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The Importance of the Medicare Modernization Act

The Medicare Modernization Act of 2003 contains numerous provisions that will impact tribal
health programs. This document highlights one of the most significant changes, the creation
of a new prescription drug benefit for Medicare enrollees, also called “Part D”. Tribes will not
be able to ignore Part D because:

. All patients with both Medicare and Medicaid (dual eligibles) will have a brand new system
for getting prescription drugs on January 1, 2006.

« Similar to the implementation of Medicaid Managed Care, this change will involve moving
responsibility for benefits from the State Medicaid agencies to private prescription drug
plans.

. All of your Medicare patients are getting a confusing array of mailings and phone calls
from several federal agencies (CMS, SSA, IHS) as well as from the private prescription
drug plans (PDP).

« Your health and social services staff will be faced with an increasing number of questions
from tribal members with Medicare and your staff needs to know how to accurately
answer.

To prevent, or at least minimize, program funding losses, Self Governance tribes must
educate themselves about this complex new program and take immediate steps to organize
their health program activities to accommodate these changes.

Key Dates

Now Application for Low Income Subsidy through Social Security

November 15 Enrolliment begins. Enrollment is through the PDP.

December 31 Last day to select PDP to receive drug benefit in January

January 1 Dual eligibles loose Medicaid Rx coverage and must switch to
Medicare PDP

Priorities

1. Develop a written tribal plan (tasks, timeline, person responsible) for managing
Medicare Part D changes

Identify your Medicare patients and the Rx they use (Rx, dose, number per month)
Assess the PDPs in your Region and identify the best fit with your tribe

Triage your patients and identify the group they are in (see Triage Tool)

Determine whether or not your tribe will pay Part D premiums and then develop your
policies and procedures

Meet with your State Medicaid program to discuss transition of dual eligibles and
Medicaid wrap around drug coverage (see State contact list at end)

7. Develop a tracking plan for dual eligibles so they don't get lost in the change — get Rx
filled in December.

Assist patients with Low Income Subsidy Applications

Match patients with best PDP and help them switch or enroll (priority - dual eligibles,
low income subsidy, others)
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Brief Overview of Medicare Part D

The following chart shows how the Part D benefit is structured. Based on an individual's enroliment in
Medicaid, their income and resources, or their retirement benefits, they fall into a specific benefit
category.



New Medicare Prescription Druqg Coverage — Crosswalk Chart

Dua

Eligihles are Deemed Eligibles

Full Benefit Medicaid

Other Medicaid

Auto enrolled in Part D
+ PDP 1/06 Can change
PDP once a month

QMB SLMB QI MN

benefit 1/06 **

Auto enrolled but must
select PDP to get

No Medicaid BUT
Income UNDER 150%FPL +
Resources UNDER $11,500 *

Low Income Subsidy

No Medicaid, No
Retirement Rx Benefit AND
Income OVER 150%FPL
Or Resources OVER $11,500 *

Extra Help

Must apply to SSA for
subsidy and select PDP to
aet benefit 1/06 ***

Must enroll in Part D
and select PDP to get

benefit

The New Medicare Prescription Drug Coverage

A 4

UNDER
100% FPLT

No Premium

$1 or $3 Co-pay

free after $5,100 in
Rx costs

N,

A 4

A 4

UNDER $6,000 Resources

UNDER $11,500 * Resources

OVER $11,500 *

Resource
UNDER 135% FPL 1t \ UNDER Under 140% Under 145% Under OVER 150%
135% FPL | FPL FPL 150% FPL FPLtTt
No Premium
No Must pay Must pay Must pay Must pay Full
Premium 25% of 50% of 75% of Premium estimate $32
Premium Premium Premium month for benchmark

$2 or $5 Co-pay
free after $5,100 in
Rx costs

person for burial.

