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Your Health and Drug Coverage under the Molina Dual Options Medicare-Medicaid Plan 

Member Handbook Introduction 

This handbook tells you about your coverage under Molina Dual Options through 12/31/2025. It explains health 
care services, behavioral health coverage, prescription drug coverage, and long-term services and supports. 
Long-term services and supports provide you with the help you need, whether you get services at home or in a 
nursing home. Key terms and their definitions appear in alphabetical order in the last chapter of the Member 
Handbook. 

This is an important legal document. Please keep it in a safe place. 

This Molina Dual Options plan is offered by Molina Healthcare of South Carolina. When this Member Handbook 
says “we,” “us,” or “our,” it means Molina Healthcare of South Carolina. When it says “the plan” or “our plan,” it 
means Molina Dual Options. 

This document is available for free in Spanish, Chinese, Tagalog, French, Vietnamese, German, Korean, Russian, 
Arabic, Italian, Portuguese, French Creole, Polish, Hindi, Ukrainian, Pashto, Bengali, Farsi, Albanian, Dari, and 
Japanese. 

You can get this document for free in other formats, such as large print, braille, or audio. Call (855) 735-5831, 
TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET. The call is free. 

To request your preferred language other than English and/or alternate format, call Member Services at 
(855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET. 
We will maintain a record of our member’s preferred language and/or format preferences, and we will 
keep this information as a standing request for future mailings and communications. This will ensure that 
our members will not have to make a separate request each time. 
To change a standing request, call Member Services at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. 
to 8 p.m. ET. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a 
week, 8 a.m. to 8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/ 
Duals. 1
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Disclaimers 

Coverage under Molina Dual Options is qualifying health coverage called minimum essential coverage. 
It satisfies the Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility 
requirement. Visit the Internal Revenue Service (IRS) website at www.irs.gov/Affordable-Care-Act/ 
Individuals-and-Families for more information on the individual shared responsibility requirement. 
Molina Dual Options Medicare-Medicaid Plan is a health plan that contracts with both Medicare and South 
Carolina Healthy Connections Medicaid to provide benefits of both programs to enrollees. 
Molina Healthcare complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, ethnicity, national origin, religion, gender, sex, age, mental or physical disability, health 
status, receipt of healthcare, claims experience, medical history, genetic information, evidence of insurability, 
geographic location. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 3
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Chapter 1: Getting started as a member 

Introduction 
This chapter includes information about Molina Dual Options, a health plan that covers all your Medicare and 
Healthy Connections Medicaid services, and your membership in it. It also tells you what to expect and what 
other information you will get from Molina Dual Options. Key terms and their definitions appear in alphabetical 
order in the last chapter of the Member Handbook. 

Table of Contents 
A. Welcome to Molina Dual Options ...........................................................................................................5 
B. Information about Medicare and Medicaid .............................................................................................5 

B1. Medicare .........................................................................................................................................5 
B2. Medicaid ..........................................................................................................................................5 

C. Advantages of this plan ..........................................................................................................................6 
D. Molina Dual Options’ service area .........................................................................................................6 
E. What makes you eligible to be a plan member ......................................................................................6 
F. What to expect when you first join a health plan ....................................................................................7 
G. Your care plan ........................................................................................................................................7 
H. Molina Dual Options monthly plan premium ..........................................................................................8 
I. The Member Handbook .........................................................................................................................8 
J. Other important information you will get from us ...................................................................................8 

J1. Your Molina Dual Options Member ID Card ...................................................................................8 
J2. Provider and Pharmacy Directory ...................................................................................................9 
J3. List of Covered Drugs .....................................................................................................................9 
J4. The Explanation of Benefits ..........................................................................................................10 

K. How to keep your membership record up to date ................................................................................10 
K1. Privacy of personal health information (PHI) ................................................................................10 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 4

Molina Dual Options MEMBER HANDBOOK 

http://www.MolinaHealthcare.com/Duals


A. Welcome to Molina Dual Options 
Molina Dual Options is a Medicare-Medicaid Plan in the Healthy Connections Prime program. A Medicare-Medicaid 
plan is an organization made up of doctors, hospitals, pharmacies, providers of long-term services and supports, 
and other providers. It also has care coordinators and care teams to help you manage all your providers and 
services. They all work together to provide the care you need. 

Molina Dual Options was approved by the State of South Carolina and the Centers for Medicare & Medicaid 
Services (CMS) to provide you services as part of Healthy Connections Prime. 

Healthy Connections Prime is a demonstration program jointly run by South Carolina and the federal government 
to provide better health care for people who have both Medicare and Medicaid. Under this demonstration, the 
state and federal government want to test new ways to improve how you get your Medicare and Medicaid health 
care services. 

Our mission is to provide quality health services to financially vulnerable families and individuals covered by 
government programs. As a member, you are eligible for all your Medicare and Healthy Connections Medicaid 
benefits plus a 24-hour Nurse Advice Line service available to answer your health questions. This handbook is 
your guide to your Molina Dual Options benefits. It will tell you about the things you need to do as a member. It 
tells you how to get the most benefit from your health care services. It tells you about the extra benefits that you 
get as a member. If you need help, it tells you who to call. 
  
B. Information about Medicare and Medicaid 
B1. Medicare 
Medicare is the federal health insurance program for: 

people 65 years of age or older, 
some people under age 65 with certain disabilities, and 
people with end-stage renal disease (kidney failure). 

  
B2. Medicaid 
Medicaid is a program run by the federal government and the state that helps people with limited incomes and 
resources pay for long-term services and supports and medical costs. It covers extra services and drugs not 
covered by Medicare. In South Carolina, Medicaid is called Healthy Connections Medicaid. 

Each state decides: 

what counts as income and resources, 
who qualifies, 
which services are covered, and 
the cost of those services. 

States can decide how to run their programs, as long as they follow the federal rules. 

Medicare and South Carolina must approve Molina Dual Options each year. You can get Medicare and Healthy 
Connections Medicaid services through our plan as long as: 

we choose to offer the plan, and 
Medicare and the State of South Carolina approve the plan. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 5
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Even if our plan stops operating in the future, your eligibility for Medicare and Healthy Connections Medicaid 
services will not be affected. 
  
C. Advantages of this plan 
You will now get all your covered Medicare and Healthy Connections Medicaid services from Molina Dual Options, 
including prescription drugs. You do not pay extra to join this health plan. 

Molina Dual Options will help make your Medicare and Healthy Connections Medicaid benefits work better together 
and work better for you. Some of the advantages include: 

You will be able to work with one health plan for all of your health insurance needs. 
You will have a care team that you helped put together. Your care team may include doctors, nurses, 
counselors, or other health professionals who are there to help you get the care you need. 
You will have a Care Coordinator. This is a person who works with you, with Molina Dual Options, and 
with your care providers to make sure you get the care you need. 
You will be able to direct your own care with help from your care team and Care Coordinator. 
The care team and Care Coordinator will work with you to come up with a care plan specifically designed 
to meet your health needs. The care team will be in charge of coordinating the services you need. This 
means, for example: 

Your care team will make sure your doctors know about all medicines you take so they can reduce 
any side effects. 
Your care team will make sure your test results are shared with all your doctors and other providers. 

  
D. Molina Dual Options’ service area 
Our service area includes these counties in South Carolina: Abbeville, Aiken, Allendale, Anderson, Bamberg, 
Barnwell, Beaufort, Berkeley, Calhoun, Charleston, Cherokee, Chester, Chesterfield, Clarendon, Colleton, 
Darlington, Dillon, Dorchester, Edgefield, Fairfield, Florence, Georgetown, Greenville, Greenwood, Hampton, 
Horry, Jasper, Kershaw, Lancaster, Laurens, Lee, Lexington, Marion, Marlboro, McCormick, Newberry, Oconee, 
Orangeburg, Pickens, Richland, Saluda, Spartanburg, Sumter, Union, Williamsburg, and York. 

Only people who live in our service area can get Molina Dual Options. 

If you move outside of our service area, you cannot stay in this plan. Refer to Chapter 8 for more information 
about the effects of moving out of our service area. 
  
E. What makes you eligible to be a plan member 
You are eligible for our plan as long as you: 

live in our service area (incarcerated individuals are not considered living in the geographic service area 
even if they are physically located in it), and 
are age 65 or older at the time of enrollment; and 
have Medicare Parts A, B, and D; and 
are eligible for full Healthy Connections Medicaid benefits; and 
are a United States citizen or are lawfully present in the United States. 

Even if you meet the above criteria, you are not eligible for our plan if you: 

are part of the Healthy Connections Medicaid spend-down population; or 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 6
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have Comprehensive Third Party Insurance; or 
live in an Intermediate Care Facility for people with Intellectual Disabilities (ICF/IID) or Nursing Facility at 
the time of eligibility determination; or 
are in a hospice program or are getting End-Stage Renal Disease (ESRD) services at the time of eligibility 
determination; or 
are participating in a community long-term care waiver program other than the Community Choices Waiver, 
HIV/AIDS Waiver, or Mechanical Ventilation Waiver. 

You may choose to either enroll or remain in Molina Dual Options if you: 

are currently enrolled in a Medicare Advantage plan or in Program of All-inclusive Care for the Elderly 
(PACE). Enrolling in Healthy Connections Prime will automatically disenroll you from your existing program 
and any Medicare Part D plan; or 
transition from a Nursing Facility or ICF/IID into the community; or 
are already enrolled in this plan but later enter a Nursing Facility; or 
are enrolled in this plan but enter a hospice program or become eligible for ESRD services. 

  
F. What to expect when you first join a health plan 
When you first join the plan, you will get an initial health screen within the first 30 days to collect information about 
your medical and social history and needs. 

You will also get a comprehensive assessment within the first 60 or 90 days depending on your health needs. 
The comprehensive assessment will take a deeper look at your medical needs, social needs, and capabilities. 
We will get information from you, your providers, and family/caregivers when appropriate. This assessment will 
be done by qualified and trained health professionals, such as nurses, social workers, and Care Coordinator. 

We may combine your initial health screen and comprehensive assessment into one assessment that is done 
within the first 60 days. Generally, people who are enrolled in certain Healthy Connections Medicaid waiver 
programs (like the Mechanical Ventilator Dependent Waiver, HIV/AIDS Waiver or the Community Choices Waiver), 
or who appear to have many medical and social needs based on the information we have about them, will get 
the combined initial health screen and comprehensive assessment. 

If your comprehensive assessment shows you have very high health needs, you may be required to complete a 
Long Term Care Assessment with a registered nurse. The Long Term Care Assessment determines whether you 
need additional care in a nursing facility or through a community-based waiver. 

If Molina Dual Options is new for you, you can keep using the doctors you use now and keep your current 
service authorizations for 180 days after you first enroll. During this time period, you will continue to have access 
to the same medically necessary items, services, and prescription drugs as you do today. You will also still have 
access to your medical, mental health and Long Term Services and Supports (LTSS) providers. 

Many of your doctors and other providers are in our network already, but if they are not, after 180 days in our 
plan, you will need to use doctors and other providers in our network. We may help you transition to a network 
provider in less than 180 days once we have completed your comprehensive assessment, developed a transition 
plan, and only if you agree. A network provider is a provider who works with the health plan. Refer to Chapter 3 
for more information on getting care. 
  
G. Your care plan 
Your care plan is the plan for what health services you will get and how you will get them. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 7
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After your comprehensive assessment, your care team will meet with you to talk about what health services you 
need and want. Together, you and your care team will make your care plan. 

Every year, your care team will work with you to update your care plan if the health services you need and want 
change. 
  
