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	How to use this guide
Read Chapters 1-4 first. If you are still working, go directly to Chapters 8-10 before enrolling in anything. Then compare Chapters 13-16 and complete the worksheets in Chapter 26.



CHAPTER 1
Medicare in One Page
The big picture before we get into the details.
	
	



Medicare is federal health insurance. It primarily serves people age 65 and older, but some people qualify earlier because of disability, End-Stage Renal Disease (ESRD), or ALS. Medicare is individual coverage: spouses do not enroll together under one family contract.
The four parts of Medicare
	Part
	Common name
	What it generally helps cover

	Part A
	Hospital Insurance
	Inpatient hospital care, limited skilled nursing facility care, hospice, and certain home health services.

	Part B
	Medical Insurance
	Doctors, outpatient care, preventive services, durable medical equipment, therapy, ambulance services, and other medical services.

	Part C
	Medicare Advantage
	A private-plan alternative for receiving Part A and Part B benefits; most plans also include Part D.

	Part D
	Drug Coverage
	Outpatient prescription drugs through a private Medicare-approved plan.



Two main ways to receive coverage
	Path 1: Original Medicare
	Path 2: Medicare Advantage

	Part A + Part B through the federal government
	Part A + Part B services delivered through a private Medicare-approved plan

	Usually add a stand-alone Part D plan
	Most plans include Part D

	May add Medigap to reduce Original Medicare cost sharing
	Cannot use Medigap to pay Medicare Advantage cost sharing

	Broad access to providers that accept Medicare nationwide
	Usually uses a local or regional network and plan rules

	No annual out-of-pocket maximum for Part A and Part B by themselves
	Has an annual limit for Medicare-covered Part A and Part B services



	
	The most important idea
Medicare is not one decision. First decide when to enroll in Part A and Part B. Then decide how you will receive health coverage and drug coverage. These decisions are related, but they are not the same decision.



Official reference: Medicare.gov - Parts of Medicare
CHAPTER 2
Who Qualifies for Medicare
Age, disability, kidney disease, ALS, citizenship, and work history.
	
	



Eligibility at age 65
Most people first become eligible for Medicare at age 65. U.S. citizens generally meet the citizenship requirement. Certain noncitizens may qualify based on lawful status and U.S. residency rules; a lawfully admitted noncitizen who is buying Part B generally must have lived in the United States for at least five years. Eligibility and premium-free Part A are separate questions.
Eligibility before age 65
Disability benefits. Many people become eligible after receiving qualifying Social Security Disability Insurance or certain Railroad Retirement Board disability benefits for the required waiting period.
ALS. People with Amyotrophic Lateral Sclerosis generally receive Medicare when disability benefits begin, without the usual 24-month Medicare waiting period.
ESRD. People with permanent kidney failure requiring dialysis or a kidney transplant may qualify under special rules.
Premium-free Part A and work credits
Most people do not pay a Part A premium because they or a spouse worked and paid Medicare taxes for about 10 years (40 quarters). Some people qualify on a current, deceased, or divorced spouse’s record. Spousal and divorced-spouse rules can be detailed, so Social Security should confirm eligibility.
	2026 work history
	2026 monthly Part A premium

	Generally 40 or more quarters
	$0 for most people

	Generally 30-39 quarters
	$311

	Generally fewer than 30 quarters
	$565



	
	Do not assume you are ineligible because you did not work 10 years
You may qualify for premium-free Part A using a spouse’s record. If you do not qualify for premium-free Part A, you may still be able to buy Part A and Part B, subject to eligibility and enrollment rules.



Official reference: Medicare.gov - What Medicare costs
Official reference: Social Security - Medicare
CHAPTER 3
Your Turning-65 Timeline
A practical countdown from six months before your birthday through your first annual review.
	
	



	When
	What to do

	6 months before 65
	Identify current insurance, employer size, HSA contributions, retirement date, doctors, hospitals, prescriptions, pharmacies, and travel needs.

	4-5 months before 65
	Ask the employer benefits administrator how coverage coordinates with Medicare and whether drug coverage is creditable. Request written answers.

	3 months before 65
	Your Initial Enrollment Period usually begins. Enroll in Part A and Part B if appropriate. Begin comparing Medigap, Part D, and Medicare Advantage options.

	Birthday month
	Confirm effective dates, cards, premium payment, providers, pharmacies, and any plan-required primary care selection.

	First 30 days
	Create online Medicare and Social Security accounts, verify claims and Explanation of Benefits notices, and schedule appropriate preventive care.

	Every September
	Watch for Annual Notice of Change and Evidence of Coverage documents from plans.

	Oct. 15-Dec. 7
	Review health and drug coverage for the next year. Make changes when needed.



Your seven-month Initial Enrollment Period
For most people, the Initial Enrollment Period begins three months before the month they turn 65, includes the birthday month, and ends three months after it. If your birthday is on the first day of a month, Medicare generally treats you as reaching age 65 in the previous month for coverage timing.
	
	Best practice
When you need Medicare to begin the first day of your birthday month, apply during the three months before your birthday month. Waiting can delay Part B and create problems with supplemental coverage.



Official reference: Medicare.gov - When coverage starts
CHAPTER 4
How to Enroll in Part A and Part B
Social Security handles Medicare enrollment; Medicare manages coverage after enrollment.
	
	



Automatic enrollment versus active enrollment
Some people are enrolled automatically because they are already receiving Social Security or Railroad Retirement Board benefits before age 65. Others must actively enroll. Do not assume a Medicare card will arrive automatically.
Ways to enroll
1.  Online. Use Social Security’s Medicare enrollment process. Online enrollment is often the fastest method.
2.  By phone. Call Social Security at 1-800-772-1213. Wait times and appointment availability can vary.
3.  Through a Social Security office. Appointments may be required. Keep copies of every form and confirmation.
If you delayed Part B because of active employer coverage
People using the Special Enrollment Period based on current employment coverage commonly submit Form CMS-40B (Application for Enrollment in Medicare Part B) and Form CMS-L564 (Request for Employment Information), or use Social Security’s online Special Enrollment Period process. The employer form documents current employment and group health coverage.
After you enroll
☐  Confirm the effective date for Part A and Part B.
☐  Review the Medicare card for spelling and effective-date errors.
☐  Protect your Medicare Beneficiary Identifier (MBI).
☐  Set up a Medicare.gov account.
☐  Decide how you will receive health and drug coverage before your effective date.
☐  Arrange payment for Part B and any Part D IRMAA if not deducted from Social Security.
	
	Keep proof
Save screenshots, confirmation numbers, forms, fax confirmations, employer letters, and coverage notices. These records can be important if an effective date or penalty is disputed.



Official reference: Social Security - Sign up for Medicare
CHAPTER 5
Understanding Medicare Part A
Hospital insurance, benefit periods, skilled nursing, hospice, and home health.
	