* Single person. $23,000 for couple. Includes $1,500 set aside per

** |f no PDP picked by May, auto enrolled for benefit to begin 6/06
*** |f no PDP picked by 4/06 reminder letter sent

t  100% FPL (2005): $ 9,570 single, $12,830 married

Tt 135% FPL (2005): $12,919 single, $17,320 married

t11 150% FPL (2005): $14.355 sinale. $19.245 married

$50 Deductible

15% Co-pay

No coverage gap

$2 or $5 Co-pay after
$5,100 in Rx costs

Standard Benefit
$250 Deductible
25% Co-pay between $250
- $2,250
Coverage gap: must self

Alternative
Coverage

pay between $2,251-$5,100

5% Co-pay after $5,100 in

Rx costs

Enhanced
Coveraae




Key Information about Medicare Part D Beneficiary Groups for I/T/Us

GROUP 1 — Automatically Enrolled — Full Dual Eligibles

Process to Enroll: Each State Medicaid program will send their data on dual eligibles to
CMS. CMS randomly “auto enrolls” full dual eligibles in PDPs that are below the
regional benchmark premiums and do not offer an enhanced benefit package.
Group 1 currently receives Medicaid prescription drug coverage. The October,
2005 mailing from CMS will inform each of your patients which PDP they have
been enrolled in. The PDP will send its marketing material to the individual.

Switching PDP: Dual eligibles can change PDP once a month by enrolling in new PDP.

Premium: No Premium

Deductible: No Deductible

Copay: $1/$3 if income is below 100% FPL

Other Information
This Group probably accounts for a significant amount of I/T/U pharmacy
revenue, even though the number of patients might be small. It is possible that
the current Medicaid prescription drug reimbursement you are getting for this
group could be cut in half on January 1, 2006 when Part D begins. Reasons:
not as many drugs will be covered, reimbursement rates from PDPs may be less
that your current Medicaid rates.

GROUP 2 — Automatically Eligible — Other Dual Eligibles (QMB, SLMB, QI, MN)

Process to Enroll: To actually get the Medicare Part D benefit, a patient needs to enroll
in a PDP. This Group (Other Dual Eligibles) will NOT be automatically enrolled in
a PDP until May, 2006. Therefore, I/T/U staff will need to help them enroll in a
PDP before December 31, 2005 so their coverage can begin January, 2006.
Because this Group already has been enrolled in a Medicaid program, they are
automatically eligible for Part D with no premium or deductible.

Switching PDP: Dual eligibles can change PDP once a month by enrolling in new PDP.

Premium: No Premium

Deductible: No Deductible

Copay: $2/$5 if income is between 100% - 135% FPL

GROUP 3 — Low Income Subsidy (Extra Help)
Process to Enroll: There is a two step process for this Group.

1. First they must apply to the Social Security Administration (SSA) for a Low
Income Subsidy (also called “Extra Help”). Application can be done on line or
with a special paper form. SSA will send the individual a letter approving,
disapproving or asking for more information. If the I/T/U wants to monitor the
application or pay the premium, use the I/T/U address for the mailing address.
This way SSA will send correspondence to the I/T/U so they can monitor
eligibility. Based on income, the letter will also notify the individual about how
much of the premium they must pay.

2. Second, if the person is approved for a Low Income Subsidy, they must enroll in
a PDP to get the coverage starting January 1, 2006. If they do not enroll in a
PDP by May, 2006 CMS will auto enroll them.




Switching PDP: For this first year, a person who enrolls in a PDP may switch PDPs only
one time through May 15, 2006. After that, PDPs can only be switched once
each year during the annual enrollment period November 15 — December 31 for
change to take place January 1 the following year. Not clear if “No premium”
enrollees (below 135% FPL) will have additional Special Enroliment Periods.

Premium: Sliding fee scale based on income if income between 135%-150% FPL. No
premium if income below 135% FPL.

Deductible: $50 if income is between 135%-150% FPL. If income is below 135% FPL,
no deductible

Copay: 15% if income between 135%-150% FPL. If income is below 135% FPL, $2/$5
copay.

Other Information: Patients who qualify for the Low Income Subsidy are NOT subject to
estate recovery or other Medicaid regulations.

GROUP 4 — Standard Benefit

Process to Enroll: Complete enrollment form through PDP.

Switching PDP: For this first year, a person who enrolls in a PDP may switch PDPs only
one time through May 15, 2006. After that, PDPs can only be switched once
each year during the annual enrollment period November 15 — December 31 for
change to take place January 1 the following year.

Premium: Must pay full premium — amount depends on PDP selected.

Deductible: $250 deductible per calendar year.

Copay: 25% copay between $250 - $2,250 in drug costs. No coverage between $2,250
- $5,100 in drug costs. 5% copay after $5,100 in drug costs.

Other Information
Creditable Coverage — I/T/U patients who are currently eligible for Part D will
need a letter from I/T/U if they enroll in Part D after August, 2006, in order to
avoid late enroliment penalties.

