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Introduction
Are you looking to join the 44 million Americans who receive health insurance coverage from Medicare? While Medicare plays a huge and important role in the lives
of so many, all the overlapping coverage options can be confusing, making it diﬃcult to determine what plan is best for your health and your wallet. The information
in this guide will break down the ins and outs of all things Medicare, from who is
eligible to how to select a plan, what they cover and what they cost.

After Social Security, Americans view Medicare as the second most important of all
government programs and 91% of enrollees have had a positive experience with it.
Here, learn how to become one of those enrollees and how to make Medicare work
for you.
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What is Medicare and Who is Eligible?
Medicare is a national federal health insurance program in the United States. It was
created in 1966 and is run by the Centers for Medicare and Medicaid Services, a
federal agency that oversees a variety of healthcare and health insurance-related
programs. There are three categories of Americans who are eligible for Medicare:

People who are 65 years old or older
People who are under 65 who have received Social Security Disability Insurance
for at least 24 months
People of any age who have been diagnosed with End-Stage Renal Disease
(permanent kidney failure that requires either dialysis or a transplant)
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If you fall into the ﬁrst category, you are among the majority of Americans on
Medicare. To take full advantage of the program, it is best to enroll in the six months
surrounding your 65th birthday, from three months before to three months after. If
you wait until after this period has passed, enrollment becomes a bit trickier and
can be more expensive. Speaking of costs, the funding for Medicare comes from
three places:

Social security and Medicare taxes paid by American workers
Premiums paid by people with certain types of Medicare plans
The federal government budget

If you’re concerned about ﬁnding a physician who accepts Medicare, you don’t need
to worry: According to the Kaiser Family Foundation/Commonwealth Fund 2015
National Survey of Primary Care Providers, 93% of primary care physicians accept
Medicare insurance. The survey did note that only 72% are accepting new patients
with Medicare, but it is unlikely you will come across one who does not take the
insurance at all.
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How to Determine What Plan Is Right
For You
First oﬀ, the plan choice you make is not permanent. As you age your health care
needs will likely change, and it is possible to change your plan accordingly.
Medicare has a yearly open enrollment period, from October 15 to December 7, at
which time you can change your coverage for the following year, eﬀective January 1.

When choosing a plan, there are three key questions to consider:
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1. What Kinds of Services Do You Need?
Private health insurance plans typically cover a
wide swath of medical services and don’t
require selecting individual ones. However, with
Medicare, it is key to think about the services
you need or foresee using the most, as it can
have an impact on your out-of-pocket cost. Do
you require inpatient services in a hospital,
nursing facility, or hospice, or require professional home care? Or will you utilize mostly
outpatient services, like visits to the doctor and preventive services? Do you take
prescription drugs? Do you need vision, dental or hearing insurance as well? Start by
making a list of the services you need. Then as you read about the plans presented
in this guide, see which plan or combination of plans will cover all of your needs.

2. How Do You Want to Pay?
The amount of money you pay out of pocket for
things like doctor visits and hospital stays, and
whether or not there is a yearly limit on this
amount, varies from plan to plan on Medicare.
Here again, it’s important to think about the
types of services you foresee using and the
costs associated with those services. If you are
in relatively good health, for example, you
might choose a plan with lower premiums and
higher deductibles since you won’t be making
many trips to the doctor.
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3. Do You Have Other Coverage?
Even if you choose to enroll in Medicare, you
may still have other types of health insurance
or prescription drug coverage through an
employer or another federal health program.
If that’s the case, you need to consider how
the Medicare plan you select will work
alongside your existing coverage.

If you’re feeling overwhelmed by these questions,
don’t be! As you read the information in the pages
that follow, keep your answers to the questions in
mind—they will help you determine the plan that
will best support you physically, ﬁnancially, and
emotionally.
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A Guide to All the Medicare Plans
Medicare Part A
What it is:
The ﬁrst of two parts of what is known as Original Medicare, Medicare Part A is your
inpatient hospital insurance, meaning it helps pay your bills when you are admitted
to a hospital, hospice or a skilled nursing facility or you are receiving eligible skilled
home health care.