H. Molina Dual Options monthly plan premium 
Molina Dual Options does not have a monthly plan premium. 
  
I. The Member Handbook 
This Member Handbook is part of our contract with you. This means that we must follow all of the rules in this 
document. If you think we have done something that goes against these rules, you may be able to appeal or 
challenge our action. For information about how to appeal, refer to Chapter 9, or call 1-800-MEDICARE 
(1-800-633-4227). 

You can ask for a Member Handbook by calling Member Services at the number at the bottom of the page. You 
can also refer to the Member Handbook at MolinaHealthcare.com/Duals or download it from this website. 

The contract is in effect for the months you are enrolled in Molina Dual Options between 01/01/2025 and 12/31/ 
2025. 
  
J. Other important information you will get from us 
You should have already gotten a Molina Dual Options Member ID Card, information about how to access a 
Provider and Pharmacy Directory, and information about how to access a List of Covered Drugs. 

J1. Your Molina Dual Options Member ID Card 
Under our plan, you will have one card for your Medicare and Healthy Connections Medicaid services, including 
long-term services and supports and prescriptions. You must show this card when you get any services or 
prescriptions. Here’s a sample card to show you what yours will look like: 

If your card is damaged, lost, or stolen, call Member Services right away and we will send you a new card. 

As long as you are a member of our plan, you do not need to use your red, white, and blue Medicare card or your 
Healthy Connections Medicaid card to get services. Keep those cards in a safe place, in case you need them 
later. If you show your Medicare card instead of your Molina Dual Options Member ID Card, the provider may bill 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 8
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Medicare instead of our plan, and you may get a bill. Refer to Chapter 7 to find out what to do if you get a bill 
from a provider. 
  
J2. Provider and Pharmacy Directory 
The Provider and Pharmacy Directory lists the providers and pharmacies in the Molina Dual Options network. 
While you are a member of our plan, you must use network providers to get covered services. There are some 
exceptions when you first join our plan (refer to section F). 

You can ask for a Provider and Pharmacy Directory (electronically or in hard copy form) by calling Member 
Services at the number at the bottom of the page. Requests for hard copy Provider and Pharmacy Directories 
will be mailed to you within three business days. You can also refer to the Provider and Pharmacy Directory at 
www.MolinaHealthcare.com/SCMMPMaterials or download it from this website. Both Member Services and the 
website can give you the most up-to-date information about changes in our network providers. 

Definition of network providers 

Molina Dual Options’ network providers include: 
doctors, nurses, and other health care professionals that you can use as a member of our plan; 
clinics, hospitals, nursing facilities, and other places that provide health services in our plan; and 
home health agencies, durable medical equipment suppliers, waiver services providers, long-term 
services and supports providers, and others who provide goods and services that you get through 
Medicare or Healthy Connections Medicaid. 

Network providers have agreed to accept payment from our plan for covered services as payment in full. 

Definition of network pharmacies 

Network pharmacies are pharmacies (drug stores) that have agreed to fill prescriptions for our plan 
members. Use the Provider and Pharmacy Directory to find the network pharmacy you want to use. 
Except during an emergency, you must fill your prescriptions at one of our network pharmacies if you 
want our plan to help you pay for them. 

Call Member Services at the number at the bottom of the page for more information. Both Member Services and 
Molina Dual Options’ website can give you the most up-to-date information about changes in our network 
pharmacies and providers. 

List of Durable Medical Equipment (DME) 

With this Member Handbook, we sent you Molina Dual Options’ List of Durable Medical Equipment. This list tells 
you the brands and makers of DME that we cover. The most recent list of brands, makers, and suppliers is also 
available on our website listed at the bottom of the page. Refer to Chapters 3 and 4 to learn more about DME. 
  
J3. List of Covered Drugs 
The plan has a List of Covered Drugs. We call it the “Drug List” for short. It tells which prescription drugs are 
covered by Molina Dual Options. 

The Drug List also tells you if there are any rules or restrictions on any drugs, such as a limit on the amount you 
can get. Refer to Chapter 5 for more information on these rules and restrictions. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 9
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Each year, we will send you information about how to access the Drug List, but some changes may occur during 
the year. To get the most up-to-date information about which drugs are covered, visit our website using the 
information at the bottom of the page or call Member Services at the number at the bottom of the page. 
  
J4. The Explanation of Benefits 
When you use your Part D prescription drug benefits, we will send you a summary to help you understand and 
keep track of payments for your Part D prescription drugs. This summary is called the Explanation of Benefits 
(or EOB). 

The EOB tells you the total amount you, or others on your behalf, have spent on your Part D prescription drugs 
and the total amount we have paid for each of your Part D prescription drugs during the month. The EOB has 
more information about the drugs you take. Chapter 6 gives more information about the EOB and how it can help 
you keep track of your drug coverage. 

An EOB is also available when you ask for one. To get a copy, contact Member Services. 
  
K. How to keep your membership record up to date 
You can keep your membership record up to date by letting us know when your information changes. 

The plan’s network providers and pharmacies need to have the right information about you. They use your 
membership record to know what services and drugs you get and how much it will cost you. Most services 
are free, but it is very important that you help us keep your information up-to-date. 

Let us know the following: 

changes to your name, your address, or your phone number 
changes in any other health insurance coverage, such as from your employer, your spouse’s employer 
or your domestic partner’s employer, or workers’ compensation 
any liability claims, such as claims from an automobile accident 
admission to a nursing facility or hospital 
care in an out-of-area or out-of-network hospital or emergency room 
changes in who your caregiver (or anyone responsible for you) is 
you are part of or become part of a clinical research study (NOTE: You are not required to tell your plan 
about the clinical research studies you intend to participate in but we encourage you to do so). 

If any information changes, please let us know by calling Member Services at the number at the bottom of the 
page. 

K1. Privacy of personal health information (PHI) 
The information in your membership record may include personal health information (PHI). Laws require that we 
keep your PHI private. We make sure that your PHI is protected. For more information about how we protect your 
PHI, refer to Chapter 8. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 10
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Chapter 2: Important phone numbers and resources 

Introduction 
This chapter gives you contact information for important resources that can help you answer your questions about 
Molina Dual Options and your health care benefits. You can also use this chapter to get information about how 
to contact your Care Coordinator and other people who can help you. Key terms and their definitions appear in 
alphabetical order in the last chapter of the Member Handbook. 

Table of Contents 
A. How to contact Molina Dual Options Member Services .......................................................................12 

A1. When to contact Member Services ...............................................................................................12 
B. How to contact your Care Coordinator .................................................................................................14 

B1. When to contact your Care Coordinator .......................................................................................14 
C. How to contact the Nurse Advice Call Line ..........................................................................................15 

C1. When to contact the Nurse Advice Call Line .................................................................................15 
D. How to contact the State Health Insurance Assistance Program (SHIP) ............................................. 16 
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E. How to contact the Quality Improvement Organization (QIO) .............................................................. 17 
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G. How to contact Healthy Connections Medicaid ....................................................................................18 
H. How to contact the Healthy Connections Prime Advocate ................................................................... 19 
I. How to contact the South Carolina Long Term Care Ombudsman ...................................................... 19 
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If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 11
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A. How to contact Molina Dual Options Member Services 

(855) 735-5831 This call is free. 

7 days a week, 8 a.m. to 8 p.m. ET. 

Assistive technologies, including self-service and voicemail options, are available on 
holidays, after regular business hours and on Saturdays and Sundays. 

We have free interpreter services for people who do not speak English. 

CALL 

711 This call is free. 

7 days a week, 8 a.m. to 8 p.m. ET. 

TTY 

For Member Services/For Healthy Connections Medicaid Drugs (non-Part D): 

Fax: (843) 740-1749 

For Part D Prescription Services: 

Fax: (866) 290-1309 

FAX 

For Member Services: 
P.O. Box 40309 
North Charleston, SC 29423-0309 

For Healthy Connections Medicaid Drugs (non-Part D): 

P.O. Box 40309 

North Charleston, SC 29423-0309 

For Part D Prescription Services: 
7050 Union Park Center, Suite 600 
Midvale, UT 84047 

WRITE 

MolinaHealthcare.com/Duals WEBSITE 

A1. When to contact Member Services 
questions about the plan 
questions about claims, billing or Member ID Cards 
coverage decisions about your health care 

A coverage decision about your health care is a decision about: 
your benefits and covered services, or 
the amount we will pay for your health services. 

Call us if you have questions about a coverage decision about health care. 
To learn more about coverage decisions, refer to Chapter 9. 

appeals about your health care 
An appeal is a formal way of asking us to review a decision we made about your coverage and asking 
us to change it if you think we made a mistake. 
To learn more about making an appeal, refer to Chapter 9. 

complaints about your health care 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 12
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You can make a complaint about us or any provider (including a non-network or network provider). A 
network provider is a provider who works with the health plan. You can also make a complaint to us 
or to the Quality Improvement Organization about the quality of the care you received (refer to Section F 
below). 
If your complaint is about a coverage decision about your health care, you can make an appeal (refer 
to the section above). 
You can send a complaint about Molina Dual Options right to Medicare. You can use an online form 
at www.medicare.gov/MedicareComplaintForm/home.aspx. Or you can call 1-800-MEDICARE 
(1-800-633-4227) to ask for help. 
To learn more about making a complaint about your health care, refer to Chapter 9. 

coverage decisions about your drugs 
A coverage decision about your drugs is a decision about: 

your benefits and covered drugs, or 
the amount we will pay for your drugs. 

This applies to your Medicare prescription drugs, Healthy Connections Medicaid prescription drugs, 
and Healthy Connections Medicaid over-the-counter drugs. 
For more on coverage decisions about your prescription drugs, refer to Chapter 9. 

appeals about your drugs 
An appeal is a formal way to ask us to change a coverage decision. 

To appeal a coverage decision about a drug, call Member Services or submit your appeal in writing: 

For Appeals on Part D 
drugs, mail to: 

Medicare Pharmacy 
7050 Union Park 
Center Suite 600 
Midvale, UT 84047 

Fax to: 

866-290-1309 

You’ll receive a decision 

within: 

7 calendar days 

For fast appeals, we will 
give you our answer within 
72 hours after we get your 
appeal, or sooner if your 
health requires it. 

Here's what to do: 

  

You must file an appeal 
within 60 days of the 
coverage decision. 

If your appeal is about a: 

Part D drug 

For Appeals on Medicaid 
drugs, mail to: 

Molina Healthcare of 
South Carolina 
Appeals & Grievances 
C/O Firstsource 
P.O. Box 182273 
Chattanooga, TN 37422 

Fax to: 

877-823-5961 

You’ll receive a decision 

within: 

  

7 calendar days 

  

For fast appeals, we will 
give you our answer within 
72 hours after we get your 
appeal, or sooner if your 
health requires it. 

Here's what to do: 

  

You must file an appeal 
within 60 days of the 
coverage decision. 

If your appeal is about a: 

  

Non-Part D drug (these 
have an asterisk next to 
them in the Drug List) 

For more on making an appeal about your prescription drugs, refer to Chapter 9. 

complaints about your drugs 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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You can make a complaint about us or any pharmacy. This includes a complaint about your prescription 
drugs. 
If your complaint is about a coverage decision about your prescription drugs, you can make an appeal. 
(Refer to the section above.) 
You can send a complaint about Molina Dual Options right to Medicare. You can use an online form 
at www.medicare.gov/MedicareComplaintForm/home.aspx. Or you can call 1-800-MEDICARE 
(1-800-633-4227) to ask for help. 
For more on making a complaint about your prescription drugs, refer to Chapter 9. 

payment for health care or drugs you already paid for 
For more on how to ask us to pay you back, or to pay a bill you got, refer to Chapter 7. 
If you ask us to pay a bill and we deny any part of your request, you can appeal our decision. Refer 
to Chapter 9 for more on appeals. 