	



What Part A generally covers
Inpatient hospital care after a formal inpatient admission.
Critical access hospital and inpatient rehabilitation care when coverage rules are met.
Limited skilled nursing facility care after a qualifying inpatient hospital stay and when skilled care criteria are met.
Hospice care for a terminal illness when eligibility and election requirements are met.
Certain home health services when Medicare requirements are met.
The benefit period matters
The Part A hospital deductible is not simply “once per year.” A benefit period begins the day you are admitted as an inpatient to a hospital or skilled nursing facility. It ends after you have not received inpatient hospital or skilled nursing facility care for 60 days in a row. A new benefit period can mean a new deductible.
	2026 Part A cost sharing under Original Medicare
	Amount

	Inpatient hospital deductible for each benefit period
	$1,736

	Hospital days 1-60 in a benefit period
	$0 daily coinsurance after deductible

	Hospital days 61-90
	$434 per day

	Lifetime reserve days
	$868 per day

	Skilled nursing facility days 1-20
	$0 daily coinsurance

	Skilled nursing facility days 21-100
	$217 per day

	After covered days are exhausted
	You pay all costs unless other coverage applies



Observation status versus inpatient status
A hospital stay can feel like an admission even when you are classified as an outpatient under observation. Classification can affect Part A billing and whether a stay counts toward the qualifying hospital stay for skilled nursing facility coverage under Original Medicare. Ask the hospital whether you are formally admitted as an inpatient.
Skilled nursing is not long-term custodial care
Medicare’s skilled nursing benefit is designed for short-term skilled care and rehabilitation, not indefinite help with activities of daily living. Medicare generally does not cover long-term custodial nursing-home care when that is the only care needed.
	
	Hospital bills may involve both Part A and Part B
The facility portion of an inpatient stay may be billed under Part A, while physicians, anesthesiologists, radiologists, and other professionals may bill under Part B.



Official reference: CMS - 2026 Part A and Part B costs
CHAPTER 6
Understanding Medicare Part B
Doctors, outpatient services, preventive care, equipment, therapy, and the 20% gap.
	
	



What Part B generally covers
Physician and specialist services.
Outpatient hospital services and outpatient surgery.
Preventive screenings and vaccines when coverage requirements are met.
Ambulance services when Medicare coverage criteria are met.
Durable medical equipment such as certain walkers, wheelchairs, oxygen equipment, and hospital beds.
Physical, occupational, and speech-language therapy when medically necessary.
Mental health services.
Certain home health services and limited outpatient prescription drugs administered in a medical setting.
2026 Part B costs under Original Medicare
	Cost
	2026 amount / rule

	Standard monthly premium
	$202.90 for most people; higher for some based on income

	Annual deductible
	$283

	Coinsurance for many covered services
	Usually 20% of the Medicare-approved amount after the deductible

	Annual out-of-pocket maximum
	None under Original Medicare by itself



Assignment and excess charges
A provider who accepts Medicare assignment agrees to accept the Medicare-approved amount as full payment for covered services. A nonparticipating provider may accept assignment on a case-by-case basis and, where permitted, may charge up to the limiting charge. Some Medigap plans cover Part B excess charges; many do not. Providers who opt out of Medicare generally use private contracts, except in limited emergency or urgent situations.
Wellness visit versus routine physical
Medicare covers a “Welcome to Medicare” preventive visit during the first 12 months of Part B and a yearly wellness visit after that. These visits focus on prevention and planning. A routine head-to-toe physical is not the same benefit and may not be covered. Additional tests or problem-oriented services performed during the same visit may create cost sharing.
	
	Do not assume every Part B service costs 20%
Some preventive services and covered clinical laboratory tests may have no cost sharing when requirements are met. Other services can have different rules. Ask the provider how a service will be billed.



Official reference: Medicare.gov - Yearly wellness visits
Official reference: Medicare.gov - What Part B covers
CHAPTER 7
Medicare Costs and IRMAA
Why higher-income beneficiaries may pay more for Part B and Part D.
	
	



What IRMAA means
IRMAA stands for Income-Related Monthly Adjustment Amount. It is an additional amount paid by some higher-income beneficiaries for Part B and Part D. Social Security generally uses modified adjusted gross income from the tax return two years before the premium year. For 2026 premiums, the usual lookback year is 2024.
	2024 MAGI - individual
	2024 MAGI - joint
	2026 total Part B premium
	2026 Part D IRMAA

	$109,000 or less
	$218,000 or less
	$202.90
	$0.00

	$109,001-$137,000
	$218,001-$274,000
	$284.10
	$14.50

	$137,001-$171,000
	$274,001-$342,000
	$405.80
	$37.50

	$171,001-$205,000
	$342,001-$410,000
	$527.50
	$60.40

	$205,001-under $500,000
	$410,001-under $750,000
	$649.20
	$83.30

	$500,000 or more
	$750,000 or more
	$689.90
	$91.00



Separate rules apply to married individuals who lived with a spouse during the tax year but filed separate returns. Part D IRMAA is paid in addition to the plan premium and is generally paid to Medicare, not to the drug plan.
When income has fallen
If a qualifying life-changing event reduced income, you may ask Social Security to use more recent income information. Examples include marriage, divorce or annulment, death of a spouse, work stoppage or reduction, loss of income-producing property because of circumstances beyond your control, loss of pension income, and certain employer settlement payments. Form SSA-44 is commonly used.
	
	Retirement does not automatically remove IRMAA
Because of the two-year tax lookback, a new retiree may need to request a new determination. If income remains above a threshold or the event does not qualify, IRMAA may still apply.



Official reference: CMS - 2026 IRMAA tables
Official reference: Social Security - Request to lower IRMAA
CHAPTER 8
Working Past 65
Employer size, current employment, spouse coverage, and who pays first.
	
	



The employer-size rule for people age 65 or older
	Situation
	Who usually pays first
	Practical enrollment issue

	Coverage based on current employment; employer generally has 20 or more employees
	Employer group plan first; Medicare second
	You may be able to delay Part B without penalty if the coverage qualifies. Compare cost and benefits before deciding.

	Coverage based on current employment; employer generally has fewer than 20 employees
	Medicare first; employer plan second
	Enroll in Part A and Part B when first eligible unless the plan administrator gives reliable written guidance that a different rule applies.

	Retiree coverage or COBRA
	Medicare usually first
	These are not current-employment coverage for the Part B Special Enrollment Period.



Employer-size calculations can be more complicated than the number of employees visible at one location. Multi-employer plans, affiliated companies, seasonal employees, and plan arrangements may change the answer. The benefits administrator should confirm the Medicare Secondary Payer status in writing.
Questions to ask the employer
☐  Is my coverage based on my or my spouse’s current active employment?
☐  For Medicare Secondary Payer purposes, does the group treat Medicare as primary or secondary?
☐  How many employees are counted under the applicable Medicare rules?
☐  Is prescription drug coverage creditable for Part D? Please provide the annual written notice.
☐  Will enrolling in Part A, Part B, or Part D affect coverage for my spouse or dependents?
☐  Can I drop the employer plan when Medicare begins, and what documentation is required?
☐  What is my total employee premium, deductible, maximum out-of-pocket, and employer HSA contribution?
Disability Medicare and the 100-employee rule
For a person under 65 who has Medicare because of disability, the coordination threshold is generally 100 employees rather than 20. A large group health plan generally pays first when the employer meets the applicable rule; Medicare generally pays first when it does not. Confirm the exact situation with the benefits administrator and Medicare.
	
