
 

SHIP National Technical Assistance Center: 877-839-2675 | www.shiptacenter.org | info@shiptacenter.org 
SMP National Resource Center: 877-808-2468 | www.smpresource.org | info@smpresource.org 

© 2021 Medicare Rights Center | www.medicareinteractive.org |The Medicare Rights Center is the author of portions of 
the content in these materials but is not responsible for any content not authored by the Medicare Rights Center. 

 

Page 1 of 10 

 Medicare Minute Teaching Materials — July 2021 
Troubleshooting Medicare Coverage Problems 

 
1. How can I learn about Medicare coverage rules?  
You do not need to know all of Medicare’s coverage rules, but there are two main rules to keep in mind. The 
first is that Medicare covers medically necessary care. The second is that Medicare excludes some services from 
coverage (see question 5), such as most dental services. Before getting a service, check to make sure Medicare 
covers it and if there are any steps you must take to receive it. If Original Medicare or your Medicare 
Advantage Plan will not cover a service, it is sometimes because you did not follow coverage rules or because 
you do not meet certain criteria for coverage (see questions 2 and 3).  
  
To learn about Original Medicare’s coverage of a needed service, call 1-800-MEDICARE or visit 
www.medicare.gov, and read the relevant sections of your Medicare & You handbook, and/or speak with your 
provider. You can also find detailed information about Medicare coverage in the Medicare Benefit Policy 
Manual from the Centers for Medicare & Medicaid Services (CMS). Representatives from your State Health 
Insurance Assistance Program (SHIP) can assist in helping you understand the guidance in this manual. Contact 
information for your SHIP is on the last page of this document. If your provider does not think Medicare will 
cover your care because it is not medically necessary, they should give you a notice called an Advance 
Beneficiary Notice. To receive the care, you must sign the Advance Beneficiary Notice to accept responsibility 
for paying for the service if Medicare denies payment. If Medicare denies payment, you can appeal to ask 
Medicare to reconsider their decision.    
  
To learn about how your Medicare Advantage Plan covers a needed service, call your plan, read your plan’s 
benefits handbook, and/or speak with your provider.   
  
2. What are some common Original Medicare coverage problems?  
Coverage issues are frequently the result of Medicare coverage rules or criteria that were not met. These are 
examples of some problems you may experience.  
  

• You did not meet the criteria for Medicare coverage of your skilled nursing facility (SNF) 
stay. You may experience a coverage denial if you do not meet all the criteria for Original Medicare 
coverage of SNF care. Original Medicare may help pay for SNF care if  

o You need skilled nursing care seven days a week or skilled therapy services at least five days a 
week  

o You were formally admitted as a hospital inpatient for at least three days in a row. You must 
enter a Medicare-certified SNF within 30 days of leaving the hospital   

o You have Medicare Part A before you are discharged from the hospital  
o You need care that can only be provided in a SNF  

  
If you do not meet these criteria, Medicare may not cover your SNF stay. One common problem is that 
people do not meet the three-day qualifying hospital stay requirement because they were not an inpatient 
for the entire time they were in the hospital. When you are hospitalized, you can be either an inpatient or 
an outpatient. If you receive observation services, you are considered an outpatient. Observation services 
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include short-term treatment and assessment of whether you should be admitted as an inpatient. They 
can involve an overnight or longer stay, leading you to believe that you are an inpatient. As a result, you 
can be in the hospital for three days before a SNF stay but not meet the criteria for Medicare coverage 
because you were not an inpatient. Therefore, it is important to speak with your attending physician at 
the hospital to learn what your status is. Note if you are receiving certain outpatient services, notably 
“observation care,” hospitals are required to provide you with a Medicare Outpatient Observation Notice 
(MOON), informing you that you are receiving observation services and are not an inpatient of the 
hospital. Even if you are in the hospital for three days before you go to a SNF, it is possible that your 
SNF stay will not be covered if you were not an inpatient for the entire three days.   
 
Another problem that can arise with the coverage of SNF care is if the treatment you need is not usually 
considered skilled care. To qualify as skilled care, treatment must be so inherently complex that it can be 
safely and effectively performed only by (or under the supervision of) professional personnel, such as a 
registered nurse or physical therapist. If the care you need could be safely and effectively performed by 
someone other than a nurse or therapist, it would not usually qualify as skilled care. Note, however, that 
a service that is normally considered nonskilled may be considered skilled care depending on your total 
condition. Certain medical complications in a patient’s condition may mean that a normally nonskilled 
service for them does require the skills, knowledge, and judgment of a qualified professional. In these 
cases, the complications and required skilled care must be documented by physician’s orders. If you are 
denied SNF care because your treatment is normally considered unskilled, but your doctor has ordered 
them performed by skilled personnel because of your total condition, you can appeal and refer to these 
aspects of the skilled care criteria. Refer to CMS’s Medicare Benefit Policy Manual for more 
information on inherent complexity and total condition. 