  
B. How to contact your Care Coordinator 
The Molina Dual Options Care Coordinator is your main contact. This person helps you manage all of your 
providers, services and helps you get what you need. The member and/or caregiver may request a change in 
the Care Coordinator assigned, as needed by calling the Care Coordinator or Member Services. Additionally, 
Molina staff may make changes to the member's Care Coordinator assignment based upon the member‘s needs 
(cultural / linguistic / physical / behavioral health) or location. Contact Member Services for more information. 

(855) 735-5831 This call is free. 

Monday – Friday, 8 a.m. to 5 p.m. ET 

We have free interpreter services for people who do not speak English. 

CALL 

711 This call is free. 

Monday – Friday, 8 a.m. to 5 p.m. ET 

TTY 

P.O. Box 40309 
North Charleston, SC 29423-0309 

WRITE 

MolinaHealthcare.com/Duals WEBSITE 

B1. When to contact your Care Coordinator 
questions about your health care 
help with scheduling appointments 
questions about getting behavioral health services, transportation, and long-term services and supports 
(LTSS) 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 14
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You could be eligible for the following long-term services and supports (LTSS), if you meet certain criteria: 
Community Choices Waiver - Frail elderly (age 65 or older) as well as persons with physical disabilities (ages 
18-64) who meet nursing facility level of care criteria 

HIV/AIDS Waiver – Individuals with a diagnosis of HIV or AIDS who are currently located in S.C. or intend to 
locate in S.C. and who meet at-risk of hospitalization level of care criteria 

Mechanical Ventilator Waiver – Frail elderly and persons with physical disabilities (age 21 or older) who require 
mechanical ventilation and meet the nursing facility level of care criteria 

Sometimes you can get help with your daily health care and living needs. Contact your Care Coordinator if you 
have any questions about obtaining the below services. You might be able to get these services: 

personal care attendant 
behavioral Health Services 
home health care 
adult day care 
transportation 
companion services 
speech therapy 
medical social services 

  
C. How to contact the Nurse Advice Call Line 
You can call Molina Healthcare’s Nurse Advice Line 24 hours a day, 365 days a year. The service connects you 
to a qualified nurse who can give you health care advice in your language and help direct you to where you can 
get the care that is needed. Our Nurse Advice Line is available to provide services to all Molina Healthcare 
Members across the United States. The Nurse Advice Line is a URAC-accredited health call center. The URAC 
accreditation means that our nurse line has demonstrated a complete commitment to quality care, improved 
processes and better patient results. Our Nurse Advice line is also certified by the National Committee for Quality 
Assurance (NCQA) in Health Information Products (HIP) for our 24 hours Health Information Line. 

(844) 800-5155 This call is free. 

24 Hours a day, 7 days a week 

We have free interpreter services for people who do not speak English. 

CALL 

711 This call is free. 

24 Hours a day, 7 days a week 

TTY 

C1. When to contact the Nurse Advice Call Line 
questions about your health care 

  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 15
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D. How to contact the State Health Insurance Assistance Program (SHIP) 
The State Health Insurance Assistance Program (SHIP) gives free health insurance counseling to people with 
Medicare. In South Carolina, the SHIP is called the Insurance Counseling Assistance and Referrals for Elders 
(I-CARE) program. I-CARE is not connected with any insurance company or health plan. 

Information about the I-CARE program is available through the Department on Aging. 

1-800-868-9095 This call is free. 

Office hours are Monday through Friday from 8:30 a.m. to 5:00 p.m. 

CALL 

TTY: 711 This call is free. 

This number is for people who have hearing or speaking problems. You must have 
special telephone equipment to call it. 

TTY 

Department on Aging 
1301 Gervais Street, Suite 350 
Columbia, SC 29201 

WRITE 

askus@aging.sc.gov EMAIL 

www.aging.sc.gov/programs-initiatives/medicare-and-medicare-fraud WEBSITE 

D1. When to contact I-CARE 
questions about your Medicare health insurance 

I-CARE counselors can help you: 
answer your questions about changing to a new plan; 
understand your rights, 
understand your plan choices, 
make complaints about your health care or treatment, and 
straighten out problems with your bills. 

  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 16
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E. How to contact the Quality Improvement Organization (QIO) 
The QIO is a group of doctors and other health care professionals who help improve the quality of care for people 
with Medicare. In South Carolina, the QIO is a company called Acentra. Acentra is not connected with our plan. 

1-888-317-0751 This call is free. 

Acentra team members are available 9:00 a.m. to 5:00 p.m. Monday through Friday 
and from 10:00 a.m. to 4:00 p.m. on Saturdays, Sundays, and holidays. You can also 
leave a message 24 hours a day, 7 days a week. 

Translation services are available for members and caregivers who do not speak 
English. 

CALL 

711 This call is free. 

This number is for people who have hearing or speaking problems. 

You must have special telephone equipment to call it. 

TTY 

Acentra Health 
5201 W. Kennedy Blvd., Suite 900 
Tampa, FL 33609 

WRITE 

https://www.acentraqio.com/ WEBSITE 

E1. When to contact Acentra 
questions about your health care 

You can make a complaint about the care you got if you: 
have a problem with the quality of care, 
think your hospital stay is ending too soon, or 
think your home health care, skilled nursing facility care, or comprehensive outpatient rehabilitation 
facility (CORF) services are ending too soon. 

  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 17
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F. How to contact Medicare 
Medicare is the federal health insurance program for people 65 years of age or older, some people under age 
65 with disabilities, and people with end-stage renal disease (permanent kidney failure requiring dialysis or a 
kidney transplant). 

The federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services, or CMS. 

1-800-MEDICARE (1-800-633-4227) 

Calls to this number are free, 24 hours a day, 7 days a week. 

CALL 

1-877-486-2048 This call is free. 

This number is for people who have hearing or speaking problems. 
You must have special telephone equipment to call it. 

TTY 

www.medicare.gov 

This is the official website for Medicare. It gives you up-to-date information about 
Medicare. It also has information about hospitals, nursing homes, doctors, home health 
agencies, dialysis facilities, inpatient rehabilitation facilities, and hospices. 

It includes helpful websites and phone numbers. It also has booklets you can print right 
from your computer. If you don’t have a computer, your local library or senior center 
may be able to help you visit this website using their computer. Or, you can call Medicare 
at the number above and tell them what you are looking for. They will find the information 
on the website, print it out, and send it to you. 

WEBSITE 

  
G. How to contact Healthy Connections Medicaid 
Healthy Connections Medicaid helps with medical and long-term services and supports costs for people with 
limited incomes and resources. 

You are enrolled in Medicare and in Healthy Connections Medicaid. If you have questions about the help you get 
from Healthy Connections Medicaid, call Healthy Connections Medicaid. 

1-888-549-0820 This call is free. 

This number is available Monday through Friday from 8:00 a.m. to 6:00 p.m., EST 

CALL 

1-888-842-3620 This call is free. 

This number is for people who have hearing or speaking problems. You must have 
special telephone equipment to call it. 

TTY 

South Carolina Department of Health and Human Services 
P.O. Box 8206 
Columbia, SC 29202 

WRITE 

www.scdhhs.gov WEBSITE 

  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 18
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H. How to contact the Healthy Connections Prime Advocate 
The Healthy Connections Prime Advocate is the ombudsman for people enrolled in Healthy Connections Prime. 
An ombudsman is an office in your state that works as an advocate on your behalf. They can answer questions 
if you have a problem or complaint and can help you understand what to do. The Healthy Connections Prime 
Advocate also helps people enrolled in Healthy Connections Prime with service or billing problems. They are not 
connected with our plan or with any insurance company or health plan. Their services are free. 

1-844-477-4632 

Office hours are Monday through Friday from 8:30 a.m. to 5:00 p.m. 

CALL 

TTY: 711 This call is free. 

This number is for people who have hearing or speaking problems. You must have 
special telephone equipment to call it. 

TTY 

1-803-734-9988 FAX 

Healthy Connections Prime Advocate 
Department on Aging 
1301 Gervais Street, Suite 350 
Columbia, SC 29201 

WRITE 

primeadvocate@aging.sc.gov EMAIL 

healthyconnectionsprimeadvocate.com WEBSITE 

  
I. How to contact the South Carolina Long Term Care Ombudsman 
The South Carolina Long Term Care Ombudsman is an ombudsman program that helps people learn about 
nursing homes and other long-term care settings. It also helps solve problems between these settings and 
residents or their families. 

Information about the South Carolina Long Term Care Ombudsman is available through the Department on Aging. 

1-800-868-9095  This call is free. 

Office hours are Monday through Friday from 8:30 a.m. to 5:00 p.m. 

CALL 

Long Term Care Ombudsman 
Department on Aging 
1301 Gervais St., Suite 350 
Columbia, SC 29201 

WRITE 

ltcombudsman@aging.sc.gov EMAIL 

aging.sc.gov WEBSITE 

  
J. Other resources 
Ombudsman Regional Contacts 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 19
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Region 1: Appalachia 
Greenville, SC 
Phone: 864 -242-9733 
Serving: Anderson, Cherokee, Greenville, Oconee, Pickens, and Spartanburg 
1-800-434-4036 (outside Greenville County) 

Region 2: Upper Savannah 
Greenwood, SC 
Phone: 864-941-8070 
Serving: Abbeville, Edgefield, Greenwood, Laurens, McCormick, and Saluda 
1-800-922-7729 (outside Greenwood County) 

Region 3: Catawba 
York, SC 
Phone: 803-329-9670 
Serving: Chester, Lancaster, York, and Union 
1-800-662-8330 (outside York County) 

Region 4: Central Midlands 
Columbia, SC 
Phone: 803-376-5389 
Serving: Fairfield, Lexington, Newberry, and Richland 
1-866-394-4166 (outside Richland County) 

Region 5: Lower Savannah 
Aiken, SC 
Phone: 803-649-7981 
Serving: Aiken, Allendale, Bamberg, Barnwell, Calhoun, and Orangeburg 
1-866-845-1550 (outside Aiken County) 

Region 6: Santee-Lynches 
Sumter, SC 
Phone: 803-775-7381 
Serving: Clarendon, Kershaw, Lee and Sumter 
1-800-948-1042 (outside Sumter County) 

Region 7: Pee Dee 
Hartsville, SC 
Phone: 843-383-8632 
Serving: Chesterfield, Darlington, Dillon, Florence, Marion, and Marlboro 
1-866-505-3331 (outside Darlington County) 

Region 8: Waccamaw 
Georgetown, SC 
Phone: 843-546-4231 
Serving: Georgetown, Horry and Williamsburg 
1-888-302-7550 (outside Georgetown County) 

Region 9: Trident 
Charleston, SC 
Phone: 843-554-2280 
Serving: Berkeley, Charleston and Dorchester 
1-800-864-6446 (outside Charleston County) 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 20
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Region 10: Lowcountry 
Yemassee, SC 
Phone: 843-726-5536 
Serving: Beaufort, Colleton, Hampton, and Jasper 
1-877-846-8148 (outside Jasper County) 

State Long Term Care Ombudsman’s Office 
Lt. Governor’s Office on Aging 
1301 Gervais St., Suite 200 
Columbia, SC 29201 
Phone: 803-734-9900 
1-800-868-9095 (outside Richland County) 

There are ten Area Agencies on Aging spread around South Carolina. They are excellent resources for local 
community issues as well. They can be found at: 

AAA -Region I (Anderson, Cherokee, Greenville, Oconee, Pickens and Spartanburg) 
Appalachia Area Agency 
SC Appalachian Council of Governments 
30 Century Drive 
Greenville, SC 29606 
864-242-9733 

AAA -Region II (Abbeville, Edgefield, Greenwood, Laurens, McCormick and Saluda) 
Upper Savannah Area Agency 
Upper Savannah Council of Governments 
222 Phoenix Avenue Greenwood, SC 29648 
800-922-7729 (toll-free) 
864-941-8053 