	Never enroll in a second plan assuming it will erase the employer deductible
When an employer plan pays first and Medicare is secondary, Medicare does not automatically pay every deductible or copayment left by the employer plan. Coordination depends on what Medicare covers, Medicare’s allowed amounts, network rules, and the order of payment.



Official reference: Medicare.gov - Who pays first
CHAPTER 9
HSAs and Medicare
The six-month retroactive Part A issue can create tax problems.
	
	



The core rule
You may use money already in an HSA after Medicare begins, but you generally cannot make or receive HSA contributions for months you are enrolled in any part of Medicare. Employer contributions count as contributions too.
Retroactive Part A
When someone enrolls in premium-free Part A after age 65, Part A can be retroactive for up to six months, but not earlier than the first month of Medicare eligibility. Applying for Social Security retirement benefits after 65 can also trigger retroactive Part A. Contributions made for retroactive Medicare months can become excess HSA contributions.
	
	Conservative planning rule
A person who is over 65, plans to enroll in premium-free Part A, and wants to avoid excess HSA contributions should generally stop HSA contributions at least six months before applying for Medicare or Social Security. Confirm the exact contribution limit and timing with a tax professional.



HSA checklist
☐  Confirm the intended Medicare application date.
☐  Determine whether premium-free Part A will be retroactive.
☐  Include employer HSA contributions in the calculation.
☐  Prorate the annual contribution limit correctly.
☐  Do not confuse using HSA funds with contributing new funds.
☐  Ask a tax professional how to correct an excess contribution before the tax deadline.
Official reference: Medicare.gov - When coverage starts
Official reference: Social Security - When to sign up
CHAPTER 10
COBRA, Retiree Coverage, Marketplace, and Other Insurance
Not all “other coverage” protects you from Medicare penalties or gaps.
	
	



COBRA
COBRA can continue an employer plan after employment or dependent eligibility ends, but it is generally not coverage based on current employment for the Part B Special Enrollment Period. If you are eligible for Medicare because of age or disability, Medicare generally pays first and COBRA may pay only after Medicare. Delaying Part B because you have COBRA can create a coverage gap and a Part B penalty.
COBRA prescription coverage may be creditable for Part D. This is different from the Part B rule. Keep the written creditable-coverage notice. If the COBRA drug coverage is creditable, it may protect you from a Part D penalty while it remains in force.
Retiree coverage
Retiree coverage usually pays after Medicare. Many retiree plans require Part A and Part B. Some include valuable drug coverage; others coordinate with a specific Medicare Advantage or group Medicare plan. Enrolling in outside drug coverage can sometimes cause the retiree to lose medical and drug benefits for themselves or dependents. Confirm before changing anything.
Marketplace coverage
Marketplace coverage is not a substitute for timely Medicare enrollment for most people who are eligible for premium-free Part A. Premium tax credits generally end when a person becomes eligible for premium-free Part A. Coordinate termination of Marketplace coverage with the Medicare effective date so there is no overlap or gap.
VA, TRICARE, CHAMPVA, FEHB, and Indian Health Service
VA benefits. VA coverage and Medicare are separate systems. Medicare can provide access to non-VA providers. VA drug coverage is generally creditable for Part D, but using a Part D plan can be useful for non-VA pharmacies.
TRICARE For Life. Most beneficiaries must have Part A and Part B to keep TRICARE For Life. Special rules apply to active-duty families.
CHAMPVA. Part A and Part B are generally required when eligible to keep CHAMPVA, subject to program rules.
FEHB / PSHB. Coordination depends on whether coverage is based on current federal employment or retirement. Postal retirees may have specific Part B requirements.
Indian Health Service. IHS eligibility does not replace Medicare enrollment. IHS, tribal, and urban Indian health programs can coordinate with Medicare and Part D.
	
	One sentence can save a benefit
Before joining any Medicare Advantage or Part D plan, ask the employer, union, retirement system, VA/TRICARE/CHAMPVA administrator, or other program whether enrollment will change or terminate existing coverage for you or your family.



Official reference: Medicare.gov - COBRA coverage
CHAPTER 11
What Original Medicare Does Not Cover
Coverage gaps are why most people add other protection.
	
	



Original Medicare covers a great deal, but it does not cover every service and does not set an annual out-of-pocket maximum for Part A and Part B. Common gaps include:
Most routine dental care, dentures, and dental implants.
Routine eye exams for eyeglasses and most routine eyeglasses or contact lenses.
Hearing aids and routine exams for fitting hearing aids.
Routine physical exams, although Medicare covers specific preventive and wellness benefits.
Long-term custodial care in a nursing home, assisted living facility, or at home.
Most health care outside the United States, except limited situations.
Most outpatient prescription drugs unless you have Part D or other drug coverage.
Services that are not medically necessary or do not meet Medicare coverage rules.
Care from providers who have opted out of Medicare, except limited emergency or urgent situations.
The unlimited-exposure issue
Original Medicare by itself does not have an annual out-of-pocket ceiling for Part A and Part B. Repeated benefit periods, extended hospital care, Part B coinsurance, and high-cost outpatient services can create significant expenses. Most beneficiaries use Medigap, employer/retiree coverage, Medicaid, or Medicare Advantage to manage this exposure.
Official reference: Medicare.gov - What is not covered
CHAPTER 12
Your Two Main Coverage Paths
Build on Original Medicare or receive benefits through Medicare Advantage.
	
	



Path 1: Original Medicare + optional Medigap + Part D
1.  Enroll in Part A and Part B.
2.  Choose a Medigap policy if desired and eligible.
3.  Choose a stand-alone Part D plan unless you have other creditable drug coverage.
4.  Consider separate dental, vision, hearing, travel, cancer, hospital indemnity, or long-term care coverage based on need.
Path 2: Medicare Advantage
1.  Enroll in Part A and Part B and continue paying the Part B premium.
2.  Join a Medicare Advantage plan offered in your service area.
3.  Use the plan’s network and coverage rules. Most plans include Part D.
4.  Review the plan every year because benefits, networks, formularies, and costs can change.
	
	There is no universally “best” path
A healthy person may prefer the predictability and flexibility of Medigap. A person with serious conditions may prefer Medigap but be unable to afford long-term premiums. A frequent domestic traveler may value Original Medicare provider access. A budget-conscious person may prefer Medicare Advantage. The right answer is personal and should be tested against actual providers, prescriptions, and finances.



CHAPTER 13
Medicare Supplement Insurance (Medigap)
Standardized benefits, timing, underwriting, pricing, and portability.
	
	



What Medigap does
Medigap is private insurance that works with Original Medicare. Medicare pays its share first, and the Medigap policy pays according to the standardized benefits of the selected letter plan. Medigap generally does not include outpatient prescription drug coverage, routine dental, routine vision, hearing aids, or long-term care.
Standardized letter plans
In most states, Medigap policies are standardized as Plans A, B, C, D, F, G, K, L, M, and N. Massachusetts, Minnesota, and Wisconsin standardize policies differently. The same letter plan includes the same basic medical benefits regardless of the company, but premiums, discounts, rate history, underwriting, customer service, household rules, and extra non-insurance programs can differ.
	Common plan
	General consumer description

	Plan G
	Broad standardized coverage for Medicare-approved Part A and Part B cost sharing; the beneficiary pays the annual Part B deductible.