What it covers:
Given that the hospital accepts Medicare, Medicare Part A will cover all your care in a
hospital if you are admitted by a physician that says you need hospital care to treat
your illness or injury. This includes a semi-private room, meals, nursing, any drugs
you are prescribed, and other general hospital services and supplies.
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If you need care given in a skilled nursing facility, Medicare Part A will cover it if
your doctor has deemed it necessary and your condition is either a hospital-related
medical condition or one that began while you were already receiving care in
a skilled nursing facility. You also need to have a qualifying hospital stay, have days
left in your beneﬁt period, and get these services in a facility that is certiﬁed by
Medicare. Services you may receive in one of these facilities that are covered by
Medicare include, but are not limited to, a semi-private room, meals, nursing,
physical or occupational therapy, medications, medical supplies and ambulance
transportation.

To have your hospice care covered by Medicare Part A, you must be accepting
palliative care, not care to cure your illness, and your hospice doctor and regular
doctor must certify that you are terminally ill. This can include a variety of services,
such as doctors and nurses, medical equipment and supplies, prescription drugs,
physical therapy and grief and loss counseling for you and your family.

What it doesn’t cover:
If you’re in the hospital, Medicare Part A will not pay for a private room, a private
nurse or a phone and/or television in the room.

Once you start using your Medicare Part A hospice beneﬁts, any drugs or
treatments intended to cure your illness will not be covered. Unless it is arranged
by your hospice team, care from other hospice providers, ambulance transportation
and hospital inpatient or outpatient care will not be covered either.
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What it costs:
For any inpatient hospital care you receive under Medicare Part A, you will have to
pay a $1,364 deductible for each beneﬁt period (a beneﬁt period starts the day you
are admitted and ends after you haven’t received any inpatient care for 60
consecutive days). For the ﬁrst 60 days of your care, you’ll pay nothing beyond your
deductible. But for days 61 through 90, you’ll be charged an additional $341 per day.
Under Medicare Part A, you have 90 days in the hospital per beneﬁt period—if you
go beyond that, you will start using your 60 lifetime reserve days, during which you
will pay $682 per day out of pocket. If you use up those 60 reserve days, you will
need to pay all your hospital costs.

In a skilled nursing facility, Medicare Part A will cover all costs for the ﬁrst 20 days of
each beneﬁt period. For days 21 through 100, you will be asked to pay $170.50 per
day and will need to cover all costs for days 101 and beyond.

Under Medicare Part A, hospice care is completely covered. If you are taking
prescription drugs for pain relief or symptom management, there may be a copay of
no more than $5. You would also need to pay for room and board if you’re receiving
hospice care in a facility where you live, like a nursing home.
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Medicare Part B
What it is:
The second part of Original Medicare, Medicare Part B is your medical and
outpatient insurance, meaning it covers basic medical care like doctor
appointments, preventive care, outpatient care like X-rays and lab tests, and medical
equipment and supplies that are needed to treat or diagnose your condition.

What it covers:
Visits to the doctor to diagnose and treat illnesses (like the ﬂu) and the treatments
recommended for their care are covered by Medicare Part B, as are preventive
screenings for common diseases such as osteoporosis, heart disease, cancer,
diabetes, depression, and hepatitis. This is what Medicare Part B is most commonly
used for, though it covers a variety of other services as well. They include:

Your participation in a clinical research study
Emergency ground ambulance transportation
Medically necessary durable medical equipment including, but not limited to,
hospital beds, blood sugar monitors, walkers, crutches, oxygen equipment,
infusion pumps, and wheelchairs and scooters
Mental health services, including inpatient, outpatient, and partial hospitalization
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A second opinion from another doctor (who isn’t your primary doctor) prior to a
surgery, as long as the second doctor accepts Medicare
Limited prescription drugs—in most cases, drugs that need to be given in a
doctor’s oﬃce via injection or infusion, such as blood clotting factors, injectable
osteoporosis drugs and some antigens

What it doesn’t cover:
Medically necessary equipment is only covered if both your doctor and the supplier
of the equipment are enrolled in Medicare. For preventive services, Medicare Part B
covers the entire cost as long as your doctor or health care provider accepts
assignment, meaning that they agree to be paid directly by Medicare the amount
that Medicare approves for that particular service. This holds true for medical
equipment as well.

Medicare Part B does not pay for surgeries that are not medically necessary, such
as cosmetic procedures, nor does it pay for second opinions on those types of
surgeries.

Long term personal care, most dental care, eye exams related to prescription
glasses, hearing aids and exams, foot care, and acupuncture are not covered by
Medicare Part B.