GROUP 5 — Existing Retirement Benefit
Many people on Medicare have some type of prescription drug coverage through
a retirement benefit, union or employer. This coverage may be better than Part
D, especially if it covers more of the drugs that the patient uses, has lower
deductible or copay and no coverage gap. Before recommending that a patient
with existing coverage switch to Part D, conduct a careful analysis. Ask the
patient to bring in their letter of Creditable Coverage from their current plan or
contact the retirement plan for more information. For this group, switching to Part
D could jeopardize their current benefits.

GROUP 6 — Medicaid Nursing Home Resident

For nursing home patients enrolled in Medicaid, contact the nursing home for
more information. Special conditions apply.

The following Triage Chart helps to sort patients into the proper Medicare Part D Group.



Triage Tool for I/T/U Staff - Medicare Part D
Do NOT Enroll in Part D without
careful assessment of current Rx

Eligible for Medicare? —’\ Not Eligible for
Part D
coverage or may risk loosing Existing

» @/ Retirement Benefit (GROUP 5)
/

Prescription coverage through
retirement benefit, employer or union?

. . ﬂ@ Contact Nursing
\ @ Living in a nursing home? ~al Home for PDP

Selection (GROUP 6)
Enrolled in Medicaid? @
" Income below 100% FPL?

“Full Benefit’Dual Eligible?

Income below 150% FPL?

Assess for enrollment in Y y @
full premium Standard <— @

Benefit (GROUP 4)
Automatically Automatically
'\ ] Resources below $11,5007 / enrolled in Part eligible for Part D
D and PDP but must enroll in
(GROUP 1) PDP (GROUP 2)

Apply for Low Income Subsidy
through SSA (GROUP 3)




The Prescription Drug Plans (PDP)

. Medicare contracts with private PDPs to administer the Part D benefit

. PDPs must provide services across an entire Region (there are 34 Regions defined by CMS)

. Each Region has a different set of PDPs and benchmark (average premium)

. Each PDP has a different premium, drug formulary, benefit structure, network of participating
pharmacies (including I/T/U)

« Only certain PDPs will auto enroll dual eligibles without a premium (see 2006 low-income
premium subsidy amounts by PDP region at end)

. The PDP parent organization may have multiple plans with different names and benefits

. All PDPs were required by CMS to offer I/T/U pharmacies contracts in order to meet their
Network Adequacy standards.

. More specific information about the Regions and plans is available from CMS at:
www . cms . hhs_gov/map/map.asp

« www.medicare.gov also has a new web tool designed to help patients select PDPs.

« At this time detailed information about the PDPs and their formularies is not available to
tribes. Contact your CMS Native American Contact for updates (see Contact List at end)

PDP Assessment and Selection for I/T/U Staff

American Indians and Alaska Natives (AI/AN), as well as all other Medicare beneficiaries, are
entitled to select their own PDP. However, they will certainly appreciate guidance from I/T/U
staff who are more familiar with the options. Most of the CMS and IHS information encourages
Al/AN to contact staff at their local Indian health programs for information. If the I/T/U will pay
premiums or copays, you will probably want to be sure that PDP selection will be coordinated
with existing CHS policies. Areas for consideration:

. Pharmacy Network. AI/AN will want to be sure the pharmacies they use are included in the
PDP’s network. This means that if the I/T/U has a pharmacy, select a PDP that contracts
with your pharmacy. If no I/T/U pharmacy is available, select a PDP that contracts with the
community pharmacies used most often by your CHS program (CHS may be paying for
copays and deductibles). Some PDPs are national and would cover Rx in other Regions.
This would be helpful for people who tend to travel frequently.

« Administrative Costs. The cost to I/T/Us to administer the Part D program will be
decreased if the number of PDPs they deal with is limited to as few as possible. It would be
cheaper and easier to deal with one PDP than 20. This will reduce the staff time needed to
develop working relationships with PDPs for enrollment, billing, contracting, appeals,
premium payments, problem resolution, etc.

. Formulary. Each PDP may have a different set of drugs they cover. Identifying the drugs a
Medicare beneficiary uses and then assessing which PDP covers those specific drugs
(especially the more expensive ones) will increase I/T/U reimbursement and decrease CHS
expenditures.

. Benefit Structure. Each PDP may structure its benefit differently. How the tiers of drugs
are identified, out of network cost sharing, enhanced benefits are a few areas to assess.