	Plan N
	Lower premium may be available in exchange for office and emergency-room copayments and no coverage for Part B excess charges.

	High-Deductible Plan G
	Lower premium; beneficiary pays Medicare-covered cost sharing up to the annual high-deductible amount before the policy pays covered benefits.

	Plans K and L
	Pay percentages of certain gaps and include an annual Medigap out-of-pocket limit.

	Plans C and F
	Not available to people newly eligible for Medicare on or after January 1, 2020; availability depends on original Medicare eligibility date.



2026 Medigap amounts
High-Deductible Plan G deductible: $2,950.
Plan K out-of-pocket limit: $8,000, plus the annual Part B deductible as applicable.
Plan L out-of-pocket limit: $4,000, plus the annual Part B deductible as applicable.
The six-month Medigap Open Enrollment Period
Federal law gives a one-time six-month Medigap Open Enrollment Period beginning the first month you have Part B and are age 65 or older. During this period, a company cannot deny a Medigap policy because of health conditions. After this period, medical underwriting may apply unless you have a guaranteed issue right or broader state protection.
Guaranteed issue rights
Federal guaranteed issue rights apply in specific situations, such as certain loss-of-coverage events, plan terminations, moves out of a Medicare Advantage service area, trial rights, or company failures. The exact letter plans available, proof required, and application deadlines matter. State law can provide additional rights.
How Medigap premiums are priced
Attained-age. Premiums generally rise as you get older, in addition to carrier rate increases.
Issue-age. Premium is based on age when the policy is purchased, but carrier rate increases can still occur.
Community-rated. The same base rate applies regardless of age, though discounts and other rating factors can change the price.
Pre-existing conditions and waiting periods
During the federal Medigap Open Enrollment Period, an insurer cannot refuse to sell an available policy because of health. In limited situations, a policy may delay coverage of costs related to a pre-existing condition for up to six months. Prior creditable coverage can reduce or eliminate the waiting period. Ask for the rule in writing before replacing other coverage.
Medicare SELECT and provider access
Most Medigap policies do not use a provider network: they coordinate when Original Medicare approves the service. Medicare SELECT is different and may require certain hospitals or providers for full benefits except in emergencies. A permanent move outside the SELECT service area can create specific switching rights.
Premium discounts and rate history
Compare more than the starting premium. Ask about household discounts, electronic-payment discounts, tobacco rating, age increases, recent carrier rate increases, closed blocks of business, and whether a discount can end. A low first-year price is not always the lowest long-term cost.
Moving to another state
A standard Medigap policy can generally be kept when you move as long as you remain in Original Medicare. Premiums may change based on the new residence, and Medicare SELECT policies have service-area rules. Buying a different policy after a move may require underwriting unless a guaranteed issue or state right applies.
	
	Do not cancel the old policy too early
When switching Medigap policies, use the 30-day “free look” period appropriately and confirm the new policy is issued and active before canceling the old policy. You may temporarily pay both premiums.



Official reference: Medicare.gov - Medigap basics
Official reference: Medicare.gov - Compare Medigap benefits
CHAPTER 14
Medicare Drug Coverage (Part D)
Formularies, pharmacies, deductibles, the $2,100 cap, and penalties.
	
	



How to get Part D
Join a stand-alone Medicare Prescription Drug Plan when using Original Medicare.
Join a Medicare Advantage plan that includes drug coverage.
Keep other creditable drug coverage, such as certain employer, union, VA, TRICARE, or retiree coverage, when appropriate.
Every plan is different
Part D plans have formularies, tiers, pharmacy networks, preferred pharmacies, utilization-management rules, and cost sharing. A low premium does not always mean the lowest total annual cost. The best plan for one person can be expensive for another person because the prescription list is different.
	2026 Part D item
	2026 rule / amount

	Maximum standard deductible
	$615; a plan may charge less or apply the deductible only to certain tiers

	Annual out-of-pocket threshold for covered Part D drugs
	$2,100

	Cost after reaching the threshold
	$0 for covered Part D drugs for the rest of the calendar year

	National base beneficiary premium used for penalty calculation
	$38.99



What counts toward the $2,100 threshold
The cap applies to covered Part D drugs and certain payments that count as true out-of-pocket spending. A drug that is not on the formulary generally will not count unless the plan approves coverage through an exception or appeal. Premiums do not count toward the threshold.
Medicare Prescription Payment Plan
Every Part D plan offers a voluntary payment option that can spread out-of-pocket costs for covered drugs across the calendar year. It changes the timing of payments, not the total cost, and it does not reduce the plan premium. It may be helpful when high drug costs occur early in the year.
Creditable coverage and the late penalty
After the Initial Enrollment Period, going 63 days or more without Part D or other creditable drug coverage can trigger a lifetime penalty. The monthly penalty is generally 1% of the national base beneficiary premium multiplied by the number of full uncovered months, rounded to the nearest $0.10. For example, 12 uncovered months in 2026 would be approximately $4.70 per month, not $470.
Extra Help
Extra Help assists people with limited income and resources with Part D premiums and cost sharing. Some people qualify automatically through Medicaid, a Medicare Savings Program, or Supplemental Security Income; others apply through Social Security. Extra Help also removes the Part D late penalty while the person receives Extra Help.
	
	Run the prescriptions every year
A plan that was best last year may not be best next year. Review exact drug name, dosage, quantity, frequency, pharmacy, mail-order preference, formulary status, prior authorization, step therapy, and total annual cost.



Official reference: Medicare.gov - Part D costs
CHAPTER 15
Medicare Advantage (Part C)
Private plans, networks, maximum out-of-pocket limits, and extra benefits.
	
	



How Medicare Advantage works
Medicare Advantage plans are offered by private insurance companies approved by Medicare. You must have Part A and Part B and continue paying the Part B premium. The plan provides Part A and Part B benefits, and most plans include Part D. Plans may offer extra benefits that Original Medicare does not cover.
Common plan types
	Type
	How it generally works

	HMO
	Usually requires network providers except emergencies and urgent care; referrals may be required depending on the plan.

	PPO
	Offers in-network and out-of-network benefits, usually with higher costs out of network; providers must be willing to accept the plan.

	PFFS
	The plan determines payment terms; providers may decide whether to accept the plan’s terms unless they have a contract.

	SNP
	Special Needs Plans serve people with certain chronic conditions, institutional status, or Medicare and Medicaid eligibility.

	MSA
	High-deductible Medicare Advantage coverage paired with a plan-funded medical savings account; drug coverage is obtained separately.