To ﬁnd out if your screening, service or piece of equipment is covered by Medicare
Part B, go to medicare.gov/coverage and type it into the search bar.

13

Your Complete Guide to Medicare

What it costs:
Medicare Part B beneﬁciaries pay a monthly premium. If you receive beneﬁts from
Social Security, the Railroad Retirement Board or the Oﬃce of Personnel
Management, your monthly premium is automatically deducted from these
beneﬁts. Most people pay the standard premium amount, which is $135.50. If your
gross income is above a certain amount, you may pay slightly more. The yearly
deductible for Medicare Part B is $185. After the deductible is met, you are required
to pay 20% of the Medicare-approved amount for most Part B services, including
ambulance transportation, preventive services, medical equipment, and
prescription drugs covered by Part B.

If you choose to go with Original Medicare, all the services detailed under Medicare
Parts A and B will be paid for by Medicare. That means that you must choose
hospitals, doctors, and other providers that accept Medicare, which is over 90% of
doctors.
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Medicare Part C
What it is:
Also known as Medicare Advantage Plans, Medicare
Part C is an alternative to Original Medicare (Parts A
and B). The diﬀerence is that instead of being covered
by the federal government, you are on a plan that is
approved by Medicare but oﬀered by a private
insurance company.

What it covers:
Medicare Part C provides all of the coverage you
receive under Parts A and B, minus hospice care.
Because it is through a private insurance company, it
often includes additional services as well, such as
vision, hearing, and dental care, that are not covered
by Original Medicare.

There are diﬀerent types of Medicare Advantage
plans, with the two most popular being Health
Maintenance Organization (HMO) plans and Preferred
Provider Organization (PPO) plans. With an HMO plan,
you can no longer simply go to any physician that
accepts Medicare; the participating insurance
companies have provider networks, so you must go
to health care providers in the network in order to get
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the coverage, with the exceptions being emergency room, urgent care visits, and
renal dialysis. You are also required to select a primary care doctor in the network
who will refer you to any other in-network specialists you may need. The diﬀerence
with PPO plans is that you can receive covered services outside of the provider
network and don’t need a referral to see a specialist, but this can be costly.

What it doesn’t cover:
The services not covered by Medicare Part C are the same as those under Parts A
and B, with the exception of vision, hearing, and dental coverage which are often
including in your Part C plan.

What it costs:
If you choose Medicare Part C, you will still pay the $135.50 monthly premium for
Medicare Part B (though some providers may pay this for you) and there may also
be an additional premium from the private insurance company, depending on the
plan you choose. This additional premium is typically around $65 per month.

With an HMO plan, because you are only seeing physicians in the provider network,
your out-of-pocket costs tend to be lower than they would be on Original Medicare
or on a PPO plan, especially if you are on PPO and seeing doctors outside of the
network. The reason for this is that unlike with Original Medicare, the doctors you
see when you have a PPO plan do not have to accept your plan’s negotiated rates,
so if they choose to charge more you will have to pay the diﬀerence. The
deductibles, copayments and yearly out-of-pocket cost limits will vary from plan to
plan, since they are set by the private insurance companies, not by Medicare.

Your Complete Guide to Medicare

16

Medicare Part D
What it is:
Medicare Part D is your optional prescription drug
coverage. Oﬀered by private insurance companies, it
is available to anyone enrolled in Original Medicare.
Some Medicare Advantage Plans already have components that cover prescription drugs, but if yours
doesn’t, you may be eligible for Medicare Part D as
well.

What it covers:
Each Medicare drug plan will have its own list of covered drugs. However, each plan is required to have at
least two options in each therapeutic class of drugs,
though the company chooses which two drugs they
will cover. Medicare also requires that drug plans
cover almost all drugs in these classes: anti-psychotics, antidepressants, anti-convulsants, immunosuppressants, cancer, and HIV/AIDS drugs. In addition to
prescription drugs, Medicare Part D also covers most
prophylactic vaccines, insulin and diabetes supplies,
barbiturates and benzodiazepines.
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What it doesn’t cover:
If you are currently taking a speciﬁc drug, there is no
guarantee that your Medicare Part D will cover that
exact brand. However, in most cases, a similar drug
(either brand name or generic) should be available.
If you believe none of the drugs oﬀered by your plan
suit your needs, you can ask for an exception and the
insurance company may or may not decide to cover
the drug. Medicare Part D does not cover
over-the-counter medications, drugs for cosmetic
purposes, or drugs for colds, sexual dysfunction or
weight problems.