AAA -Region III (Chester, Lancaster, York and Union) 
Catawba Area Agency 
Catawba Area Agency on Aging 
2051 Ebenezer Road, Ste. B 
Post Office Box 4618 
Rock Hill, SC 29732 
803-329-9670 
800-662-8330 (toll free) 
www.catawba-aging.com 

AAA -Region IV (Fairfield, Lexington, Newberry, Richland) 
Central Midlands Area Agency 
Central Midlands Council of Governments 
236 Stoneridge Drive 
Columbia, SC 29210 
803-376-5390 
866-394-4166 (toll free) 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 21
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AAA -Region V (Aiken, Allendale, Bamberg, Barnwell, Calhoun and Orangeburg) 
Lower Savannah Area 
Lower Savannah Council of Governments 
2748 Wagener Road 
Aiken, SC 29801 
803-649-7981 

AAA -Region VI (Clarendon, Kershaw, Lee and Sumter) 
Santee-Lynches Area Agency 
Santee-Lynches Regional Council of Governments 
36 West Liberty, 
Sumter, SC 29151 
803-775-7381 

AAA -Region VII (Chesterfield, Darlington, Dillon, Florence, Marion, and Marlboro) 
Pee Dee Area Agency 
Vantage Point Hartsville, SC 29551 
843-383-8632 

AAA -Region VIII (Georgetown, Horry, and Williamsburg) 
Waccamaw Area Agency 
Waccamaw Regional Council of Governments 
1230 Highmarket Street 
Georgetown, SC 29440 
843-546-4231 

AAA -Region IX (Berkeley, Charleston, and Dorchester) 
Trident Area Agency 
4450 Leeds Place West, Suite B 
North Charleston, SC 29405 
843-554-2275 

AAA -Region X (Beaufort, Colleton, Hampton, and Jasper) 
Lowcountry Area Agency 
Lowcountry Council of Governments 
I-95 Exit 33 Hwy. 17 
Point South, SC 29945-0098 
843-726-5536 

  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Chapter 3: Using the plan’s coverage for your health care and other 
covered services 

Introduction 
This chapter has specific terms and rules you need to know to get health care and other covered services with 
Molina Dual Options. It also tells you about your Care Coordinator, how to get care from different kinds of providers 
and under certain special circumstances (including from out-of-network providers or pharmacies), what to do 
when you are billed directly for services covered by our plan, and the rules for owning Durable Medical Equipment 
(DME). Key terms and their definitions appear in alphabetical order in the last chapter of the Member Handbook. 

Table of Contents 
A. Information about “services,” “covered services,” “providers,” and “network providers” ...................... 25 
B. Rules for getting your health care, behavioral health services, and long-term services and supports 
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providers ..............................................................................................................................................26 
D1. Care from a primary care provider (PCP) .....................................................................................26 
D2. Care from specialists and other network providers .......................................................................28 
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G2. Who can get self-directed care (Note:This is limited to waiver populations, per the Plan Benefit 
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G3. How to get help in employing personal care providers ................................................................. 31 

H. How to get transportation services .......................................................................................................31 
I. How to get covered services when you have a medical emergency or urgent need for care, or during 

a disaster ..............................................................................................................................................32 
I1. Care when you have a medical emergency ..................................................................................32 
I2. Urgently needed care ....................................................................................................................33 
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J. What to do if you are billed directly for services covered by our plan .................................................. 34 
J1. What to do if services are not covered by our plan .......................................................................34 
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K. Coverage of health care services when you are in a clinical research study ...................................... 34 
K1. Definition of a clinical research study ............................................................................................34 
K2. Payment for services when you are in a clinical research study .................................................. 35 
K3. Learning more about clinical research studies ..............................................................................35 

L. How your health care services are covered when you get care in a religious non-medical health 
care institution ......................................................................................................................................35 
L1. Definition of a religious non-medical health care institution .......................................................... 35 
L2. Getting care from a religious non-medical health care institution ................................................. 36 

M. Durable medical equipment (DME) ......................................................................................................36 
M1. DME as a member of our plan ......................................................................................................36 
M2. DME ownership when you switch to Original Medicare or Medicare Advantage .......................... 36 
M3. Oxygen equipment benefits as a member of our plan .................................................................. 37 
M4. Oxygen equipment when you switch to Original Medicare or Medicare Advantage ..................... 37 



A. Information about “services,” “covered services,” “providers,” and “network 
providers” 

Services are health care, long-term services and supports (LTSS), supplies, behavioral health services, prescription 
and over-the-counter drugs, equipment and other services. Covered services are any of these services that our 
plan pays for. Covered health care and LTSS are listed in the Benefits Chart in Chapter 4. 

Providers are doctors, nurses, and other people who give you services and care. The term providers also includes 
hospitals, home health agencies, clinics, and other places that give you health care services, medical equipment, 
and long-term services and supports. 

Network providers are providers who work with the health plan. These providers have agreed to accept our 
payment as full payment. Network providers bill us directly for care they give you. When you use a network 
provider, you usually pay nothing for covered services. 
  
B. Rules for getting your health care, behavioral health services, and long-term 

services and supports (LTSS) covered by the plan 
Molina Dual Options covers all services covered by Medicare and Healthy Connections Medicaid. This includes 
behavioral health and LTSS. 

Molina Dual Options will generally pay for the health care and services you get if you follow plan rules. To be 
covered by our plan: 

The care you get must be a plan benefit. This means that it must be included in the plan’s Benefits Chart. 
(The chart is in Chapter 4 of this handbook). 
The care must be medically necessary. Medically necessary means that the services are reasonable 
and necessary: 

For the diagnosis or treatment of your illness or injury; or 
To improve the functioning of a malformed body member; or 
Otherwise medically necessary under Medicare law. 

In accordance with Healthy Connections Medicaid law and regulation, services must be: 
Essential to prevent, diagnose, prevent the worsening of, alleviate, correct, or cure medical conditions 
that endanger life, cause suffering or pain, cause physical deformity or malfunction, threaten to cause 
or aggravate a handicap, or result in illness or infirmity; 
Provided at an appropriate facility at the appropriate level of care for the treatment of your medical 
condition; and 
Provided in accordance with generally accepted standards of medical practice. 

You must have a network primary care provider (PCP) who has ordered the care or has told you to use 
another doctor. As a plan member, you must choose a network provider to be your PCP. 

In most cases, your network PCP must give you approval before you can use someone that is not 
your PCP or use other providers in the plan’s network. This is called a referral. If you don’t get approval, 
Molina Dual Options may not cover the services. You don’t need a referral to use certain specialists, 
such as women’s health specialists. To learn more about referrals, refer to section D. 
You do not need a referral from your PCP for emergency care or urgently needed care or to use a 
woman’s health provider. You can get other kinds of care without having a referral from your PCP. To 
learn more about this, refer to section D. 
To learn more about choosing a PCP, refer to section D. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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You must get your care from network providers. Usually, the plan will not cover care from a provider 
who does not work with the health plan. Here are some cases when this rule does not apply: 

The plan covers emergency or urgently needed care from an out-of-network provider. To learn more 
and to find out what emergency or urgently needed care means, refer to Section I. 
If you need care that our plan covers and our network providers cannot give it to you, you can get the 
care from an out-of-network provider. Molina Dual Options requires a prior authorization and decision 
that the care is medically necessary before you get care from an out of network provider. In this 
situation, we will cover the care as if you got it from a network provider. To learn about getting approval 
to use an out-of-network provider, refer to Section D. 
The plan covers kidney dialysis services when you are outside the plan’s service area or when your 
provider for this service is unavailable or inaccessible for a short time. You can get these services at 
a Medicare-certified dialysis facility. 
When you first join the plan, you can continue using the providers you use now for 180 days or until 
we have completed your comprehensive assessment and created a transition plan that you agree 
with. If you need to continue using your out-of-network providers after your first 180 days in our plan, 
we will only cover that care if the provider enters a single case agreement with us. If you are getting 
ongoing treatment from an out-of-network provider and think they may need a single case agreement 
in order to keep treating you, contact Member Services at (855) 735-5831, TTY: 711, 7 days a week, 
8 a.m. to 8 p.m. ET. 

  
C. Information about your Care Coordinator 
C1. What a Care Coordinator is 
A Molina Dual Options Care Coordinator is one main person for you to contact. This person helps manage all your 
providers and services and makes sure you get what you need. 
  
C2. How you can contact your Care Coordinator 
If you want to contact your Care Coordinator, please call Member Services at (855) 735-5831, 7 days a week, 8 
a.m. to 8 p.m. ET. The call is free. TTY: 711. Or, visit MolinaHealthcare.com/Duals. 
  
C3. How you can change your Care Coordinator 
The member and/or caregiver may request a change in the Care Coordinator assigned, as needed by calling 
your Care Coordinator or Member Services. Molina Dual Options staff may make changes to member Care 
Coordinator assignments based on member needs (cultural/language/physical/ behavioral health) or location. 
  
D. Care from primary care providers, specialists, other network providers, and 

out-of-network providers 
D1. Care from a primary care provider (PCP) 
You must choose a PCP to provide and manage your care. 

Definition of “PCP,” and what the PCP does for you 

A Primary Care Provider (PCP) is a physician, nurse practitioner, or health care professional and/or medical home 
or clinic (Federally Qualified Health Centers -FQHC) who gives you routine health care. Molina Dual Options 
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maintains a network of specialty providers to care for its members. Referrals from a Molina Dual Options PCP 
may be required for a member to receive some specialty services. Members are allowed to directly access women 
health specialists for routine and preventive health without a referral. Your PCP will provide most of your care 
but your Care Coordinator will help you arrange or coordinate the rest of the covered services you get as a 
member of our plan. This includes: 

Your X-rays 
Laboratory tests 
Therapies 
Care from doctors who are specialists 
Hospital admissions 
Follow-up care 

“Coordinating” your services includes checking or consulting with other network providers about your care and 
how it is going. If you need certain types of covered services or supplies, you must get approval in advance from 
your PCP (such as giving you a referral to see a specialist). In some cases, your PCP will need to get prior 
authorization (prior approval) from us. You should also have your past medical records sent to your PCP’s office. 

Your choice of PCP 

Your relationship with your PCP is an important one. We strongly recommend that you choose a PCP close to 
home. Having your PCP nearby makes receiving medical care and developing a trusting and open relationship 
easier. For a copy of the most current Provider/Pharmacy Directory, or to seek additional assistance in choosing 
a PCP, please contact Member Services. If there is a particular specialist or hospital that you want to use, check 
first to be sure your PCP makes referrals to that specialist, or uses that hospital. Once you have chosen your 
PCP, we recommend that you have all your medical records transferred to his or her office. This will provide your 
PCP access to your medical history and make him or her aware of any existing health care conditions you may 
have. Your PCP is now responsible for all your routine health care services, so he or she should be the first one 
you call with any health concerns. The name and office telephone number of your PCP is printed on your 
membership card. 

Option to change your PCP 

You may change your PCP for any reason, at any time. Also, it’s possible that your PCP might leave our plan’s 
network. We can help you find a new PCP if the one you have now leaves our network. 

All changes made will be in effect on the first day of the following month, with the following exceptions: 

1. If the member is calling from the provider’s office, the effective date will be the date of the phone call. 
2. If the member is in their first month of enrollment, the effective date will be the first day of the current month. 

However, we recommend that you first visit your doctor to get to know your PCP before changing. You can call 
Member Services if you want more information about any of our Molina Healthcare providers. For some providers, 
you may need a referral from your PCP (except for emergent and out of area urgent care services). 