   
• You did not meet the criteria for coverage of a preventive service. Many preventive services are 

covered 100% by Medicare, meaning you do not pay anything out of pocket. However, you must also 
meet the coverage criteria. For example, Medicare covers a bone mass measurement every two years if 
you are an estrogen-deficient woman, have spinal abnormalities that were shown on an x-ray, have 
received daily steroid treatments for more than three months, have hyperparathyroidism, or take an 
osteoporosis drug. If you do not meet the criteria, or if you get a bone mass measurement more than 
once every two years, Medicare will likely deny coverage of your bone mass measurement.   

  
For more information about Medicare coverage of preventive screenings, visit www.medicare.gov and 
use the search tool to look up the screening you want to receive. Note that you may have to pay out of 
pocket if you receive a diagnostic service during your preventive screening. If you go to the doctor for a 
preventive screening and later receive a bill, it may be because your doctor also performed a diagnostic 
service while you were there. A diagnostic service addresses symptoms or conditions that you already 
have. Contact your doctor if you have questions about bills you receive for any preventive screenings.   

  
• Your provider did not submit needed paperwork, or you did not use the correct medical 

equipment supplier. Original Medicare has specific rules about how it covers durable medical 
equipment (DME). DME includes items that can be used more than once, are expected to last three years 
or more, are designed to help a medical condition, and are suitable for use in the home. DME includes 
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items such as power wheelchairs and oxygen equipment. Depending on the type of DME you are 
prescribed, your provider may have to submit specific paperwork before Medicare will cover it. You 
should also be sure to get your DME from a Medicare-approved supplier who accepts assignment. 
Contact 1-800-MEDICARE or visit www.medicare.gov/supplier to find a Medicare-approved supplier 
in your area.   

  
If Medicare denies coverage of your DME, read your denial notice to learn more and contact your 
provider for assistance. Your provider may be familiar with Medicare coverage rules and able to help 
you troubleshoot why your equipment was denied.   

  
3. What are some common Medicare Advantage Plan coverage problems?  
Medicare Advantage Plans must cover all the same services as Original Medicare, but they can have different 
rules and restrictions. The best way to learn about your plan’s rules is to contact your plan directly. These are 
examples of some problems you may experience.    
  

• You received services out-of-network. If you see an out-of-network provider, your Medicare 
Advantage Plan may not pay for some or all of your care, leaving you to pay the full cost out of pocket. 
To avoid higher out-of-pocket costs, call your provider before you see them to learn if they are in-
network.   

o Exception: Medicare Advantage Plans will cover out-of-network care if it is an emergency or 
urgent situation. If your plan denies coverage of emergency care because you were out of 
network, you can appeal. You should get your provider’s support to provide medical 
documentation showing that you needed emergency services.   

  
• Your plan requires a referral to see a specialist. Some plans require that you get a referral from your 

primary care physician before you see a specialist. If you do not get a referral, your plan may deny 
payment for your visit to the specialist. To avoid this problem, speak with your primary care physician 
and/or contact your plan before you see a specialist.   

  
4. What are some common Part D coverage problems?  
These are some common reasons why your Part D plan would deny coverage.   

• Your prescribed drug has coverage restrictions. Coverage restrictions, also known as utilization 
management tools, are rules that you have to follow before your plan will cover your drug. There are 
three main types of coverage restrictions: prior authorization, step therapy, and quantity limits.    

o Prior authorization means that you must get approval from your Part D plan before the plan 
will pay for the drug. Your provider is often a part of this process and can provide the 
documentation needed to prove that the medication is medically necessary.     

o Step therapy means that your plan requires you to try a cheaper version of your drug before it 
will cover the more expensive one.  

o Quantity limits restrict the quantity of a drug you can get per prescription fill, such as 30 pills of 
Drug X per month.  
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To resolve coverage problems at the pharmacy, contact your plan to learn about any restrictions on the drugs 
you take. If there are, you can either meet the restriction criteria or seek an exception. For example, if you learn 
that your plan requires prior authorization for a drug, you can ask your provider to contact the plan for 
authorization before prescribing you the drug, or pursue an appeal arguing that the prior authorization 
requirement ought not apply to you because of your particular medical circumstances. 
  