What it costs:
Medicare drug plans charge a monthly premium
which varies from plan to plan. You can ask your
insurance company to deduct your premium from
Social Security, just like your Medicare Part B
premium, which you would still be paying. Most drug
plans also have a yearly deductible, though there are
some that don’t. Deductibles vary by plan, though
Medicare currently sets the maximum at $415 per
year.
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After your deductible has been met, you would either pay a copayment (a set
amount) or coinsurance (a percentage of the cost) for each drug you need. These
costs are typically for a one-month supply of the drugs. Most insurance companies
place the drugs on their list into tiers, with the lowest tier being generic and the
highest being specialty, brand-name prescriptions. The lower the tier your drug is
in, the lower your copayment will be.

Most Medicare drug plans have what is called a coverage gap (also known as the
donut hole), which you would enter after you and your plan have combined to
spend a certain amount on drugs in a single year. In 2019, this amount is $3,820.
When you enter the coverage gap, you will pay 25% of the cost of your brand-name
drugs and 37% of the cost of your generic drugs, while federally funded discounts
cover the rest.

Once you’ve spent $5,100 in a single year, you get out of the coverage gap and
enter what is called catastrophic coverage. Under catastrophic coverage, you pay
a minimal copayment or coinsurance for the remainder of the year.
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How to Enroll in Medicare
You enroll in Medicare through the Social Security
Administration in one of three ways: Online at
socialsecurity.gov, in person at a local Social Security
oﬃce, or over the phone by calling Social Security on a
weekday between 7:00am and 7:00pm. Read on for more
information on when and how you should enroll.
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Parts A and B
If you are receiving beneﬁts from Social Security or from the Railroad Retirement Board for
at least four months before turning 65, you will
automatically be enrolled in Parts A and B
starting the ﬁrst day of the month of your 65th
birthday. If you are automatically enrolled, you
will get your red, white and blue Medicare
card in the mail three months before your 65th
birthday. If you aren’t receiving Social Security
at least four months before turning 65, you ﬁrst need to apply for Social Security and
then sign up for Parts A and B separately. If you are under 65 but have received
disability beneﬁts for 24 consecutive months, you will be automatically enrolled in
Parts A and B.

Parts C and D
Once you have Medicare Part A and/or Part B,
you can enroll in a Medicare Advantage Plan
(Part C) or a Medicare Prescription Drug Plan
(Part D). If you are newly eligible for Medicare
and approaching your 65th birthday, you can
sign up for Part C and/or Part D in the
seven-month period beginning three months
before your birthday month and stretching
through the three months after your birthday
month.
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If you choose not to enroll in Medicare Part A and only enroll in Part B during the
general enrollment period, you can sign up for a Prescription Drug Plan but not a
Medicare Advantage Plan.

After the initial enrollment period around your 65th birthday, there are two separate
enrollment periods in which you can make changes to your plans or enroll in new
ones:

October 15 – December 7:
During this period, you can change from Original Medicare to Medicare Advantage
or vice versa, change from one Medicare Advantage plan to another, join a drug
plan, switch drug plans, or completely drop your drug plan.

January 1 – March 31:
During this period, you can switch Medicare Advantage Plans or disenroll from
Medicare Advantage to return to Original Medicare with the option of joining a drug
plan.

Your Complete Guide to Medicare

22

Supplemental Insurance
In some cases, you may have, want or need supplemental insurance in addition to your
Medicare coverage. There are two ways you can go about this: enrolling in, or staying
enrolled in a regular private insurance plan completely separate from Medicare, or
enrolling in Medicare Supplement Insurance, also known as Medigap.

If you have other insurance…
When you have Medicare as well as another insurance policy, each time you require
care one of your policies will become the primary and one will become the
secondary. There are a number of factors that determine whether Medicare will be
the primary, including the source of your other policy (an employer, a spouse’s
employer), your age and a few other factors. Nevertheless, once the primary policy
is determined, that one will pay up to the limits of its coverage and then the
secondary would pay if there are costs the primary didn’t cover, though it would not
always cover the entire remaining balance.
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Medigap
What it is:
Also called Medicare Supplement Insurance, a
Medigap policy is sold by a private insurance
company and helps you pay for some of the costs
that Original Medicare doesn’t pay for, such as
coinsurance, copayments and deductibles. To
purchase a Medigap policy, you must already have
Medicare Parts A and B. Then when you receive
care, Original Medicare will pay for its share of the
costs and then Medigap will pay its share.