. Premiums. Each plan has a different premium. Dual eligibles will only be auto enrolled in
basic PDPs with premiums below the regional benchmark, so they will have $0 premium.
However, depending on other plan characteristics, a PDP with a premium above the
benchmark may be well worth the additional monthly cost.

. Contract Terms with I/T/U. If you have an I/T/U pharmacy that contracts with PDPs,
favorable contract terms like reimbursement rates may also influence your assessment.



. Other Plan Characteristics. Plans will have other characteristics or policies that may be
favorable or unfavorable, like mail order options or processes to request coverage of a non-
formulary drug. These unique plan characteristics may also be a consideration in PDP
selection.

Paying Part D Premiums

Tribes should consider paying premiums on behalf of eligible patients because it could increase
pharmacy revenue as well as save Contract Health Services funding. Overall, the Medicare
Part D prescription drug benefit is subsidized by the federal government at about 75%.

« Group 3 (Low Income Subsidy) and Group 4 (Standard Benefit) will not get Part D unless
someone pays the premium.

« IHS will not pay Part D premiums without specific authorizing legislation.

. Tribes who choose to pay premiums have a number of local policy and procedure decisions
to make before enrollment can occur. These include: who is eligible for premium payment;
what funds will be used for premiums; which staff will manage the program; will CHS policies
form the basis of guidelines; will the tribe pay the premium directly to the PDP or will they
reimburse tribal members (if deducted from SS check).

. Premiums will be billed by and paid to the PDP, unless premium payment is made by an
automatic Social Security check deduction.

« Tribes will have to individually negotiate with each PDP how premium payments will work.

. Because this is a new program still in the implementation phase, there currently is no central
source for tribes about the premium group payer function. Each tribe will need to develop
their own system and share information through tribal forums like the National Indian Health
Board’'s Medicare and Medicaid Policy Committee.

Troop (True Out Of Pocket)

« Troop is important to I/T/Us because it determines the “catastrophic coverage” or the point
where the Part D benefit starts to cover more costs.

« Troop is technically the amount of “out of pocket” money a person spends for their drugs. In
the case of AlI/AN, who may rely on an I/T/U to cover their drugs, the I/T/U would pay any
Troop.

. From the perspective of the I/T/U, it is beneficial for as much as possible to be counted as
Troop, especially for patients with high drug costs.

. The catastrophic coverage limit is based on the cost of the drugs, not what a person pays
out of pocket.

« The catastrophic coverage limit for all Part D is the same === $5,100 in drugs.

. If a person cannot get their drugs counted toward Troop, they will never be able to “climb out
of the coverage gap”.

. CMS guidance suggests that the cost of prescription drugs provided by an I/T/U facility or
paid for by CHS will count toward the Part D deductible ($50 for Low Income Subsidy; $250
for Standard) but not toward the Troop (or catastrophic coverage) unless certain conditions
are met.

« These conditions have been expressed by CMS in several ways:

o “Even if a charity is not a bona fide charity for purposes of Federal fraud and abuse law,
any drug payments it makes on behalf of Part D enrollees would count toward True out-of-
pocket costs (TrOOP) unless otherwise excluded”

o “Any cost sharing reimbursed or paid for by insurance or otherwise does not count toward
TrOOP. “Insurance or otherwise” includes any government-funded program whose
principal activity is the direct provision of health care to individuals. Since the principal



activity of the Indian Health Service is the direct provision of health care, any cost-sharing
the Indian Health Service subsidizes on behalf of enrollees cannot count toward the true
out-of-pocket costs, regardless of its status as payer of last resort.”
o “We (CMS) note that in certain areas, Tribal organizations using tribal-only money may
gualify as TrOOP-eligible payers.”
. More work needs to be done to advise tribes how they might set up their Medicare Part D
programs to ensure that their funding counts toward AlI/AN patients’ Troop.

Creditable Coverage

. Creditable coverage is a concept that protects insurance companies from adverse risk. It
means that a person has some type of coverage that is at least as good as the insurance
coverage they are changing to.

. AlI/AN who use I/T/Us are identified as having creditable coverage for Medicare Part D.

« The implication is that AI/AN who use I/T/Us can enroll in Medicare Part D at a date later
than July, 2006 and not have to pay a late enrollment penalty.

« I/T/Us should let their Medicare patients know that they have creditable coverage so they do
not feel rushed into signing up for Part D by outside media and mailings.