Services you can get without first getting approval from your PCP 

In most cases, you will need approval from your PCP before using other providers. This approval is called a 
referral. You can get services like the ones listed below without first getting approval from your PCP: 

Emergency services from network providers or out-of-network providers. 
Urgently needed care from network providers. 
Urgently needed care from out-of-network providers when you can’t get to network providers (for example, 
when you are outside the plan’s service area). 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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NOTE: Services must be immediately needed and medically necessary. 

Kidney dialysis services that you get at a Medicare-certified dialysis facility when you are outside the 
plan’s service area. (Please call Member Services before you leave the service area. We can help you 
get dialysis while you are away.) 
Flu shots and COVID-19 vaccinations as well as hepatitis B vaccinations and pneumonia vaccinations as 
long as you get them from a network provider. 
Routine women’s health care and family planning services. This includes breast exams, screening 
mammograms (x-rays of the breast), Pap tests, and pelvic exams as long as you get them from a network 
provider. 
Additionally, if you are eligible to get services from Indian health providers, you may use these providers 
without a referral. 

  
D2. Care from specialists and other network providers 
A specialist is a doctor who provides health care for a specific disease or part of the body. There are many kinds 
of specialists. Here are a few examples: 

Oncologists care for patients with cancer. 
Cardiologists care for patients with heart problems. 
Orthopedists care for patients with bone, joint, or muscle problems. 

While the PCP you choose will likely use certain hospitals and have specialists to whom they typically refer 
patients, as a member you are not limited or restricted to only these specific specialists. Molina Dual Options 
maintains a network of specialty providers to care for its members and we will assist you in getting services from 
others, if or when needed. Referrals from your PCP may be required to receive specialty services, but members 
are allowed to directly access women’s health specialists for routine and preventive health without a referral. For 
some services and drugs, you may be required to get a Prior Authorization. You or your PCP may request a prior 
authorization from Molina Healthcare’s Utilization Management Department by telephone, fax, or mail based on 
the urgency of the requested service. 

For Medical Services: 
PO Box 40309 
North Charleston, SC 29423-0309 
Phone: (855) 735-5831 (SC MMP Member Call Center) 
Fax: (866) 423-3889 

For Healthy Connections Medicaid Drugs (non-Part D): 
PO Box 40309 
North Charleston, SC 29423-0309 Phone: (855) 735-5831 
Fax: (855) 571-3011 

For Part D Prescription Services: 
7050 Union Park Center, Suite 200 
Midvale, UT 84047 
Phone: (855) 735-5831 
Fax: (866) 290-1309 

Please refer to the Benefits Chart in Chapter 4 for information about which services require prior authorization. 
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D3. What to do when a provider leaves our plan 
A network provider you are using might leave our plan. If one of your providers does leave our plan, you have 
certain rights and protections that are summarized below: 

Even though our network of providers may change during the year, we must give you uninterrupted access 
to qualified providers. 
We will notify you that your provider is leaving our plan so that you have time to select a new provider. 

If your primary care or behavioral health provider leaver our plan, we will notify you if you have seen 
that provider within the past three years. 
If any of your other providers leave our plan, we will notify you if you are assigned to the provider, 
currently receive care from them, or have seen them within the past three months. 

We will help you select a new qualified in-network provider to continue managing your health care needs. 
If you are currently undergoing medical treatment or therapies with your current provider, you have the 
right to ask for, and we will work with you to ensure, that the medically necessary treatment or therapies 
you are getting continues. 
We will provide you with information about the different enrollment periods available to you and options 
you may have for changing plans. 
If we cannot find a qualified network specialist accessible to you, we must arrange an out-of-network 
specialist to provide your care when an in-network provider or benefit is unavailable or inadequate to meet 
your medical needs. 
If you believe we have not replaced your previous provider with a qualified provider or that your care is 
not being appropriately managed, you have the right to make an appeal of our decision. Refer to Chapter 9 
information about making an appeal. 

If you find out one of your providers is leaving our plan, please contact us so we can assist you in finding a new 
provider and managing your care. Please contact Member Services at (855) 735-5831, TTY: 711, 7 days a week, 
8 a.m. to 8 p.m. ET. 
  
D4. How to get care from out-of-network providers 
If you need medical care that our plan is required to cover and the providers in our network cannot provide this 
care, including Long-Term Services and Supports, you can get this care from an out-of-network provider. 
Out-of-network services require a prior authorization. You or your provider can ask for this prior authorization. 
Please contact Member Services for assistance. If you obtain routine care from out-of-network provider without 
prior authorization, neither Medicare/Healthy Connections Medicaid nor the Plan will be responsible for the costs. 

If you use an out-of-network provider, the provider must be eligible to participate in Medicare and/or Healthy 
Connections Medicaid. 

We cannot pay a provider who is not eligible to participate in Medicare and/or Healthy Connections 
Medicaid. 
If you use a provider who is not eligible to participate in Medicare, you must pay the full cost of the services 
you get. 
Providers must tell you if they are not eligible to participate in Medicare. 
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E. How to get behavioral health services 
You will have access to medically necessary behavioral health services that are covered by Medicare and Healthy 
Connections Medicaid. 

Molina Dual Options provides access to many mental health and substance abuse providers, including Community 
Mental Health Centers. A list of providers can be located on the Molina Dual Options member website or by calling 
Member Services. For a copy of the most current Provider/ Pharmacy Directory, or to seek additional assistance 
in choosing a behavioral health provider, please contact Member Services. For some services you may be required 
to get a Prior Authorization. You or your Behavioral Health Provider or your PCP may request a prior authorization 
from Molina Healthcare’s Utilization Management Department by telephone, fax, or mail based on the urgency 
of the requested service. 
Molina Dual Options 
PO Box 40309 
North Charleston, SC 29423-0309 
Phone: (855) 735-5831 
Fax: (866) 423-3889 

Please refer to the Benefits Chart in Chapter 4 for information about which services require prior authorization. 
The care must be determined necessary. By necessary, we mean you need services to prevent, diagnose, or 
treat your condition or to maintain your current mental health status. This includes care that keeps you from going 
into a hospital or nursing home. It also means the services, supplies, or drugs meet accepted standards of 
behavioral health and medical practice. You can call member services to request assistance. 
  
F. How to get long-term services and supports (LTSS) 
Long-term services and supports (LTSS) help meet your daily needs for assistance and help improve the quality 
of your life. LTSS can help you with everyday tasks like taking a bath, getting dressed, and making food. Most 
of these services are provided in your home or in your community, but they could also be provided in a nursing 
home or hospital. 

LTSS are available to members who are on certain waiver programs operated by the Community Long Term 
Care (CLTC) division of Healthy Connections Medicaid. Those waivers are: 

Community Choices waiver 
HIV/AIDS waiver 
Mechanical Ventilator Dependent waiver 

Members on different waivers can get different kinds and amounts of LTSS. If you think you need LTSS, you can 
talk to your Care Coordinator about how to access them and whether you can join one of these waivers. Your 
Care Coordinator can give you information about how to apply for an appropriate waiver and all of the resources 
available to you under the plan. 

Refer to the Provider and Pharmacy Directory for more information about these programs. 

You may still qualify for some Long-term services and supports (LTSS) if you are not a waiver participant. You 
can receive these benefits through us if they are medically necessary. Your Care Coordinator will help you 
understand your options and your waiver program if you are on one. To find out more about any of these program 
services, please contact Member Services at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET. 
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G. How to get self-directed care 
G1. What self-directed care is 
Self-directed care means that should you need, and qualify for, personal care attendant services, you may be 
able to recruit, hire, train, direct and terminate providers that provide these services to you. The workers who 
may provide these personal care attendant services could include friends, neighbors, relatives or agency providers. 
  
G2. Who can get self-directed care (Note:This is limited to waiver populations, per the Plan Benefit 

Package.) 
Personal Care Attendant Services are available to members who are on certain waiver programs operated by 
the Community Long Term Care (CLTC) division of Healthy Connections Medicaid. Those waivers are: 

Community Choices waiver 
HIV/AIDS waiver 
Mechanical Ventilator Dependent waiver 

  
G3. How to get help in employing personal care providers 
Your Care Coordinator will help you understand this program. To find out more about this program, please contact 
Member Services at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET. 
  
H. How to get transportation services 
Medical non-ambulance transportation is provided to eligible Members who cannot obtain transportation on their 
own or through other means such as family, friends, or community resources. Member Services can assist in 
arranging your transportation. You can also call the state-approved transportation provider ModivCare at the 
listed phone numbers below to arrange or cancel transportation if you are qualified for these services. 

SC Region 1: 
Abbeville, Anderson, Cherokee, Edgefield, Greenville, Greenwood, Laurens, McCormick, Oconee Pickens, Saluda, 
Spartanburg 
(866) 910-7688 

SC Region 2: 
Aiken, Allendale, Bamberg, Barnwell, Calhoun, Chester, Clarendon, Fairfield, Kershaw, Lancaster, Lee, Lexington, 
Newberry, Orangeburg, Richland, Sumter, Union, York 
(866) 445-6860 

SC Region 3: 
Beaufort, Berkeley, Charleston, Chesterfield, Colleton, Darlington, Dillon, Dorchester, Florence, Georgetown, 
Hampton, Horry, Jasper, Marion, Marlboro, Williamsburg 
(866) 445-9954 

For more information on ModivCare, visit at http://memberinfo.logisticare.com/scmember. 
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I. How to get covered services when you have a medical emergency or urgent 
need for care, or during a disaster 

I1. Care when you have a medical emergency 
Definition of a medical emergency 

A medical emergency is a medical condition with symptoms such as severe pain or serious injury. The condition 
is so serious that, if it doesn’t get immediate medical attention, you or anyone with an average knowledge of 
health and medicine could expect it to result in: 

serious risk to your health; or 
serious harm to bodily functions; or 
serious dysfunction of any bodily organ or part. 

What to do if you have a medical emergency 

If you have a medical emergency: 

Get help as fast as possible. Call 911 or use the nearest emergency room or hospital. Call for an 
ambulance if you need it. You do not need to get approval or a referral first from your PCP. You do not 
need to use a network provider. You may get emergency medical care whenever you need it, anywhere 
in the U.S. or its territories from any provider with an appropriate state license. 
As soon as possible, make sure that you tell our plan about your emergency. We need to follow up 
on your emergency care. You or your Care Coordinator should call to tell us about your emergency care, 
usually within 48 hours. However, you will not have to pay for emergency services because of a delay in 
telling us. You can find the number to Member Services on the back of Molina Dual Options’ Member ID 
card. 

Covered services in a medical emergency 

Medicare and Healthy Connections Medicaid do not provide coverage for emergency medical care outside the 
United States and its territories except under limited circumstances. Contact the plan for details. 

If you need an ambulance to get to the emergency room, our plan covers that. We also cover medical services 
during the emergency. To learn more, refer to the Benefits Chart in Chapter 4. 

The providers who give emergency care decide when your condition is stable and the medical emergency is over. 
They will continue to treat you and will contact us to make plans if you need follow-up care to get better. 

After the emergency is over, you may need follow-up care to be sure you get better. Your follow-up care will be 
covered by our plan. If you get your emergency care from out-of-network providers, we will try to get network 
providers to take over your care as soon as possible. Molina Dual Options will cover Post-Stabilization Services 
that are provided by an in-network or out-of-network Provider in any of the following situations: 

the plan has authorized such services 
services you received to maintain and stabilize your condition 

What to do if you have a behavioral health emergency 

If you are having a behavioral health emergency, dial 911 or go to your nearest emergency facility. 

If you need immediate behavioral health services, please call the Behavioral Health Crisis Line: 

Call: (844) 800-5154. TTY: 711. Calls to this number are free. 24 hours a day, 7 days a week. 