Costs and maximum out-of-pocket protection
Plans can charge a premium, deductible, copayments, and coinsurance. Some plans have a $0 plan premium, but the beneficiary still pays the Part B premium. Each plan has an annual maximum out-of-pocket limit for Medicare-covered Part A and Part B services. Prescription drug spending follows the separate Part D rules and is not included in the medical maximum.
Networks and prior authorization
A plan’s provider directory is a starting point, not a guarantee. Verify doctors, facilities, medical groups, and health systems directly with the provider and plan. Prior authorization may be required for certain services. Ask how referrals, out-of-network care, durable medical equipment, rehabilitation, skilled nursing, home health, and specialty drugs are handled.
Extra benefits
Plans may offer dental, vision, hearing, fitness, over-the-counter allowances, transportation, meals, in-home support, telehealth, or other benefits. Eligibility, frequency, networks, reimbursement procedures, maximum allowances, and covered services vary. Extra benefits should be evaluated after core medical and drug coverage, not before.
Changing plans
Medicare Advantage plans can usually be changed during the annual Open Enrollment Period, the Medicare Advantage Open Enrollment Period for existing members, and Special Enrollment Periods. No medical underwriting is used to join another Medicare Advantage plan. However, returning to Original Medicare does not guarantee that a Medigap company will accept you unless a protected right applies. You must maintain Part A and Part B and continue paying the Part B premium; stopping Part B generally causes disenrollment and can create a coverage gap and future penalty.
Official reference: Medicare.gov - Compare Original Medicare and Medicare Advantage
CHAPTER 16
Original Medicare + Medigap vs. Medicare Advantage
A balanced comparison using the factors that matter most.
	
	



	Factor
	Original Medicare + Medigap + Part D
	Medicare Advantage

	Monthly cost
	Part B + Medigap + Part D premiums; possibly dental/vision coverage
	Part B + plan premium, if any; cost sharing as services are used

	Provider access
	Any provider nationwide who accepts Medicare; Medigap generally follows Medicare
	Network and service-area rules; PPO out-of-network benefits may be available

	Medical bills
	Usually more predictable with comprehensive Medigap coverage
	Copayments/coinsurance until the medical maximum out of pocket

	Prior authorization
	Original Medicare generally has less prior authorization, though certain programs and services have rules
	Plan may require prior authorization for selected services

	Drug coverage
	Separate Part D plan
	Usually integrated Part D

	Extra benefits
	Usually purchased separately
	May include dental, vision, hearing, fitness, OTC, and other benefits

	Annual changes
	Medigap benefits are standardized; premiums can rise. Part D changes annually.
	Medical, drug, network, and extra benefits can change annually

	Switching later
	Changing Medigap may require underwriting
	Can change MA plans during eligible periods; getting Medigap later may require underwriting

	Travel in U.S.
	Broad access where providers accept Medicare
	Emergency/urgent care nationwide; routine care depends on plan and network

	Foreign travel
	Original Medicare is limited; certain Medigap plans cover emergency care within plan limits
	Generally limited; some plans add worldwide emergency/urgent coverage



A five-question decision test
1.  Doctors. Are your current and likely future doctors, hospitals, and specialists accessible under the option?
2.  Drugs. Are prescriptions covered at an affordable total annual cost?
3.  Budget. Can you afford premiums now and after future increases? Could you afford copayments during a high-use year?
4.  Flexibility. How important are nationwide provider access and fewer network restrictions?
5.  Future insurability. If you choose Medicare Advantage first, what are your realistic rights to buy Medigap later?
	
	Do not choose solely from today’s health
Health can change, but so can finances. Consider both a high-medical-use year and a low-medical-use year. Compare five-year and long-term affordability, not just the first month’s premium.



CHAPTER 17
Doctors, Hospitals, Networks, and Prior Authorization
How to verify access before you enroll.
	
	



For Original Medicare
Ask whether the provider accepts Medicare and whether the provider accepts assignment.
Verify the facility and every important professional group, not just the physician.
Ask whether a doctor has opted out of Medicare or uses private contracts.
Confirm that a Medigap SELECT policy does not impose a hospital network that affects you.
For Medicare Advantage
Search the plan directory and call the provider using the exact plan name and contract/PBP when possible.
Verify the doctor, hospital, medical group, laboratory, imaging center, durable medical equipment supplier, and preferred skilled nursing facilities.
Ask whether the provider is accepting new patients under that plan.
Confirm referral requirements and prior authorization rules for ongoing treatment.
For PPOs, ask whether out-of-network providers are willing to bill and accept the plan.
For complex conditions
People receiving cancer treatment, dialysis, transplant care, infusions, home health, oxygen, specialty drugs, behavioral health treatment, or frequent rehabilitation should verify the entire care pathway. A hospital can be in network while an anesthesiology, radiology, pathology, or rehabilitation group is not.
	
	Document the verification
Write down the date, representative, confirmation number, exact plan name, and what was verified. Directories can change and errors occur. Reconfirm close to the effective date and before nonemergency treatment.



CHAPTER 18
Prescription Review and Pharmacy Strategy
A disciplined drug review can save more than choosing the lowest premium.
	
	



Information needed for an accurate review
☐  Exact drug name, including brand or generic.
☐  Strength and dosage form.
☐  Quantity filled each time.
☐  How often it is filled.
☐  Preferred local pharmacies.
☐  Willingness to use mail order.
☐  Insulin and diabetic supplies.
☐  Part B drugs administered in a medical office or infusion center.
☐  Specialty pharmacy requirements.
☐  Any manufacturer assistance or state pharmacy assistance.
Look beyond formulary status
Tier. Higher tiers often have higher copayments or coinsurance.
Deductible. Some tiers may be covered before the deductible, while others are not.
Prior authorization. The prescriber may need plan approval before the drug is covered.
Step therapy. The plan may require another drug first.
Quantity limits. The plan may limit the amount covered per fill or period.
Pharmacy status. Preferred pharmacies can have lower costs than standard network pharmacies.
Formulary exception. A prescriber may request coverage of a nonformulary drug or a lower tier when criteria are met.
Part B versus Part D drugs
Some drugs are covered under Part B because they are administered in a medical setting or used with covered durable medical equipment. Others are covered under Part D. The same medication can sometimes be billed differently depending on how and where it is administered. Verify which benefit applies, because deductibles, coinsurance, prior authorization, and out-of-pocket tracking differ.
	
	Never remove a drug because “the client can pay cash” without understanding the impact
Cash purchases usually do not count toward the Part D out-of-pocket threshold unless processed under plan rules. A lower cash price may help in the moment but can affect annual calculations and appeals. Compare carefully.



CHAPTER 19
Dental, Vision, Hearing, Travel, and Long-Term Care
Important benefits that sit outside the core Medicare decision.
	