• Your prescribed drug is not on your plan’s formulary. Each drug plan has a formulary, or list or 
covered drugs. If you are prescribed a drug that is not on your plan’s formulary, you will have to pay the 
full cost. If you think your plan should cover the drug, you can appeal to the plan.   

 
If you try to fill a prescription at the pharmacy and the pharmacist tells you that your plan will not pay for your 
prescription drug, the pharmacist should give you a notice titled Medicare Prescription Drug Coverage and 
Your Rights. First, call your plan to find out the reason it is not covering your drug. Your plan may deny 
coverage because your drug is not on its formulary, or because a coverage restriction imposes requirements you 
must meet before you can get your drug. Once you know why your drug was not covered at the pharmacy, 
speak to your prescribing physician or other provider about your options. For example, you may be able to try a 
comparable drug that is on the formulary. If switching to another drug is not an option, you can choose to 
appeal. Your provider may appeal on your behalf or help you with the appeal process but is not required to do 
so. Before starting the appeal process, you need to file an exception request (a formal coverage request) with 
your plan. Contact your plan to learn how to file an exception request. You will need a doctor’s letter of support 
for your exception request. 
  

• You were prescribed a drug for an off-label use. If your doctor prescribes a medication on your 
plan’s formulary for a reason other than the use approved by the Food and Drug Administration, your 
plan will likely not cover the drug unless it is a chemotherapy agent.  

 
You can appeal to your plan to cover the drug for an off-label use, but these requests are rarely successful 
because CMS defines a Part D drug as one that is prescribed for an approved use. The legal argument 
supporting this type of appeal is complicated and you may want to speak to a legal aid attorney if you wish to 
pursue it. You can strengthen these kinds of appeals by referring to a favorable mention in the drug 
compendia of your same off-label use of the prescribed drug. Drug compendia are summaries of drug 
information that are compiled by experts who have reviewed clinical data on drugs. Not everyone can access 
drug compendia records, so you will likely need assistance from your provider or pharmacist.  
 
Alternatively, you can ask your provider if there is an on-label medication that may work for you or whether 
they have samples that they can give you. You may also seek financial assistance for paying for a non-covered 
medication out of pocket through manufacturer discount programs or charitable organizations.  
 
5. What are Medicare’s excluded products and services?  
There are certain services that Original Medicare never covers. These services include, but are not limited to:  

• Alternative medicine, including experimental procedures and treatments, and most acupuncture and 
chiropractic services 

• Most care received outside of the U.S.  
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• Cosmetic surgery, unless it is needed to improve the function of a malformed part of the body  
• Most dental care, except in very limited circumstances, such as if you have oral cancer and need dental 

services in order to receive radiation treatment 
• Hearing aids, or the examinations for prescribing or fitting hearing aids, except for implants to treat 

severe hearing loss in some cases  
• Personal care or custodial care such as help with bathing, unless you are receiving skilled home care  
• Nursing home care, except in a skilled nursing facility if you are eligible  
• Housekeeping services, such as shopping, meal preparation, and cleaning, unless you are receiving 

hospice care or as incidental to covered home health care 
• Non-medical services, such as a private hospital room (unless medically necessary), or copies of x-rays  
• Routine foot care  
• Most vision care, including eyeglasses (except when following cataract surgery) and examinations for 

prescribing eyeglasses  
• Care that Medicare determines is not medically necessary and reasonable   

  
Some Medicare Advantage Plans may cover some of these services. Coverage can be limited, though, so check 
with your plan to make sure you understand the coverage rules. For example, a Medicare Advantage Plan may 
cover a general teeth cleaning twice a year, but may not offer coverage for dentures.    
  
6. What is a Medicare Summary Notice (MSN)?  
The Medicare Summary Notice (MSN) is a summary of health care services and items you have received during 
the previous three months. The MSN is not a bill. The contractor that processes your claims for Medicare will 
send you the MSN, so it may have the name and address of a private company on it. MSNs are usually mailed 
four times a year (quarterly) and contain information about charges billed to Medicare, the amount that 
Medicare paid, and the amount you are responsible for. Note that you may receive additional MSNs if you 
receive reimbursement for a bill you paid. 
 
It is important to know that if you have not received health care services during a particular quarter, you will not 
receive an MSN. If you have received services but have not received an MSN, call 1-800-MEDICARE or 
access your MSN online by creating or logging into your secure Medicare account 
at www.medicare.gov/account (however, you should still request a paper copy for your records). 
 