You can also contact: 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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National Suicide and Crisis Lifeline 

Call or text: 988 

DMH Mobile Crisis 

Call: (833) 364-2274 

Getting emergency care if it wasn’t an emergency after all 

Sometimes it can be hard to know if you have a medical or behavioral health emergency. You might go in for 
emergency care and have the doctor say it wasn’t really an emergency. As long as you reasonably thought your 
health was in serious danger, we will cover your care. 

However, after the doctor says it was not an emergency, we will cover your additional care only if: 

you use a network provider, or 
the additional care you get is considered “urgently needed care” and you follow the rules for getting this 
care. (Refer to the next section.) 

  
I2. Urgently needed care 
Definition of urgently needed care 

Urgently needed care is care you get for a situation that isn’t an emergency but needs care right away. For 
example, you might have a flare-up of an existing condition or an unforeseen illness or injury. 

Urgently needed care when you are in the plan’s service area 

In most situations, we will cover urgently needed care only if: 

you get this care from a network provider, and 
you follow the other rules described in this chapter. 

However, if it is not possible or reasonable to get to a network provider, given your time, place, or circumstances 
we will cover urgently needed care you get from an out-of-network provider. 

When network providers are temporarily unavailable or inaccessible, urgent care can be accessed using any 
available urgent care center. You may also call the 24 hour Nurse Advice Line at (844) 800-5155. TTY users 
should call 711. 

Urgently needed care when you are outside the plan’s service area 

When you are outside the plan’s service area, you might not be able to get care from a network provider. In that 
case, our plan will cover urgently needed care you get from any provider. 

Our plan does not cover urgently needed care or any other care that you get outside the United States. 
  
I3. Care during a disaster 
If the Governor of your state, the U.S. Secretary of Health and Human Services, or the President of the United 
States declares a state of disaster or emergency in your geographic area, you are still entitled to care from Molina 
Dual Options. 

Please visit our website for information on how to obtain needed care during a declared disaster: MolinaHealthcare. 
com/Duals. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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During a declared disaster, if you cannot use a network provider, we will allow you to get care from out-of-network 
providers at no cost to you. If you cannot use a network pharmacy during a declared disaster, you will be able to 
fill your prescription drugs at an out-of-network pharmacy. Please refer to Chapter 5 for more information. 
  
J. What to do if you are billed directly for services covered by our plan 
Molina Dual Options cannot reimburse you for services you pay for out of pocket that are Healthy Connections 
Medicaid covered services. Therefore, it is important that you do not pay directly for services that are covered 
under your Healthy Connections Medicaid benefits. If you pay for them directly, we will not be able to reimburse 
you. You will have to seek reimbursement directly from the provider. Instead of paying, ask your provider to call 
us regarding payment. 

Do not pay directly for services that Healthy Connections Medicaid covers. 

If a provider sends you a bill instead of sending it to our plan, you can ask us to pay the bill. 

If you pay the provider, we can’t pay you back, but the provider will. Member Services or the Healthy Connections 
Prime Advocate can help you contact the provider’s office. Refer to the bottom of the page and Chapter 2 for 
their phone numbers. 

You should not pay the bill yourself. If you do, our plan may not be able to pay you back. 

If you have paid for your covered services or if you have gotten a bill for covered medical services, refer to 
Chapter 7 to learn what to do. 

J1. What to do if services are not covered by our plan 
Molina Dual Options covers all services: 

that are medically necessary, and 
that are listed in the plan’s Benefits Chart (refer to Chapter 4), and 
that you get by following plan rules. 

If you get services that aren’t covered by our plan, you must pay the full cost yourself. 

If you want to know if we will pay for any medical service or care, you have the right to ask us. You also have the 
right to ask for this in writing. If we say we will not pay for your services, you have the right to appeal our decision. 

Chapter 9 explains what to do if you want the plan to cover a medical item or service. It also tells you how to 
appeal the plan’s coverage decision. You may also call Member Services to learn more about your appeal rights. 

We will pay for some services up to a certain limit. If you go over the limit, you will have to pay the full cost to get 
more of that type of service. Call Member Services to find out what the limits are and how close you are to reaching 
them. 
  
K. Coverage of health care services when you are in a clinical research study 
K1. Definition of a clinical research study 
A clinical research study (also called a clinical trial) is a way doctors test new types of health care or drugs. A 
clinical research study approved by Medicare typically asks for volunteers to be in the study. 

Once Medicare approves a study you want to be in, and you express interest, someone who works on the study 
will contact you. That person will tell you about the study and find out if you qualify to be in it. You can be in the 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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study as long as you meet the required conditions. You must also understand and accept what you must do for 
the study. 

While you are in the study, you may stay enrolled in our plan. That way you continue to get care not related to 
the study. 

If you want to participate in any Medicare-approved clinical research study, you do not need to tell us or get 
approval from us or your primary care provider. The providers that give you care as part of the study do not need 
to be network providers. Please note that this does not include benefits for which our plan is responsible that 
include, as a component, a clinical trial or registry to assess the benefit. These include certain benefits specified 
under national coverage determinations requiring coverage with evidence development (NCDs-CED) and 
investigational device exemption (IDE) studies and may be subject to prior authorization and other plan rules. 

However, we encourage you to tell us before you start participating in a clinical research study. If you 
plan to be in a clinical research study, you or your Care Coordinator should contact Member Services to let us 
know you will be in a clinical trial. 
  
K2. Payment for services when you are in a clinical research study 
If you volunteer for a clinical research study that Medicare approves, you will pay nothing for the services covered 
under the study and Medicare will pay for services covered under the study as well as routine costs associated 
with your care. Once you join a Medicare-approved clinical research study, you are covered for most items and 
services you get as part of the study. This includes: 

Room and board for a hospital stay that Medicare would pay for even if you weren’t 
in a study. 
An operation or other medical procedure that is part of the research study. 
Treatment of any side effects and complications of the new care. 

If you are part of a study that Medicare has not approved, you will have to pay any costs for being in the study. 
  
K3. Learning more about clinical research studies 
You can learn more about joining a clinical research study by reading “Medicare & Clinical Research Studies” on 
the Medicare website (www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-Studies.pdf). You 
can also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 
1-877-486-2048. 
  
L. How your health care services are covered when you get care in a religious 

non-medical health care institution 
L1. Definition of a religious non-medical health care institution 
A religious non-medical health care institution is a place that provides care you would normally get in a hospital 
or skilled nursing facility. If getting care in a hospital or a skilled nursing facility is against your religious beliefs, 
we will cover care in a religious non-medical health care institution. 

This benefit is only for Medicare Part A inpatient services (non-medical health care services). 
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L2. Getting care from a religious non-medical health care institution 
To get care from a religious non-medical health care institution, you must sign a legal document that says you 
are against getting medical treatment that is “non-excepted.” 

“Non-excepted” medical treatment is any care that is voluntary and not required by any federal, state, or 
local law. 
“Excepted” medical treatment is any care that is not voluntary and is required under federal, state, or local 
law. 

To be covered by our plan, the care you get from a religious non-medical health care institution must meet the 
following conditions: 

The facility providing the care must be certified by Medicare. 
Our plan’s coverage of services is limited to non-religious aspects of care. 
If you get services from this institution that are provided to you in a facility, the following applies: 

You must have a medical condition that would allow you to get covered services for inpatient hospital 
care or skilled nursing facility care. 
You must get approval from our plan before you are admitted to the facility or your stay will not be 
covered. 

After you have reached the limits of your Medicare Inpatient Hospital coverage, you will use your Healthy 
Connections Medicaid hospital limits. You do not have the same limits for Inpatient Hospital coverage with Healthy 
Connections Medicaid that you do for Medicare. Medicare Inpatient Hospital coverage limits apply. (See the 
Benefits Chart in Chapter 4). 
  
M. Durable medical equipment (DME) 
M1. DME as a member of our plan 
DME includes certain items ordered by a provider such as wheelchairs, crutches, powered mattress systems, 
diabetic supplies, hospital beds ordered by a provider for use in the home, intravenous (IV) infusion pumps, 
speech generating devices, oxygen equipment and supplies, nebulizers, and walkers. 

You will always own certain items, such as prosthetics. 

In this section, we discuss DME you must rent. As a member of Molina Dual Options, our plan will rent most DME 
items for you for a maximum of 10 months. In some cases, it may be 13 months. At the end of the rental period, 
our plan will transfer ownership of the DME item to you, and it is considered purchased. Our plan may pay for 
maintenance fees. Call Member Services to find out more. 
  
M2. DME ownership when you switch to Original Medicare or Medicare Advantage 
If you are renting DME, there are extra things for you to consider if you decide to switch to Original Medicare or 
a Medicare Advantage plan. 

In the Original Medicare program, people who rent certain types of DME own it after 13 months. In a Medicare 
Advantage plan, the plan can set the number of months people must rent certain types of DME before they own 
it. 

Note: You can find definitions of Original Medicare and Medicare Advantage Plans in Chapter 12. You can also 
find more information about them in the Medicare & You 2025 handbook. If you don’t have a copy of this booklet, 
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you can get it at the Medicare website (www.medicare.gov) or by calling 1-800-MEDICARE (1-800-633-4227), 
24 hours a day, 7 days a week. TTY users should call 1-877-486-2048. 

You will have to make 13 payments in a row under Original Medicare, or you will have to make the number of 
payments in a row set by the Medicare Advantage plan, to own the DME item if: 

you did not become the owner of the DME item while you were in our plan, and 
you leave our plan and get your Medicare benefits outside of any health plan in the Original Medicare 
program or a Medicare Advantage plan. 

If you made payments for the DME item under Original Medicare or a Medicare Advantage plan before you joined 
our plan, those Original Medicare or Medicare Advantage plan payments do not count toward the payments 
you need to make after leaving our plan. 

You will have to make 13 new payments in a row under Original Medicare or a number of new payments 
in a row set by the Medicare Advantage plan to own the DME item. 
There are no exceptions to this case when you return to Original Medicare or a Medicare Advantage plan. 

  
M3. Oxygen equipment benefits as a member of our plan 
If you qualify for oxygen equipment covered by Medicare and you are a member of our plan, we will cover the 
following: 

Rental of oxygen equipment 
Delivery of oxygen and oxygen contents 
Tubing and related accessories for the delivery of oxygen and oxygen contents 
Maintenance and repairs of oxygen equipment 

Oxygen equipment must be returned when it’s no longer medically necessary for you or if you leave our plan. 
  
M4. Oxygen equipment when you switch to Original Medicare or Medicare Advantage 
When oxygen equipment is medically necessary and you leave our plan and switch to Original Medicare, you 
will rent it from a supplier for 36 months. Your monthly rental payments cover the oxygen equipment and the 
supplies and services listed above. 

If oxygen equipment is medically necessary after you rent it for 36 months: 

your supplier must provide the oxygen equipment, supplies, and services for another 24 months. 
your supplier must provide oxygen equipment and supplies for up to 5 years if medically necessary. 

If oxygen equipment is still medically necessary at the end of the 5-year period: 

your supplier no longer has to provide it, and you may choose to get replacement equipment from any 
supplier. 
a new 5-year period begins. 
you will rent from a supplier for 36 months. 
your supplier must then provide the oxygen equipment, supplies, and services for another 24 months. 
a new cycle begins every 5 years as long as oxygen equipment is medically necessary. 

When oxygen equipment is medically necessary and you leave our plan and switch to a Medicare Advantage 
plan, the plan will cover at least what Original Medicare covers. You can ask your Medicare Advantage plan what 
oxygen equipment and supplies it covers and what your costs will be. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Chapter 4: Benefits Chart 

Introduction 
This chapter tells you about the services Molina Dual Options covers and any restrictions or limits on those 
services. It also tells you about benefits not covered under our plan. Key terms and their definitions appear in 
alphabetical order in the last chapter of the Member Handbook. 
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A. Your covered services 
This chapter tells you what services Molina Dual Options pays for. You can also learn about services that are not 
covered. Information about drug benefits is in Chapter 5. This chapter also explains limits on some services. 