« August, 2006 is the earliest that an AI/AN patient would need any documentation from an
I/T/U certifying that they have creditable coverage. This would be required by a PDP if the
Al/AN decided to enroll on their own. Because more immediate implementation issues need
to be dealt with first, guidance on this documentation will likely appear next year.

The Low Income Subsidy (Extra Help) Application Form

. The Social Security Administration (not CMS) is responsible for the Low Income Subsidy
application and determination process.

. Application can be completed on-line at: www.socialsecurity.gov or by completing a paper
application (must be original SSA-1020 not Xeroxed form) and returning to SSA.

« SSA has CDs available explaining the application form.

« Successful application will result in two significant benefits: a lower premium and a higher
level of Rx coverage.

The Part D Enrollment Form

. Part D enrollment actually occurs when a person signs up for a PDP (on line, paper form or
telephone call), so to enroll in Part D (except for full dual eligibles) you must first decide
which PDP you want.

. Answer “No” to “Will you have prescription drug coverage in addition to PDP?”. A “Yes”
answer will trigger a coordination of benefits form that is not intended for Indian Health.

. If a premium is required, the I/T/U must decide if it will pay it or not. If the I/T/U does pay the
premium, decide if the I/T/U will reimburse the patient or if the I/T/U will directly pay the PDP.
“Plan Premium Payment Option” must indicate which payment option is being used (monthly
SSA check deduction similar to Part B or direct bill).

. Ifthe I/T/U will pay the premium to the PDP, use the proper I/T/U address as the billing
address. Because the premium invoices and other important notices will come to the billing
address, it's important that the address be correct and that staff receiving this mail know
what it is and what to do with it.



2006 low-income premium subsidy
amounts
PDP Region State(s) Subsidy # Organizations with
Auto Enrollment for
Dual Eligibles

1 NH, ME $ 36.09 10
2 CT, MA, RI, $ 30.27 7

VT
3 NY $ 29.83 10
4 NJ $ 31.37 9
5 DE, DC, MD $ 33.46 13
6 PA, WV $ 32.59 13
7 VA $ 34.42 13
8 NC $ 36.30 10
9 SC $ 34.88 13
10 GA $ 33.15 12
11 FL $ 29.07 5
12 AL, TN $ 32.33 7
13 MI $ 33.22 12
14 OH $ 30.69 8
15 IN, KY $ 35.69 11
16 Wi $ 31.27 12
17 IL $ 31.60 11
18 MO $ 31.37 8
19 AR $ 35.45 11
20 MS $ 36.39 10
21 LA $ 34.14 9
22 X $ 31.68 13
23 OK $ 35.13 9
24 KS $ 33.44 9
25 IA, MN, MT, $ 33.11 10

ND, NE, SD,

wY
26 NM $ 25.95 7
27 CO $ 28.92 9
28 AZ $ 24.62 5
29 NV $ 23.46 6
30 OR, WA $ 30.60 11
31 ID, UT $ 33.62 11
32 CA $ 23.25 7
34 AK $ 34.66 6

Go to: www.cms.hhs.gov/map/map.asp for specific information about the names of organizations
and plans by State or Region.



STATE CONTACT INFORMATION FOR PDPs

ALASKA Jon Sherwood, (907) 465-5820, Jon_Sherwood@health.state.ak.us
Michelle Lyons-Brown, (907) 465-5828, Michelle_Lyons@health.state.ak.us

ALABAMA Carol Hermann, State Medicaid Director , (334) 242-5600, almedicaid@medicaid.al.us

ARIZONA Del Swan, AHCCCS for Medicaid questions, (602) 417-4483 , del.swan@azahcccs.gov

CALIFORNIA Teri Miller, Dept of Health Services, Medi-Cal Division, 1501 Capitol Avenue, Suite
71.3041 Room 250, Sacramento, CA 95899, (916) 552-9537, tmiller3@dhs.ca.gov

COLORADO Lisa Esgar, Dept Health Care Policy and Finance, (303) 866-5624 , lisa.esgar@state.co.us

CONNECTICUT Brian Sexton (SPAP), (860) 424-5615 , brian.sexton@po.state.ct.us
Evelyn Dudley (SPAP), (860) 424-5654 , evelyn.dudley@po.state.ct.us

FLORIDA Gerry Wells, State Medicaid , (850) 922-0681, wellsg@ahca.myflorida.com
Sybil Richards, State Medicaid , (850) 922-5877, richardss@ahca.myflorida.com
Jeffrey Parrott, State Medicaid , (850) 414-2291 , parrottj@ahca.myflorida.com