In addition to the health care services you received in a given quarter, your MSN lists: 

• The amount providers billed Medicare for those services (Note: The “Amount Charged” field does not 
show your costs.) 

• The amount Medicare paid providers for each service 
• The amount you may need to pay directly to providers (indicated in the “You May Be Billed” field). 

Note that you will receive a bill from providers and do not need to pay anything until you have received 
a bill. 

• Any non-covered charges. This field shows the portion of charges for services that are denied or 
excluded (never covered) by Medicare. A $0.00 in this field means that there were no denied or 
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excluded services. A charge in this field means you are responsible for paying it. Look to the 
explanatory notes that explain the reason for any denials on your MSN. If you disagree with a non-
covered charge, you should file an appeal. For assistance with filing an appeal, you should contact your 
local State Health Insurance Assistance Program (SHIP). Contact information for your SHIP is on the 
last page of this document.   

 
In many instances, Medicare forwards your MSN to your secondary insurer, which may help with some or all of 
the remaining costs. Try to save your MSNs. You might need them in the future to prove that payment was 
made if a provider’s billing department makes a mistake or if you claimed a medical deduction on your taxes. If 
you have lost your MSN or you need a duplicate copy, call 1-800-MEDICARE or go to your account 
on www.medicare.gov. For more assistance reading and understanding MSNs, you can view this instructional 
video or this helpful tip sheet, both created by the Senior Medicare Patrol (SMP). Contact information for your 
SMP is listed on the last page of this document. 
 
7. What is an Explanation of Benefits (EOB)?  
An Explanation of Benefits (EOB) is the notice that your Medicare Advantage Plan or Part D prescription drug 
plan typically sends you after you receive medical services or items. You only receive an EOB if you have 
Medicare Advantage or Part D. An EOB is not the same as a Medicare Summary Notice (see question 1). It is 
also important to remember that an EOB is not a bill. EOBs are usually mailed once per month. Some plans 
give you the option of accessing your EOB online. Your EOB is a summary of the services and items you have 
received and how much you may owe for them. It tells you how much your provider billed, the approved 
amount your plan will pay, and how much you have to pay to the provider. 
 
While all EOBs provide the same information, the layout and other specifics may vary by plan. If your EOB 
shows that an item or service is not being covered, look for a section that includes notes, comments, footnotes, 
or remarks to find out the reason why. You may have to look on the next page to find this information.  
 
Contact your plan if you have any questions about you EOB. You should also contact your plan for more 
information if any of your services or items were not covered. You may decide to file an appeal, depending on 
what your plan tells you. For assistance with filing an appeal, you should contact your local State Health 
Insurance Assistance Program (SHIP). Contact information for your SHIP is on the last page of this document.   
 
Try to save your EOBs. You might need them in the future to prove that certain costs have been covered/paid 
for. For instance, you may need old EOBs if a provider’s billing department makes a mistake or if you claimed 
a medical deduction on your taxes. 
 
8. I have supplemental or secondary insurance. Will my MSN statement show the amount I owe after my 
other insurer has paid?  
The amount shown on your MSN is the amount you owe after Medicare has made its payments. If you have 
secondary insurance, such as a Medigap, Medicaid, or other insurance that pays after Medicare pays, Medicare 
or your doctor may have already submitted the remaining bill to your other insurance, especially if you have a 
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Medigap plan. Check the notes on your MSN because they may indicate if a claim has already been sent to 
another insurer. If not, you may need to submit a claim yourself. Call your secondary insurance plan to learn 
what (if any) steps you need to take and speak with your provider to ensure that they have your most up-to-date 
insurance information.  
 
9. Why is there a difference between the amount my provider billed and the amount the provider is paid 
by Medicare?  
If you have Original Medicare, Medicare has set an amount that a provider or supplier is paid for a particular 
service or item. This is called the Medicare-approved amount. Medicare will pay the provider a percentage of 
the Medicare-approved amount (80% for most Part B-covered services). Medicare does not base its payment on 
the amount charged by the provider. The coinsurance (20% for most Part B-covered services) is based on the 
Medicare-approved amount, not your provider’s actual charge for the service. Your MSN will state the 
maximum amount the provider can bill you in the column labeled “maximum you may be billed.”  
 
