and sometimes other specialty care providers.   
 
When discussing options for supplementing Medicare, she tells you that she does 
not want to have any unexpected expenses if she can help it. 
 
What steps would you take to help her find the best options to meet her needs? 
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CASE STUDY #3:  
 
 

Retired and Worried 
Submitted by JoAnne Ehlers 

SHIBA Regional Trainer: Okanagan/Chelan/Douglas 
/Grant/Adams Counties and Eastern Washington 

 
 A couple’s adult children discover their parents are enrolled in Medicare Parts A 
and B but they also have coverage from Regence/Uniform Plan from the State of 
Washington.  Mom is a retired state employee and Dad gets some help from the 
VA.   
 
The couple is also enrolled in an AARP Supplement Plan which costs them about 
$400 monthly.  Their costs are $800 month and they also pay for their Part B 
premiums since they do not qualify for any low-income assistance. 
 
Mom has been worried about not having enough coverage and has been willing 
to pay the costs to make sure they have adequate coverage. 
 
What steps would you take to ensure the couple has sufficient coverage for their 
situation while also addressing Mom’s fears about not having enough coverage? 
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Links to Helpful Information, Tips & Tools 
 
 

MEDICARE UPDATES 
The “Medicare Guide to Preventive Services” describes the preventive services 
covered at no cost to the beneficiary: 
 

• http://www.medicare.gov/Publications/Pubs/pdf/10110.pdf 
 
Direct link to the Medicare Complaint Form for those wanting to file a complaint 
electronically: 
 

• https://www.medicare.gov/MedicareComplaintForm/home.aspx 
 

The Kaiser Family Foundation has an interactive online resource to help 
consumers get information about Medicare and prescription drug plans similar to 
Medicare’s Plan Finder but it also contains some interesting state statistics: 

 
• Medicare Health and Prescription Drug Plan Tracker 

 
This is a great article from on the Appleton, Wisconsin, Post Crescent about the 
coverage loopholes in Medicare’s preventive care benefits: 
 

• http://www.postcrescent.com/article/20120102/APC03/201020419/Preve
ntive-care-s-free-not 

 
The National Council on Aging (NCOA) has launched its new updated “The Center 
for Benefits” website: 

•  http://www.ncoa.org/enhance-economic-security/center-for-benefits/ 
 
STATE MEDICAID UPDATES 
CMS has published the initial core set of adult health care quality measures for 
Medicaid-eligible adults as required by the ACA.  These measures are voluntary 
for state Medicaid program: 
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http://www.medicare.gov/Publications/Pubs/pdf/10110.pdf
https://www.medicare.gov/MedicareComplaintForm/home.aspx
http://smtp01.kff.org/t/26822/599837/11235/0/
http://www.postcrescent.com/article/20120102/APC03/201020419/Preventive-care-s-free-not
http://www.postcrescent.com/article/20120102/APC03/201020419/Preventive-care-s-free-not
http://www.ncoa.org/enhance-economic-security/center-for-benefits/


• http://www.federalregister.gov/articles/2012/01/04/2011-
33756/medicaid-program-initial-core-set-of-health-care-quality-measures-
for-medicaid-eligible-adults 

 
CONSUMER TOOLS 
The Administration on Aging (AoA) made several aging-related data available 
based on the 2005-2009 Census Bureau’s American Community Survey.  There are 
some great charts including those for Washington State: 
 

• Access the AoA-related database | Use the Center’s data mapping tool 
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http://waystohelp.ncoa.org/site/R?i=4OB5DlM_A4hfhz-c-B0YaQ
http://waystohelp.ncoa.org/site/R?i=Z-jHHO5BvUuDIWwbWpUE3w
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