GEORGIA Jerry Dubberly, (404) 657-9092, jdubberly@dch.state.ga.us

IDAHO DeeAnne Moore, (208) 364-1947, moored@idhw.state.id.us

KANSAS Scott Brunner, Medicaid Director,(785)296-3563, scxb@srskansas.org

LOUISIANA Ben Bearden, Medicaid Director , Admin assistant: Connie Vercher (225) 342-3891
M.J. Terrebonne, Pharmacy Lead ,Administrative assistant: Carol Rumfola (225) 342-9768

MAINE Bruce McClenahan , (207) 287-4018, Bruce.mcclenahan@maine.gov ; Barbara Feltes , (207)
287-5888, barbara.feltes@maine.gov ; Jude E. Walsh , (207) 624-9844, jude.e.walsh@maine.gov

MASSACHUSETTS Randy Garten, Prescription Advantage (SPAP), (617) 222-7412,
Randy.Garten@state.ma.us
Stephanie Anthony, MassHealth (Medicaid), (617) 573-1740, Stephanie. Anthony@state.ma.us

MICHIGAN Sue Moran, Dir Bureau of Medicaid Operations and Quality Assurance, (517) 241-8055
MINNESOTA Christine Bronson, Medicaid Dir.(651) 296-4332,Christine.Bronson@state.mn.us

MISSOURI SPAP Primary Contact Person: Jerry Simon, Executive Director, Missouri Senior Rx
Program (573) 522-3066, Jerry.Simon@dhss.mo.gov

MISSISSIPPI Judy Clark, (601) 359-6296, phjpc@medicaid.state.ms.us

MONTANA Jeff Buska, Dept Public Health and Human Services,(406) 444-7870, jbuska@state.mt.us




NEBRASKA George Kahlandt, Eligibility Administrator, Nebraska Department of Health & Human
Services (402) 471-9267, George.kahlandt@hhss.ne.gov ; Mary Steiner, Medicaid Administrator,
Nebraska Department of Health & Human Services, (402) 471-9567, Mary.steiner@hhss.ne.gov

NEVADA Charles Duarte, Administrator, Division of Health Care Financing & Policy, 1100 E.
Williams St. Suite 101, Carson City, Nevada 89701, PH: (775) 684-3677, Fax: (775) 687-3893
Coleen Lawrence, Medicaid Rx Services , (775) 684-3744

NEW MEXICO Cindy Wilson, State Medicaid Agency, (505) 827-6202, cynthiaO.Wilson@state.nm.us
Buffie Saavedra, NM Aging and Long Term Services Department, (505) 255-0971, X119 (personal line),
(505) 255-0971 (main line), Buffie.saavedra@state.nm.us

NEW YORK Medicaid, Kathy Kuhmerker, Director, NY State Medicaid Program,
klkO3@health.state.ny.us; Secretary: Laurie Arcuri, (518) 474-3018, Laa03@health.state.ny.us
Marilyn Desmond, Deputy Director, NY State Medicaid Program ,mwd01@health.state.ny.us
Secretary: Jan Rayball, (518) 473-7735, Jxr09@health.state.ny.us; EPIC — Elderly Pharmaceuticals
Insurance Coverage, Julie Naglieri, (518) 452-6828, jab15@health.state.ny.us

NORTH CAROLINA Debbie Pittard,NC Medicaid Agency,(919) 855-4015,Debbie.Pittard@ncmail.net

NORTH DAKOTA Brendan Joyce, Dept Human Services, (701) 328-4023, sojoyb@state.nd.us

OKLAHOMA Nancy Nesser, (405) 522-7325, NesserN@ohca.state.ok.us

OREGON Jane-ellen Weindanz, MMA Project Manager,(503) 645-6444,
Janeellen.A.Weidanz@state.or.us ; Tina Kitchin, MD, Medical Director, (503) 945-5812,
Tina.C.Kitchin@state.or.us

RHODE ISLAND John R. Young, Associate Director, Health Care Quality, Financing and Purchasing;
RI Department of Human Services ,(401) 462-3575, JYoung@dhs.ri.gov

SOUTH CAROLINA James Assey, (803) 898-2875, Asseyj@dhhs.state.sc.us

SOUTH DAKOTA Mark Peterson Dept of Social Services,(605) 773-3498, Mark.Petersen@state.sd.us