If you have a Medicare Advantage Plan, your plan may have set an approved amount for the service in 
question. The approved amount is the fee that a health insurance plan and provider or supplier agree upon for a 
particular service or item. Your EOB will show the amount the provider may bill you in the “Your Share” 
column. If you follow your plan’s rules and use providers in the plan’s network, you will typically only owe a 
coinsurance (percentage of the plan’s rate) or a set copayment.   
 
If you have a Part D plan, your EOB will only list what the plan has paid for a prescription, what you paid for 
that prescription at the pharmacy, and any other payments made by programs or organizations. It will also list 
your total out-of-pocket costs for prescription drugs for the year, as well as your Part D coverage phase 
(deductible, initial coverage, coverage gap, or catastrophic coverage). If you are unclear about any of these 
charges, or why your drug costs change from one month to the next, contact your plan. Your out-of-pocket costs 
for drugs may change depending on your coverage phase.   
 
10. What is a notice of creditable coverage?  
If you are enrolled in a prescription drug plan through your or your spouse’s current or former employer, you 
should receive a notice from your employer or plan of each year, informing you if your drug coverage is 
creditable. Creditable means that the coverage is as good as or better than the standard Medicare prescription 
drug benefit. This notice is important because maintaining enrollment in creditable drug coverage means you 
will not incur a late enrollment penalty (LEP) for delaying Part D enrollment. Additionally, having creditable 
coverage means that if you learn that you are going to lose such coverage and you want Part D coverage, you 
will have a two-month Special Enrollment Period (SEP) to enroll in a Part D plan. Keep these notices of 
creditable coverage each year. If you decide to enroll in a Part D plan in the future, you may need these notices 
as proof that you had creditable coverage and should not have a late enrollment penalty.    
 
11. When should I contact Medicare for assistance? 
It may be helpful to contact Medicare to: 

• Learn about coverage rules 
• Ask questions about your MSN 
• Check the status of Medicare Part A or B claims 
• Find forms for filing a Medicare appeal or to let someone speak with Medicare on your behalf 
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• Comparing costs and coverage of Medicare Advantage and Part D plans in your area 
• Enroll in a Part D plan 
• Find health care providers and suppliers in your area that participate in Medicare 
• Learn about Medigaps in your area 
• Request a replacement Medicare card 

 
Note that you can either call 1-800-MEDICARE or go to www.medicare.gov. On its website, Medicare has 
some helpful tools to learn about plans and providers: 

• Plan Finder: Compare Medicare Advantage or Part D plans in your area 
• Physician Compare: Find health care providers in your area that participate in Medicare 
• Home Health Care Compare: Find a Medicare-certified home health agency in your area  
• Durable Medical Equipment Cost Compare: Find medical equipment and suppliers 

 
12. When should I contact the Social Security Administration (SSA)? 
It may be helpful to contact SSA to: 

• Enroll in Medicare Part A and B 
• Correct issues with your Medicare Part A or B effective dates 
• Request a replacement Medicare card (using your online my Social Security account) 
• Appeal an income-related monthly adjustment (IRMAA) decision, for people who pay a higher Part B or 

D premium because their income is over a certain amount 
• Apply for Extra Help, which is a federal program that helps people with limited income and assets 

afford their Medicare prescription drug costs 
• Report a change of address or phone number 

 
You can call SSA at 800-772-1213.   
 
13. Who should I contact about problems with the quality of my care? 
Contact your Beneficiary and Family Centered Care—Quality Improvement Organization (BFCC-QIO) with 
complaints about the quality of your care. You can find your BFCC-QIO by visiting 
www.qioprogram.org/contact. A staff member can help you access and complete the quality-of-care complaint 
form. These complaints can be about a physician, inpatient hospital, hospital outpatient department, hospital 
emergency room, skilled nursing facility, home health agency, or ambulatory surgery center. Examples of 
qualify of care complaints may be if you:  

• Received unnecessary or inappropriate surgery or treatment 
• Experienced prescription drug errors 
• Did not receive treatment after your condition changed 
• Were discharged from a facility too soon or without complete discharge instructions/arrangements 

 
14. Who should I contact if I think it is not just a coverage issue, but I may be experiencing Medicare 
fraud, errors, or abuse? 
First, contact your provider or plan to check if they made a billing error. If there was no error and you believe 
you are experiencing fraud or abuse, call your local Senior Medicare Patrol (SMP). SMPs empower and assist 
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Medicare beneficiaries, their families, and caregivers to prevent, detect, and report health care fraud, errors, and 
abuse. You can find your SMP by calling 877-808-2468 or visiting www.smpresource.org. You can also call the 
Inspector General’s Medicare fraud helpline at 800-HHS-TIPS (800-447-8477 to report Medicare fraud. 
 