What it covers:
A Medigap policy only covers one person. It will
cover everything that is covered under Original
Medicare, plus emergency health care when you’re
traveling outside of the US.

What it doesn’t cover:
Unlike a Medicare Advantage Plan, Medigap does
not cover long-term care, vision or dental, hearing
aids, eyeglasses or private nurses. There are several
standardized Medigap plans, labeled A through N,
which provide beneﬁts for diﬀerent out-of-pocket
costs. The government requires each plan with the
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same letter to provide the same basic beneﬁts,
despite being sold through a private insurance
company. The only diﬀerence will be the cost, which
is determined by the insurance company.

What it costs:
Medigap plans have a monthly premium that you
would pay to the private insurance company, which
varies by company. For care outside the US, Medigap has a $250 yearly deductible, after which it will
pay 80% of the charges for medically necessary
emergency care.

How to enroll:
The best time to purchase a Medigap policy is in the
six months beginning on the ﬁrst day of the month in
which you turn 65, as long as you are enrolled in
Medicare Part B. After this period, it becomes more
diﬃcult and more expensive to enroll in Medigap
insurance. To enroll, you can ﬁnd Medigap policy
providers in your area through the Medicare.gov
website. From there, you can review the diﬀerent
types of beneﬁts oﬀered and determine which is
best for you before applying for the coverage.
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Financial Assistance
Medicaid
Medicaid is a joint federal and state program that provides ﬁnancial help for people
with limited income and resources. It also provides some services that Medicare
doesn’t cover, such as nursing home care. If you have Medicare (either Original
Medicare or a Medicare Advantage Plan) and Medicaid, most of your health care
costs will likely be covered. As a general rule, Medicaid only pays for services after
Medicare, Medigap, and/or a supplemental insurance plan has paid.

Each state has diﬀerent rules about eligibility for and applying for Medicaid and you
would need to contact your state Medicaid program to see if you qualify and learn
how to apply. In some states, you can “spend down” in order to qualify for Medicare
if your income is too high and these processes vary from state to state as well.
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Medicare Savings Programs
Medicare Savings Programs are state-run
programs that help you pay your
Medicare premiums, and in some cases
may also oﬀer funds toward Medicare
Part A, coinsurance, copayments and
deductibles. There are four diﬀerent kinds:

Qualiﬁed Medicare Beneﬁciary Program
Speciﬁed Low-Income Medicare
Beneﬁciary Program
Qualifying Individual Program
Qualiﬁed Disabled and Working
Individuals Program

Each of these programs has diﬀerent
requirements for income and resources in
order to qualify. Call your state Medicaid
program for more information.

PACE
PACE, which stands for Programs of
All-Inclusive Care for the Elderly, is a
Medicare and Medicaid program that helps
pay for care people would otherwise need
to get in a nursing home or other
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care facility. With PACE, you would get a team to provide your care in your home, in
your community or at a PACE center. It provides all the care and services covered by
Medicare and Medicaid, including, but not limited to, adult day primary care,
hospital care, lab services, social services, occupational and physical therapy,
prescription drugs, and transportation to the PACE center for care.

To get PACE, you can have Medicare, Medicaid or both. You must be 55 or older,
live in the service area of a PACE organization, need a nursing home level of care
and be able to live safely in your community with help from PACE. PACE is only
oﬀered in these 30 states:

Alabama

Arkansas

California

Colorado

Delaware

Florida

Indiana

Iowa

Kansas

Louisiana

Maryland

Massachusetts

Michigan

Nebraska

New Jersey

New Mexico

New York

North Carolina

North Dakota

Ohio

Oklahoma

Oregon

Pennsylvania

Rhode Island

South Carolina

Tennessee

Texas

Virginia

Washington

Wisconsin

Wyoming
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Need More Information?
The information in this guide is meant to serve as a general overview of Medicare
that will better prepare you for choosing coverage. For more speciﬁc information on
what is available in your state and if your speciﬁc health care needs are covered,
head to Medicare.gov.

Text written by: Alyssa Sybertz
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