TENNESSEE Scott Pierce, (615) 741-0021 , Scott.Pierce@state.tn.us

TEXAS State School Pharmacies: Frank Genco, Manager, Policy Development and Oversight

Center for Policy and Innovation, Texas Department of Aging and Disability Services(512) 438-3215,
frank.genco@dads.state.tx.us ; State Hospitals: Sam Shore, Center for Policy and Innovation, Dept State
Health Services, 1100 W. 49", Austin, Tx 78756, (512) 458-7135, sam.shore@my2way.com

UTAH Don Hawley , (801) 538-6483, dhawley@utah.gov

WASHINGTON David Hanig, (360) 725-1322, HANIGDA@dshs.wa.gov
Carole McRae, (360) 725-1250, MCRAECA@dshs.wa.gov

WISCONSIN Cheryl Mcllquham , (608) 266-8922 , mcilgcj@dhfs.state.wi.us
WYOMING Roxanne Homar, Department of Health, (307) 777-6032, rhomar@state.wy.us
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OTHER CONTACT INFORMATION FOR MEDICARE PART D

INDIAN HEALTH SERVICE (IHS): Robert Pittman, (301) 443-1190, Robert.pittman@ihs.gov
Kitty Marx, (301) 443-6307, Kitty.marx@ihs.qgov
Elmer Brewster, (301) 443-2419, Elmer.brewster@ihs.gov

SOCIAL SECURITY ADMINISTRATION (SSA): Irene Saccoccio, (410) 966-4871,
Irene.C.Saccoccio@ssa.gov ; Dan Ferrel, Dan.Ferrell@ssa.qgov; Wes Davis,
Wes.Davis@ssa.qgov

CENTERS FOR MEDICARE AND MEDICAID SERVICES (CMS): Priya Helweg, Policy
Analyst, Office of External Affairs/Tribal Affairs, (410) 786-6128, priva.helweg@cms.hhs.gov;
Rodger N. Goodacre, 410-786-3209, rodger.goodacre@cms.hhs.gov;
Native American Contacts (NACs):
o Region | — Boston (Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island,
Vermont), Irv Rich, (617) 565-1247 / (617) 565-1083 fax / irvin.rich@cms.hhs.gov
o Region Il - New York (New Jersey, New York, Puerto Rico, Virgin Islands), Julie Rand, (212) 616 -
2433 / julie.rand@cms.hhs.gov
o Region lll — Philadelphia (Delaware, District of Columbia, Maryland, Pennsylvania, Virginia,
West Virginia), Tamara McCloy, (215) 861-4220 / (215) 861-4240 fax / tamara.mccloy@cms.hhs.gov
o Region IV — Atlanta (Alabama, North Carolina, South Carolina, Florida, Georgia, Kentucky, Mississippi,
Tennessee), Dianne P. Thornton, (404) 562-7464 / (404) 562-7481 fax, dianne.thornton@cms.hhs.gov
o Region V - Chicago (lllinois, Indiana, Michigan, Minnesota, Ohio, Wisconsin), Pam Carson, (312)
353-0108 / (312) 353-3866 fax, pamela.carson@cms.hhs.gov
o Region VI - Dallas (Arkansas, Louisiana, New Mexico, Oklahoma, Texas), Dorsey Sadongei, (214)
767-3570/ (214) 767-0270 fax / eudora.sadongei@cms.hhs.gov, Paula Hammond — (214) 767-8123
o Region VIl - Kansas City (lowa, Kansas, Missouri, Nebraska), Nancy Rios, (816) 426-6460 / 816-
235-7394 fax, Nancy.Rios@cms.hhs.gov
o Region VIII — Denver (Colorado, Montana, North Dakota, South Dakota, Utah, Wyoming),
Cynthia Gillaspie, (303) 844 — 4725 / (303) 844 — 7054 / cynthia.gillaspie@cms.hhs.gov
o Region IX - San Francisco (American Samoa, Arizona, California, Guam, Hawaii, Nevada, Northern
Mariana Islands), Rosie Norris, (415) 744-3611 / (415) 744-3771 fax, rosella.norris@cms.hhs.gov
o Region X -Seattle (Alaska, Idaho, Oregon, Washington), Ernie Kimball, (206) 615-2428 / (206) 615-
2363 fax / ernest.kimball@cms.hhs.gov

NATIONAL INDIAN HEALTH BOARD: Stacy Bolen, sbohlen@nihb.org
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