	



Dental
Original Medicare generally does not cover routine dental care, although Medicare may cover certain dental services that are inextricably linked to the success of a covered medical service. Medicare Advantage dental benefits vary widely. Review provider networks, annual maximums, waiting periods, frequency limits, coinsurance, and whether major services and implants are covered.
Vision
Original Medicare generally does not cover routine refraction or eyeglasses, with limited exceptions such as one pair after cataract surgery with an intraocular lens. Medicare covers medically necessary eye care for conditions such as glaucoma risk, diabetes-related eye disease, macular degeneration treatment, and other covered diagnoses when criteria are met.
Hearing
Original Medicare generally does not cover hearing aids or routine fitting exams. Medicare Advantage hearing benefits may use selected vendors, technology levels, copayments, and frequency limits. Compare the actual hearing-aid model and provider access, not just the stated allowance.
Travel within the United States
Original Medicare generally works nationwide with providers who accept Medicare. Medicare Advantage covers emergency and urgent care nationwide, but routine care depends on network and plan rules. Snowbirds should verify both home and seasonal providers, pharmacies, dialysis access, and follow-up care.
Travel outside the United States
Original Medicare generally does not cover care outside the United States except limited situations. Certain Medigap plans cover 80% of qualifying foreign-travel emergency care after a deductible and within timing and lifetime limits. Medicare Advantage plans generally do not cover routine foreign care, though some add worldwide emergency or urgent benefits. Separate travel medical coverage may still be appropriate.
Long-term care
Medicare is not long-term care insurance. It does not generally pay for ongoing custodial help with bathing, dressing, eating, transferring, toileting, supervision, or room and board in assisted living or a nursing home when skilled care is not required. Long-term care may be funded through personal assets, long-term care insurance, hybrid life/long-term care products, veterans benefits, Medicaid eligibility, or other planning strategies.
	
	Do not let an extra benefit decide the medical plan
A dental allowance is valuable only if the services, providers, limits, and reimbursement rules fit your needs. First compare medical access, drug coverage, financial exposure, and long-term strategy.



Official reference: Medicare.gov - Foreign travel comparison
CHAPTER 20
Enrollment Periods and When You Can Change Coverage
The similar names are confusing; the rules are different.
	
	



	Period
	Dates / timing
	What it generally allows

	Initial Enrollment Period for Part A and Part B
	7 months around age 65
	Enroll in Part A and/or Part B. Coverage timing depends on the month of enrollment.

	General Enrollment Period
	January 1-March 31
	Enroll in Part B and premium-Part A if you missed earlier opportunities; coverage starts the month after enrollment. Penalties may apply.

	Part B Special Enrollment Period - active employment coverage
	While covered by current employment and for 8 months after employment or coverage ends, whichever occurs first
	Enroll in Part B without a late penalty when requirements are met.

	Medicare Open Enrollment / Annual Election Period
	October 15-December 7
	Join, switch, or drop Medicare Advantage or Part D for January 1.

	Medicare Advantage Open Enrollment Period
	January 1-March 31 for people already in Medicare Advantage
	Make one change to another Medicare Advantage plan or return to Original Medicare and join Part D.

	Special Enrollment Period for plans
	Varies by event
	May allow changes after moving, losing coverage, gaining Medicaid/Extra Help, plan termination, institutionalization, or other qualifying events.

	Medigap Open Enrollment Period
	One-time 6 months beginning with Part B at age 65 or older
	Buy any available Medigap policy without medical underwriting under federal law.



Open Enrollment does not mean Medigap open enrollment
The October 15-December 7 period is for Medicare Advantage and Part D. It does not create a nationwide right to buy or switch Medigap without underwriting. Some states have additional Medigap opportunities, but the federal six-month Medigap Open Enrollment Period is generally one time.
Moving
Moving outside a Medicare Advantage or Part D service area generally creates a Special Enrollment Period. Moving may also create specific federal Medigap guaranteed issue rights when a Medicare Advantage plan ends because of the move. Deadlines and available letter plans matter. Keep proof of the old address, new address, plan termination, and move date.
Official reference: Medicare.gov - Joining a plan
CHAPTER 21
Avoiding Late Enrollment Penalties
Part A, Part B, and Part D use different calculations.
	
	



	Penalty
	General rule
	How long it lasts

	Premium Part A
	If you must buy Part A and enroll late, premium may increase 10%.
	Usually twice the number of years you delayed.

	Part B
	10% of the standard Part B premium for each full 12-month period you could have had Part B but did not, unless an exception applies.
	Generally for as long as you have Part B.

	Part D
	1% of the national base beneficiary premium for each full uncovered month after a gap of 63 days or more without creditable coverage.
	Generally for as long as you have Part D; amount can change annually.



Part B example
A person who delayed Part B for two full years without a protected Special Enrollment Period would generally pay a 20% penalty. Using the 2026 standard premium, the penalty is $40.58 per month, rounded with the premium to $243.50 total. The penalty percentage remains, while the dollar amount can rise when the standard premium rises.
Part D example
A person with 12 full uncovered months would have a 12% penalty. Using the 2026 base beneficiary premium of $38.99: 0.12 × $38.99 = $4.6788, rounded to $4.70 per month. The plan premium is added separately.
	
	A plan being expensive is not an exception
Choosing not to enroll because coverage seems expensive generally does not prevent a penalty. Protected current-employment coverage, creditable drug coverage, Extra Help, and specific Special Enrollment Periods are the types of exceptions that matter.



Official reference: Medicare.gov - Avoid late enrollment penalties
CHAPTER 22
Special Situations
Birthday on the first, disability, ESRD, spouses, divorce, incarceration, and moving.
	
	



Birthday on the first day of the month
When a birthday is on the first day of a month, Medicare generally treats the person as reaching age 65 in the prior month for effective-date purposes. This can also affect the Initial Enrollment Period and HSA planning.
Delayed retirement and a younger spouse
Medicare is individual. A person can leave an employer plan for Medicare while a younger spouse remains on the employer plan, but the employer’s eligibility and contribution rules determine whether that is allowed and what the spouse will pay. Consider family premiums, deductible accumulation, and dependent eligibility before changing coverage.
Divorced or widowed spouses
Premium-free Part A may be available based on a current, deceased, or divorced spouse’s work record if Social Security requirements are met. Divorced-spouse rules commonly involve the length of the marriage and other conditions. Social Security should make the determination.
Disability Medicare
People who receive Medicare before age 65 may have different Medigap access depending on state law. When they turn 65, they generally receive a new federal six-month Medigap Open Enrollment Period based on age 65 and Part B, even if they had Medicare earlier because of disability.
ESRD and transplant
ESRD eligibility, coordination periods, dialysis start rules, transplant coverage, and immunosuppressive drug coverage are specialized. Employer coverage may pay first during a coordination period. People with ESRD can enroll in Medicare Advantage, but provider and dialysis networks require careful review.
Leaving incarceration, losing Medicaid, disasters, or employer misinformation
Medicare has Special Enrollment Periods for certain exceptional conditions, including release from incarceration, loss of Medicaid, declared disasters, and misinformation from a health plan or employer. The timing, forms, and proof requirements vary. Contact Social Security promptly rather than waiting for the next General Enrollment Period.
Moving to a new service area
A move can end a Medicare Advantage or Part D plan and create a Special Enrollment Period. Notify Social Security, Medicare, the plan, providers, and the pharmacy. Do not wait for the old plan to discover the move through returned mail.
	
	Special rules require special proof
Keep employer letters, plan termination notices, Medicaid notices, lease or utility records, disaster notices, release documents, and written misinformation. The deadline may run from the date you were notified, the date coverage ended, or the date of the event.



CHAPTER 23
Your First 90 Days on Medicare
A setup checklist for smoother claims and fewer surprises.
	