15. Who can I contact for additional Medicare counseling? 
If you need personalized counseling around your Medicare, you can call your State Health Insurance Assistance 
Program (SHIP). SHIP counselors specialize in trusted, unbiased, and individualized Medicare counseling 
around these issues. SHIP counselors are especially knowledgeable on aspects of your coverage that are specific 
to your state. For example, you may contact your SHIP to learn about Medigap enrollment rules, to compare the 
costs of various Medigaps, to compare Medicare Advantage Plans and Part D plans available in your area, or for 
assistance applying to cost-assistance programs. Contact information for your SHIP is on the last page of this 
document.   
 
SHIP Case study 
William needs a medical consultation for a possible knee injury. William wants to see an orthopedic specialist 
but does not know of any in his area. He is not sure how much he’ll have to pay for a consultation with this type 
of specialist, and he would like to know around how much it will cost before he goes. He has Original Medicare 
but has been unable to find his Medicare card for a few months. 
 
What should William do? 

• William can either call 1-800-MEDICARE or use the online Physician Compare tool to find an 
orthopedic doctor in his area who participates in Medicare. He should call that doctor’s office to confirm 
the doctor is a participating provider and to make an appointment.  

• William can call 1-800-MEDICARE to request a replacement Medicare card.  
o If the card has not arrived in time for his appointment, his doctor’s office may be able to look up 

his Medicare number online. William may additionally log into (or create) his secure Medicare 
account and print a new official copy of his Medicare card. He can also log into (or create) his 
my Social Security account to request a replacement card be mailed to him. 

• William can call 1-800-MEDICARE, read his Medicare & You handbook, or go to www.medicare.gov 
to learn about coverage rules and cost-sharing around the service he is about to receive. 

• If William ever needs additional assistance or counseling throughout this process, he can call his SHIP. 
o If William does not know the number of his SHIP, he can call 877-839-2675 or visit 

www.shiphelp.org.  
• When William receives his next MSN in the mail, he should read it thoroughly to ensure it accurately 

reflects the care he received. 
o If there are billing errors, he should call his provider to have them corrected. 
o If Medicare denied covering the service, he has the right to appeal the decision. He should read 

the notice for information on why it was denied and call 1-800-MEDICARE if he needs 
additional information. For assistance with an appeal, he can contact his SHIP. 

o If after contacting his provider and Medicare William believes he is experiencing fraud, he can 
contact his SMP for help reporting the incident.  
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SMP Case study 
Cassidy has Original Medicare. She recently received a surprise visit from a person who claimed to work for an 
insurance company that sells Medicare Advantage Plans. He told her about various services and items the 
company offers, like free rides to the grocery store and knee braces. He offered her these products and services 
for no cost in exchange for her Medicare number. Cassidy took his business card and said she would think about 
it. 
 
What should Cassidy do? 

• Cassidy can contact her Senior Medicare Patrol (SMP) for help.  
o If Cassidy doesn’t know how to contact her SMP, she can call 877-808-2468 or visit 

www.smpresource.org. 
• The SMP can tell Cassidy about Medicare marketing violations and enrollment fraud, errors, and abuse. 

o Unsolicited home visits are a marketing violation. If Cassidy did not request an appointment, or 
have a prior relationship with the insurance company then the home visit is likely to be a 
marketing violation. 

o Also, some people may try stealing Medicare information to fraudulently bill Medicare. If the 
person who visited Cassidy lied about working for an insurance company, he could be trying to 
steal her Medicare information, resulting in medical identity theft. 

• The SMP can encourage Cassidy to continue exercising caution when asked for her Medicare number, 
especially when it is requested in exchange for free products or services.  

• Cassidy should make sure she speaks with her doctor before getting any medical equipment, like a knee 
brace.  

• Cassidy should also look at her coverage options carefully before changing plans. She can call her State 
Health Insurance Assistance Program (SHIP) for counseling around the differences between Original 
Medicare and Medicare Advantage and for help deciding if switching plans is in her best interest. 

• The SMP can help Cassidy report this incident to the proper organization or authorities. 

 

 

Local SHIP Contact Information  Local SMP Contact Information  
SHIP toll-free:  SMP toll-free:  
SHIP email:  SMP email:  
SHIP website:  SMP website:  
 
To find a SHIP in another state:  
Call 877-839-2675 or visit www.shiphelp.org.  

To find an SMP in another state:  
Call 877-808-2468 or visit www.smpresource.org.  
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