Because you get assistance from Healthy Connections Medicaid, you pay nothing for your covered services as 
long as you follow the plan’s rules. Refer to Chapter 3 for details about the plan’s rules. 

If you need help understanding what services are covered, call your care coordinator and/or Member Services 
at the number at the bottom of the page. 

A1. During public health emergencies 
When a natural disaster or other public health concern warrants a State of Emergency declaration by the Governor 
of South Carolina, Molina will enact and abide by the rules and regulations as required for the specific emergency. 
In addition, Molina will provide helpful resources that may include the following: 

Links to state guidance Governor’s proclamations 

Any public health announcements or changes related to how medical services are provided and reimbursed 
based upon the Centers for Medicare and Medicaid Services and/or South Carolina Department of Health and 
Human Services directives. 
  
B. Rules against providers charging you for services 
We do not allow Molina Dual Options providers to bill you for covered services. We pay our providers directly, 
and we protect you from any charges. This is true even if we pay the provider less than the provider charges for 
a service. 

You should never get a bill from a provider for covered services. If you do, refer to Chapter 7 or call Member 
Services. 
  
C. Our plan’s Benefits Chart 
The Benefits Chart in Section D tells you which services the plan pays for. It lists categories of services in 
alphabetical order and explains the covered services. 

We will pay for the services listed in the Benefits Chart only when the following rules are met. 

You do not pay anything for the services listed in the Benefits Chart, as long as you meet the coverage requirements 
described below. 

Your Medicare and Healthy Connections Medicaid covered services must be provided according to the 
rules set by Medicare and Healthy Connections Medicaid. 
The services (including medical care, services, supplies, equipment, and drugs) must be medically 
necessary. Medically necessary means services that are reasonable and necessary for the diagnosis or 
treatment of your illness or injury, to improve the functioning of a malformed body member, or otherwise 
medically necessary under Medicare law. In accordance with Healthy Connections Medicaid law and 
regulation, services must be to prevent, diagnose, or treat a medical condition or to maintain your current 
health status. This includes care that keeps you from going into a hospital or nursing home. It also means 
the services, supplies, or drugs meet accepted standards of medical practice. The services must also be 
provided in an appropriate facility for your medical condition and follow generally accepted standards of 
medical care. 
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You get your care from a network provider. A network provider is a provider who works with the health 
plan. In most cases, the plan will not pay for care you get from an out-of-network provider. Chapter 3 has 
more information about using network and out-of-network providers. 
When you are new to the plan, we will provide a minimum 90-day transition period, during which time the 
plan will not require prior authorization for any active course of treatment, even if the course of treatment 
was for a service that began with an out-of-network provider. 
You have a primary care provider (PCP) or a care team that is providing and managing your care. In most 
cases, your PCP must give you approval before you can use someone that is not your PCP or use other 
providers in the plan’s network. This is called a referral. Chapter 3 has more information about getting a 
referral and explains when you do not need a referral. 
When you first join the plan, you can continue using the providers you use now for 180 days or until we 
have completed your comprehensive assessment and created a transition plan that you agree with. If you 
need to continue using your out-of-network providers after your first 180 days in our plan, we will only 
cover that care if the provider enters a single case agreement with us. A single case agreement is an 
exception to treat the provider as an in-network provider. If you are getting ongoing treatment from an 
out-of-network provider and think they may need a single case agreement in order to keep treating you, 
contact Member Services at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m.ET. 
Some of the services listed in the Benefits Chart are covered only if your doctor or other network provider 
gets approval from us first. This is called prior authorization (PA). Covered services that need PA are 
marked in the Benefits Chart by an asterisk (*). In addition, you must get PA for the following services that 
are not listed in the Benefits Chart: 

Genetic counseling or testing 
Hyperbaric oxygen therapy 
Pain management procedures 
Sleep studies 
Admission to a Rehabilitation or Long-Term Acute Care facility 

Your well-being and ability to live independently matter. As a plan, we will work with you and your providers 
to help you balance all your health care needs, including long-term care, behavioral health, and physical 
health services. 
If the plan approves a PA request for a course of treatment, the approval must be valid for as long as 
medically reasonable and necessary to avoid disruptions in care based on coverage criteria, your medical 
history, and the treating provider’s recommendations. 
All preventive services are free. You will find this apple  next to preventive services in the Benefits 
Chart. 

  
D. The Benefits Chart 

What you must pay General services that our plan pays for   

$0 Abdominal aortic aneurysm screening 

A one-time screening ultrasound for people at risk. The plan only covers 
this screening if you have certain risk factors and if you get a referral for 
it from your physician, physician assistant, nurse practitioner, or clinical 
nurse specialist. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Acupuncture for chronic low back pain*   

The plan will pay for up to 12 visits in 90 days if you have chronic low back 
pain, defined as: 

lasting 12 weeks or longer; 
not specific (having no systemic cause that can be identified, such as 
not associated with metastatic, inflammatory, or infectious disease); 
and 
not associated with surgery. 

The plan will pay for an additional 8 sessions if you show improvement. 
You may not get more than 20 acupuncture treatments each year. 

Acupuncture treatments must be stopped if you don’t get better or if you 
get worse. 

$0 Alcohol misuse screening and counseling   

The plan will pay for one alcohol-misuse screening for adults who misuse 
alcohol but are not alcohol dependent. 

If you screen positive for alcohol misuse, you can get up to four brief, 
face-to-face counseling sessions each year (if you are able and alert during 
counseling) with a qualified primary care provider or practitioner in a 
primary care setting. 

You can also get rehabilitative and recovery services focused on coping 
skills which will help you manage your symptoms and behaviors. These 
services may be in an individual or group setting. 

$0 Ambulance services*   

Covered ambulance services include ground and air (airplane and 
helicopter) ambulance services. The ambulance will take you to the nearest 
place that can give you care. 

Your condition must be serious enough that other ways of getting to a 
place of care could risk your life or health. Ambulance services for other 
cases must be approved by the plan. 

In cases that are not emergencies, the plan may pay for an ambulance. 
Your condition must be serious enough that other ways of getting to a 
place of care could risk your life or health. 

Prior authorization required for non-emergent ambulance only. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 41

Molina Dual Options MEMBER HANDBOOK Chapter 4: Benefits Chart 

http://www.MolinaHealthcare.com/Duals


What you must pay General services that our plan pays for   

$0 Annual wellness visit 

If you have been in Medicare Part B for more than 12 months, you can 
get an annual checkup. This is to make or update a prevention plan based 
on your current risk factors. The plan will pay for this once every 12 months. 

Note: You cannot have your first annual checkup within 12 months of your 
“Welcome to Medicare” preventive visit. You will be covered for annual 
checkups after you have had Part B for 12 months. You do not need to 
have had a “Welcome to Medicare” visit first. 

$0 Bone mass measurement 

The plan will pay for certain procedures for members who qualify (usually, 
someone at risk of losing bone mass or at risk of osteoporosis). These 
procedures identify bone mass, find bone loss, or find out bone quality. 

The plan will pay for the services once every 24 months, or more often if 
they are medically necessary. The plan will also pay for a doctor to look 
at and comment on the results. 

$0 Breast cancer screening (mammograms) 

The plan will pay for the following services: 

one screening mammogram every 12 months for women age 40 
and older 
clinical breast exams once every 24 months 

$0 Cardiac (heart) rehabilitation services*   

The plan will pay for cardiac rehabilitation services such as exercise, 
education, and counseling. Members must meet certain conditions with a 
doctor’s order. 

The plan also covers intensive cardiac rehabilitation programs, which are 
more intense than cardiac rehabilitation programs. 

$0 Cardiovascular (heart) disease risk reduction visit (therapy for heart 
disease) 

The plan pays for one visit a year with your primary care provider to help 
lower your risk for heart disease. During this visit, your doctor may: 

discuss aspirin use, 
check your blood pressure, or 
give you tips to make sure you are eating well. 

$0 Cardiovascular (heart) disease testing 

The plan pays for blood tests to check for cardiovascular disease once 
every five years (60 months). These blood tests also check for defects 
due to high risk of heart disease. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Cervical and vaginal cancer screening 

The plan will pay for the following services: 

for all women: Pap tests and pelvic exams once every 24 months 
for women who are at high risk of cervical or vaginal cancer: one 
Pap test every 12 months 

$0 Chiropractic services   

The plan will pay for the following services: 

adjustments of the spine to correct alignment 
other chiropractic services that are medically necessary. 
For other chiropractic services to be covered, you must have a 
significant health problem in the form of a neuromuscular condition. 
Chiropractic services for diseases not directly related to your spine, 
such as rheumatoid arthritis, muscular dystrophy, multiple sclerosis 
(MS), pneumonia, and emphysema, are not covered. 
Molina Dual Options will only reimburse for spinal subluxation. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Colorectal cancer screening 

The plan will pay for the following services: 

Colonoscopy has no minimum or maximum age limitation and is 
covered once every 120 months (10 years) for patients not at high 
risk, or 48 months after a previous flexible sigmoidoscopy for 
patients who are not at high risk for colorectal cancer, and once 
every 24 months for high risk patients after a previous screening 
colonoscopy or barium enema. 
Flexible sigmoidoscopy for patients 45 years and older. Once every 
120 months for patients not at high risk after the patient received 
a screening colonoscopy. Once every 48 months for high risk 
patients from the last flexible sigmoidoscopy or barium enema. 
Screening fecal-occult blood tests for patients 45 years and older. 
Once every 12 months. 
Multitarget stool DNA for patients 45 to 85 years of age and not 
meeting high risk criteria. Once every 3 years. 
Blood-based Biomarker Tests for patients 45 to 85 years of age 
and not meeting high risk criteria. Once every 3 years. 
Barium Enema as an alternative to colonoscopy for patients at 
high risk and 24 months since the last screening barium enema 
or the last screening colonoscopy. 
Barium Enema as an alternative to flexible sigmoidoscopy for 
patients not at high risk and 45 years or older. Once at least 48 
months following the last screening barium enema or screening 
flexible sigmoidoscopy. 
Colorectal cancer screening tests include a follow-on screening 
colonoscopy after a Medicare covered non-invasive stool-based 
colorectal cancer screening test resturns a positive result. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Counseling to stop smoking or tobacco use 

If you use tobacco but do not have signs or symptoms of tobacco-related 
disease: 

The plan will pay for two counseling quit attempts in a 12 month 
period as a preventive service. This service is free for you. Each 
counseling attempt includes up to four face-to-face visits. 

If you use tobacco and have been diagnosed with a tobacco-related 
disease or are taking medicine that may be affected by tobacco: 

The plan will pay for two counseling quit attempts within a 12 month 
period. Each counseling attempt includes up to four face-to-face 
visits. 

You may also call the S.C. Tobacco Quitline, 24 hours a day, 7 days a 
week at (800) 784-8669 to get one on one coaching and a personalized 
quit plan developed. 

The plan offers 8 counseling sessions to stop smoking or tobacco use in 
addition to your Medicare benefit. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Dental services   

Molina Dual Options will pay for the following services: 

emergency medical procedures performed by oral surgeons. 
dental procedures related to the following: 
organ transplants 
oncology 
radiation of the head and/or neck for cancer treatment 
chemotherapy for cancer treatment 
total joint replacement 
heart valve replacement 
trauma treatment performed in a hospital or ambulatory surgical 
center 
Molina Dual Options also covers unlimited dental services up to 
$4,000 every year.  These services include: 
Preventive dental services such as oral exams, cleanings, fluoride 
treatments, and X-rays. 
Comprehensive dental services* 
Members receive a My Molina MyChoice debit card loaded with 
the annual allowance amount that may be used at any dental 
provider location.  Any unused funds will not carry over to the 
following year. 
Plan covered dental services are offered in addition to your Healthy 
Connections Medicaid dental benefits. Contact the plan for more 
information. 
We pay for some dental services when the service is an integral 
part of specific treatment of a beneficiary’s primary medical 
condition. Some examples include reconstruction of the jaw 
following fracture or injury, tooth extractions done in preparation 
for radiation treatment for cancer involving the jaw, or oral exams 
preceding kidney transplantation. 