	



☐  Create or update your Social Security and Medicare.gov online accounts.
☐  Verify Part A and Part B effective dates.
☐  Confirm premium payment arrangements and IRMAA billing.
☐  Confirm Medigap, Medicare Advantage, and Part D effective dates.
☐  Give providers the correct insurance cards and remove old coverage after it ends.
☐  Select a primary care physician if required.
☐  Transfer prescriptions and confirm pharmacy network status.
☐  Request prior authorizations or continuity-of-care help for ongoing treatment.
☐  Schedule the Welcome to Medicare preventive visit if within the first 12 months of Part B.
☐  Review the first Medicare Summary Notice or plan Explanation of Benefits.
☐  Set up automatic premium payment only after verifying the correct amount and payee.
☐  Save all policy documents, Evidence of Coverage, formulary, provider directory, and notices.
When a claim is denied
1.  Read the denial reason and deadline.
2.  Confirm the provider used the correct insurance and billing code.
3.  Ask whether prior authorization or a referral was required.
4.  Request the medical record and supporting statement if medical necessity is disputed.
5.  File the appeal within the stated deadline and keep proof of submission.
6.  Request an expedited appeal when waiting could seriously harm health.
	
	Do not ignore plan mail
A request for proof of creditable drug coverage, a premium bill, a coordination-of-benefits questionnaire, or a formulary notice can have a deadline. Open and respond to Medicare and plan mail promptly.



CHAPTER 24
Reviewing Coverage Every Year
Medicare is not a one-and-done decision.
	
	



Documents to review
Annual Notice of Change (ANOC). Explains changes in premium, benefits, cost sharing, and service area for the next year.
Evidence of Coverage (EOC). The detailed contract describing covered services, rules, rights, and appeals.
Formulary. Lists covered drugs and utilization-management rules.
Provider directory. Lists network providers, but should be verified directly.
Medigap rate notice. Shows premium changes; compare long-term affordability and underwriting options.
Creditable coverage notice. Keep proof from employer, retiree, COBRA, VA, or other drug coverage.
Annual review checklist
☐  Have doctors, hospitals, pharmacies, or prescriptions changed?
☐  Has the plan premium changed?
☐  Did copayments, coinsurance, deductibles, or maximum out-of-pocket change?
☐  Did any drug change tier, require prior authorization, or leave the formulary?
☐  Are preferred pharmacies still preferred?
☐  Did dental, vision, hearing, OTC, transportation, or fitness benefits change?
☐  Has travel, residence, income, Medicaid status, or employer coverage changed?
☐  Can the plan still be afforded during a high-use year?
	
	Staying put should be a decision, not an accident
A plan can remain appropriate for years, but it should be rechecked. Automatic renewal does not mean the benefits or providers stayed the same.



CHAPTER 25
Fraud Protection and Medicare Card Safety
Protect your Medicare number and recognize suspicious sales activity.
	
	



Treat the Medicare Beneficiary Identifier like a credit-card number.
Do not give a Medicare number to an unsolicited caller offering “free” braces, genetic tests, or medical equipment.
Medicare will not call unexpectedly to demand payment or threaten cancellation.
Review Medicare Summary Notices and plan Explanation of Benefits for services you did not receive.
Do not sign blank forms or enrollment applications.
Confirm the agent’s name, agency, phone number, and license information.
Understand what plan you are enrolling in and the effective date before signing.
Report suspected Medicare fraud to 1-800-MEDICARE and the plan.
Permission to contact and appointments
Insurance agents must follow Medicare marketing and sales rules. Depending on the meeting and products discussed, a Scope of Appointment may be required. A legitimate agent should be willing to explain what will be discussed, how the agent is compensated, and whether the agent represents all plans in the area or only selected companies.
	
	No one should pressure you to decide immediately
Enrollment deadlines are real, but pressure tactics are not a substitute for informed consent. Ask for written materials, verify providers and drugs, and contact Medicare or SHIP for an independent second opinion.



CHAPTER 26
Decision Worksheets
Complete these pages before meeting with an employer, agent, or plan.
	
	



Worksheet A - Personal Medicare timeline
Date of birth:
________________________________________________________________________________
Medicare eligibility month:
________________________________________________________________________________
Desired Part A effective date:
________________________________________________________________________________
Desired Part B effective date:
________________________________________________________________________________
Last day of employer coverage:
________________________________________________________________________________
Last day of employment:
________________________________________________________________________________
HSA contribution stop date:
________________________________________________________________________________
Medigap / MA / Part D application deadline:
________________________________________________________________________________
Worksheet B - Current coverage
Employer / retiree / COBRA / Marketplace plan name:
________________________________________________________________________________
Coverage based on current employment?:
________________________________________________________________________________
Employer size for Medicare coordination:
________________________________________________________________________________
Monthly premium paid by me:
________________________________________________________________________________
Deductible and maximum out of pocket:
________________________________________________________________________________
Part D creditable coverage confirmed in writing?:
________________________________________________________________________________
Coverage for spouse/dependents if I leave the plan:
________________________________________________________________________________
Worksheet C - Providers
	Provider / facility
	Specialty
	Must keep?
	Original Medicare accepted?
	MA plan network verified?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Worksheet D - Prescriptions
	Drug
	Strength
	Quantity / frequency
	Preferred pharmacy
	Part B or D?
	Notes

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Worksheet E - Budget stress test
	Annual category
	Option 1: Original + Medigap + Part D
	Option 2: Medicare Advantage

	Part B premium
	
	

	IRMAA
	
	

	Plan premiums
	
	

	Expected routine copays
	
	

	Prescription costs
	
	

	Dental / vision / hearing
	
	

	Travel coverage
	
	

	Estimated low-use year total
	
	

	Estimated high-use year total
	
	

	Worst-case medical exposure
	
	





Worksheet F - Priorities
Rank each item from 1 (not important) to 5 (very important), then explain what would make the item a deciding factor.
	Priority
	Rank 1-5
	Notes

	Keep current doctors and hospitals
	
	

	Nationwide routine provider access
	
	

	Low monthly premium
	
	

	Predictable medical bills
	
	

	Low prescription cost
	
	

	Dental / vision / hearing benefits
	
	

	Few prior authorizations
	
	

	International travel protection
	
	

	Ability to change coverage later
	
	

	Coverage for chronic or complex conditions
	
	



CHAPTER 27
Questions to Ask an Agent or Plan
A strong advisor should welcome specific questions.
	
	



About the agent
☐  Which insurance companies and plan types do you represent?
☐  Are there plans in my area that you do not represent?
☐  How are you compensated?
☐  Will you help with claims, billing, drug exceptions, and annual reviews after enrollment?
☐  How will my personal information be stored and protected?
About Medigap
☐  Which rating method is used: attained-age, issue-age, or community-rated?
☐  What discounts apply and can they change?
☐  What is the company’s recent rate history?
☐  Will underwriting apply if I change later?
☐  How does the policy handle a permanent move?
☐  Is this Medicare SELECT?
☐  Are there pre-existing condition waiting periods?
About Medicare Advantage
☐  Are all of my doctors, hospitals, and facilities in network under the exact plan?
☐  What is the in-network and out-of-network maximum out of pocket?
☐  Which services require prior authorization or referrals?
☐  How does out-of-area routine care work?
☐  What happens if a provider leaves midyear?
☐  How are dental, hearing, vision, OTC, transportation, and fitness benefits actually used?
☐  What are the rules for skilled nursing, home health, rehabilitation, oxygen, and durable medical equipment?
About Part D
☐  Are all prescriptions on the formulary?
☐  What are the deductible and tier costs?
☐  Which pharmacy is preferred?
☐  Are there prior authorization, step therapy, or quantity limits?
☐  What is the estimated annual drug cost, not just the premium?
☐  Would the Medicare Prescription Payment Plan help?
☐  Could Extra Help or another assistance program apply?
CHAPTER 28
Glossary
Common Medicare terms in plain English.
	
	



	Term
	Plain-English meaning

	Assignment
	A provider agreement to accept the Medicare-approved amount as full payment for a covered service.

	Benefit period
	A Part A measurement period that begins with inpatient hospital or skilled nursing admission and ends after 60 consecutive days without inpatient hospital or skilled nursing care.

	Coinsurance
	A percentage of the cost you pay.

	Copayment
	A fixed dollar amount you pay for a service or drug.

	Creditable drug coverage
	Drug coverage expected to pay, on average, at least as much as standard Medicare drug coverage.

	Deductible
	The amount paid before coverage begins paying according to its rules.

	Durable medical equipment (DME)
	Certain reusable medical equipment ordered for use in the home, such as a walker, wheelchair, oxygen equipment, or hospital bed.

	Evidence of Coverage (EOC)
	The detailed contract explaining a Medicare Advantage or Part D plan’s benefits and rules.

	Extra Help / LIS
	A program that helps eligible people with Part D premiums and cost sharing.

	Formulary
	A plan’s list of covered prescription drugs.

	Guaranteed issue
	A protected right to buy certain Medigap policies without medical underwriting in specific situations.

	IRMAA
	An additional Part B and Part D amount paid by some higher-income beneficiaries.

	Late enrollment penalty
	An additional premium caused by delaying Part A, Part B, or Part D without qualifying coverage or an exception.

	Medicare Advantage
	A private Medicare-approved plan that provides Part A and Part B benefits and usually Part D.

	Medigap
	Private insurance that supplements Original Medicare cost sharing.

	Medicare Beneficiary Identifier (MBI)
	The unique number on the Medicare card.

	Medicare Savings Program
	A state-administered program that may help eligible people pay Medicare premiums and, in some cases, cost sharing.

	Original Medicare
	Part A and Part B administered by the federal government.

	Prior authorization
	Approval a plan requires before it will cover certain services or drugs.

	Service area
	The geographic area in which a Medicare Advantage or Part D plan is offered.

	SHIP
	State Health Insurance Assistance Program, which provides free, unbiased Medicare counseling.

	Special Enrollment Period
	A limited opportunity to enroll or change coverage after a qualifying event.

	Step therapy
	A drug rule that generally requires trying another medication before the plan covers the requested drug.

	TrOOP
	True out-of-pocket spending used to determine when the Part D annual out-of-pocket threshold is reached.



CHAPTER 29
2026 Annual Figures and Update Checklist
Replace this page every year before distributing the guide.
	
	



	Item
	2026 value

	Part A premium - 40+ quarters
	$0 for most people

	Part A premium - 30-39 quarters
	$311/month

	Part A premium - fewer than 30 quarters
	$565/month

	Part A inpatient deductible
	$1,736 per benefit period

	Part A hospital days 61-90
	$434/day

	Part A lifetime reserve days
	$868/day

	Skilled nursing days 21-100
	$217/day

	Standard Part B premium
	$202.90/month

	Part B deductible
	$283/year

	Maximum standard Part D deductible
	$615

	Part D annual out-of-pocket threshold
	$2,100

	Part D national base beneficiary premium for penalties
	$38.99

	High-Deductible Plan G deductible
	$2,950

	Plan K out-of-pocket limit
	$8,000

	Plan L out-of-pocket limit
	$4,000

	IRMAA first threshold - individual / joint
	Over $109,000 / over $218,000 based generally on 2024 MAGI



Annual white-label update checklist
☐  Update edition year and last-updated date.
☐  Update Part A, Part B, Part D, Medigap high-deductible, and IRMAA amounts.
☐  Update Part D out-of-pocket threshold and national base beneficiary premium.
☐  Review enrollment dates and any new Special Enrollment Period rules.
☐  Review Medicare Advantage and Part D policy changes.
☐  Review state-specific Medigap rights.
☐  Update agency disclosures, agent license information, contact information, and QR code.
☐  Remove outdated plan, carrier, provider, and benefit statements.
☐  Complete compliance review before printing, emailing, posting, or using at seminars.
	
	Compliance note for agents
General educational material can become marketing material depending on how it is branded, distributed, paired with plan information, or used in a sales setting. Follow your carrier, agency, FMO, state, and CMS approval requirements. Do not assume that “educational” automatically means no review is needed.



CHAPTER 30
Official Resources and Sources
Use primary government sources for final verification.
	
	



	Resource
	Use it for
	Link

	Medicare.gov
	General Medicare coverage, enrollment periods, plan comparison, costs, claims, and appeals.
	Open resource

	Social Security
	Enrollment in Part A and Part B, premium billing, IRMAA, Extra Help, and work-record questions.
	Open resource

	Medicare Plan Compare
	Local Medicare Advantage and Part D plan details.
	Open resource

	SHIP
	Free, unbiased state Medicare counseling.
	Open resource

	CMS
	Official regulations, fact sheets, annual costs, and program guidance.
	Open resource

	Medicaid
	State Medicaid information and dual-eligibility resources.
	Open resource

	State Insurance Department
	Medigap rules, complaints, insurance company information, and state protections.
	Open resource

	IRS
	HSA contribution and tax rules.
	Open resource


Primary source pages used for the 2026 edition
2026 Medicare Parts A & B Premiums and Deductibles
Medicare costs
When Medicare coverage starts
Who pays first
Medigap basics
Compare Medigap benefits
Part D costs and penalty
Medicare Prescription Payment Plan
Compare Original Medicare and Medicare Advantage
Joining a plan and enrollment periods
Avoid late enrollment penalties
Request to lower IRMAA
This book also adapts the structure and teaching approach of the Medicare 101 presentation provided by the author, while correcting and expanding details using the official sources above.


Your Local Medicare Resource
	
[[AGENT PHOTO
OR QR CODE]]

	[[AGENT NAME]]
[[AGENCY NAME]]
[[LICENSE / NPN IF REQUIRED]]
[[PHONE]]
[[EMAIL]]
[[WEBSITE]]
[[OFFICE ADDRESS]]
[[APPOINTMENT LINK]]

	
	How I can help
I can explain Medicare in plain English, compare coverage types, verify doctors and prescriptions, assist with enrollment, and remain available for annual reviews and service questions. My goal is to help you make an informed decision based on your needs and budget.



Not connected with or endorsed by the U.S. government or the federal Medicare program.
[[INSERT REQUIRED AGENCY / STATE / CARRIER DISCLOSURES HERE]]

[[PHONE]]  |  [[WEBSITE]]    •    Page 2