$0 Depression screening 

The plan will pay for one depression screening each year. The screening 
must be done in a primary care setting that can give follow-up treatment 
and referrals. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Diabetes screening 

The plan will pay for this screening (includes fasting glucose tests) if you 
have any of the following risk factors: 

high blood pressure (hypertension) 
history of abnormal cholesterol and triglyceride levels (dyslipidemia) 
obesity 
history of high blood sugar (glucose) 

Tests may be covered in some other cases, such as if you are overweight 
and have a family history of diabetes. 

You may qualify for up to two diabetes screenings every 12 months 
following the date of your most recent diabetes screening test. 

$0 Diabetic self-management training, services, and supplies 

The plan will pay for the following services for all people who have diabetes 
(whether they use insulin or not): 

Supplies to monitor your blood glucose, including the following:* 
a blood glucose monitor 
blood glucose test strips 
lancet devices and lancets 
glucose-control solutions for checking the accuracy of test 
strips and monitors 

For people with diabetes who have severe diabetic foot disease, 
the plan will pay for the following:* 

one pair of therapeutic custom-molded shoes (including inserts) 
and two extra pairs of inserts each calendar year, or 
one pair of depth shoes and three pairs of inserts each year 
(not including the non-customized removable inserts provided 
with such shoes) 

The plan will also pay for fitting the therapeutic custom-molded shoes 
or depth shoes. 

The plan will pay for training to help you manage your diabetes, 
in some cases. 

You are eligible for Diabetes Management Services if your 
provider determines this will help you. 
You are limited to 10 hours of diabetes education in your 
lifetime. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Durable medical equipment (DME) and related supplies*   

You must talk to your provider and get a referral. 

(For a definition of “Durable medical equipment (DME),” refer to Chapter 12 
of this handbook.) 

The following items are covered: 

wheelchairs 
crutches 
powered mattress systems 
diabetic supplies 
hospital beds ordered by a provider for use in the home 
intravenous (IV) infusion pumps 
speech generating devices 
oxygen equipment and supplies 
nebulizers 
walkers 

Other items may be covered. 

We will pay for all medically necessary DME that Medicare and Healthy 
Connections Medicaid usually pay for. If our supplier in your area does 
not carry a particular brand or maker, you may ask them if they can 
special-order it for you. 

As a member of Molina Dual Options, our plan will rent most DME items 
for you for a maximum of 10 months. In some cases, it may be 13 months. 
At the end of the rental period, our plan will transfer ownership of the DME 
item to you, and it is considered purchased. 

Our plan may pay for maintenance fees. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Emergency care   

If you get emergency care 
at an out-of-network hospital 
and need inpatient care after 
your emergency is 
stabilized, you should obtain 
care at an in- network 
hospital or facility. If not, 
your treating provider or 
primary care provider 
physician will determine 
when you are stable enough 
to be moved or have care 
provided in network hospital 
or care facility. Your doctor 
can call Molina Dual Options 
or your care coordinator for 
assistance 

Emergency care means services that are: 

given by a provider trained to give emergency services, and 
needed to treat a medical emergency. 

A medical emergency is a medical condition with severe pain or serious 
injury. The condition is so serious that, if it doesn’t get immediate medical 
attention, anyone with an average knowledge of health and medicine could 
expect it to result in: 

serious risk to your health; or 
serious harm to bodily functions; or 
serious dysfunction of any bodily organ or part. 

Emergency services are only covered when you get them within the U.S. 

$0 Family planning services   

The law lets you choose any provider – whether a network provider or 
out-of-network provider to get certain family planning services from. This 
means any doctor, clinic, hospital, pharmacy, or family planning office. 

The plan will pay for the following services: 

family planning exam and medical treatment 
family planning lab and diagnostic tests 
family planning methods 
family planning supplies with prescription (condoms) 
counseling and testing for sexually transmitted infections (STIs), 
HIV/AIDS, and other HIV-related conditions 
treatment for sexually transmitted infections (STIs) 
voluntary sterilization (You must be age 21 or older, and you must 
sign a federal sterilization consent form. At least 30 days, but not 
more than 180 days, must pass between the date that you sign 
the form and the date of surgery.) 

The plan will also pay for some other family planning services. However, 
you must use a provider in the plan’s network for the following services: 

treatment for medical conditions of infertility 
treatment for AIDS and other HIV-related conditions 
genetic testing* 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Health and wellness education programs 

The plan has a range of health and wellness education programs activities 
for members, their family members, and other informal caregivers. Some 
examples of topics that may be covered are: 

self-management for chronic conditions 
quitting smoking 
preventing falls 
caregiver support 
nutrition 
alcohol and drug abuse 
managing your medications 
fitness 
disease planning 
preparing for emergencies 

We offer many programs that focus on certain health conditions. These 
include: 

Health Education 
Nutritional/Dietary Benefit – Up to 12 nutritional counseling sessions 
over the phone, between 30 - 60 minutes each. Individual 
telephonic nutrition counseling upon request. 
Enhanced Disease Management 
Telemonitoring Services 
Nursing Hotline 
In-Home Safety Assessment 
Post discharge In-Home Medication Reconciliation 
Disease Management 
If you are living with a chronic health condition, Molina Dual Options 
can help. These programs are offered at no cost to you. They 
include learning materials, advice, and care tips. 
Molina Dual Options’ disease management programs are especially 
helpful if you have difficulty controlling a medical condition that 
requires extra attention. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 50
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$0 Hearing services   

The plan pays for hearing and balance tests done by your provider. These 
tests tell you whether you need medical treatment. They are covered as 
outpatient care when you get them from a physician, audiologist, or other 
qualified provider. 

Routine hearing exam (1 every year) 
Hearing aid fitting/evaluation (1 every two years) 
Molina Dual Options pays up to $1,500 every year for hearing aids. 

For Hearing aid services: Member must contact NationsBenefits for hearing 
tests and hearing aids. To find a participating NationsBenefits provider 
call (877) 208-9243 or visit molina.nationsbenefits.com. 

If you have a cochlear implant or a surgically implanted hearing device, 
the plan pays for replacement parts. 

$0 HIV screening 

The plan pays for one HIV screening exam every 12 months for people 
who: 

ask for an HIV screening test, or 
are at increased risk for HIV infection. 

Members who have HIV or AIDS can get extra services by joining a 
Community Long Term Care (CLTC) waiver program. Refer to Chapter 4, 
Section E for more information about services for members who qualify. 

$0 Home health agency care*   

Before you can get home health services, a doctor must tell us you need 
them, and they must be provided by a home health agency. 

The plan will pay for the following services, and maybe other services not 
listed here: 

part-time or intermittent skilled nursing and home health aide 
services (To be covered under the home health care benefit, your 
skilled nursing and home health aide services combined must total 
fewer than 8 hours per day and 35 hours per week). 
physical therapy, occupational therapy, and speech therapy 
medical and social services 
medical equipment and supplies (including, but not limited to, 
incontinence supplies) 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 51
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 $0 Home infusion therapy 
The plan will pay for home infusion therapy, defined as drugs or biological 
substances administered into a vein or applied under the skin and provided 
to you at home. The following are needed to perform home infusion: 

the drug or biological substance, such as an antiviral or immune 
globulin; 
equipment, such as a pump; and 
supplies, such as tubing or a catheter. 

The plan will cover home infusion services that include but are not limited 
to: 

professional services, including nursing services, provided in 
accordance with your care plan; 
member training and education not already included in the DME 
benefit; 
remote monitoring; and 
monitoring services for the provision of home infusion therapy and 
home infusion drugs furnished by a qualified home infusion therapy 
supplier. 

  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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When you are in a hospice 
program certified by 
Medicare, your hospice 
services and your Medicare 
Part A and B services 
related to your terminal 
illness are paid for by 
Medicare. Molina Dual 
Options does not pay for 
your services. 

Hospice care 

You have the right to elect hospice if your provider and hospice medical 
director determine you have a terminal prognosis. This means you have 
a terminal illness and are expected to have six months or less to live. You 
can get care from any hospice program certified by Medicare. The plan 
must help you find a hospice program certified by Medicare. Your hospice 
doctor can be a network provider or an out-of-network provider. 

The plan will pay for the following while you are getting hospice services: 

drugs to treat symptoms and pain 
short-term respite care 
home care 

  

Hospice services and services covered by Medicare Part A or B are 
billed to Medicare: 

Refer to Section G of this chapter for more information. 

For services covered by Molina Dual Options but not covered by 
Medicare Part A or B: 

Molina Dual Options will cover plan-covered services not covered 
under Medicare Part A or B. The plan will cover the services 
whether or not they are related to your terminal prognosis. You 
pay nothing for these services. 

For drugs that may be covered by Molina Dual Options’ Medicare 
Part D benefit: 

Drugs are never covered by both hospice and our plan at the same 
time. For more information, please refer to Chapter 5. 

Note: If you need non-hospice care, you should call your Care Coordinator 
to arrange the services. Non-hospice care is care that is not related to 
your terminal prognosis. If you have any questions, contact Member 
Services at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. – 8 p.m. ET. 

Our plan covers hospice consultation services (one time only) for a 
terminally ill person who has not chosen the hospice benefit. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 53
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$0 Immunizations 

The plan will pay for the following services: 

pneumonia vaccine 
flu/influenza shots, once each flu/influenza season, in the fall and 
winter, with additional flu/influenza shots if medically necessary 
hepatitis B vaccine if you are at high or intermediate risk of getting 
hepatitis B 
COVID-19 vaccine 
other vaccines if you are at risk and they meet Medicare Part B 
coverage rules 

The plan will pay for other vaccines that meet the Healthy Connections 
Medicaid or Medicare Part D coverage rules. Read Chapter 6 to learn 
more. 

$0 Incontinence supplies* 
The plan will pay for incontinence supplies if your doctor believes you 
need them. The quantities and frequencies of supplies are determined by 
your level of incontinence. 

  

$0 Infusion therapy* 
The plan covers infusion pumps (and some medicines used in infusion 
pumps) that a doctor prescribes for use in your home. 

If you don’t want to get infusion therapy in a doctor’s office or hospital, 
you can use an infusion center. Refer to the Provider/Pharmacy Directory 
for a list of infusion centers. You can get the following services at an 
infusion center: 

chemotherapy 
hydration 
intravenous immunoglobulin (IVIG) 
blood and blood products 
antibiotics 
intrathecal/lumbar puncture 
inhalation 
therapeutic phlebotomy 

A doctor will be on-site at the infusion center in case there are medical 
emergencies. 

  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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$0 Inpatient hospital care*   

You must get approval from 
the plan to keep getting 
inpatient care at an 
out-of-network hospital after 
your emergency is under 
control. 

The plan will pay for the following services, and maybe other services not 
listed here: 

semi-private room (or a private room if it is medically necessary) 
meals, including special diets 
regular nursing services 
costs of special care units, such as intensive care or coronary care 
units 
drugs and medications 
lab tests 
X-rays and other radiology services 
needed surgical and medical supplies 
appliances, such as wheelchairs 
operating and recovery room services 
physical, occupational, and speech therapy 
inpatient substance abuse services 
blood, including storage and administration 
physician services 
In some cases, the following types of transplants: corneal, kidney, 
kidney/pancreatic, heart, liver, lung, heart/lung, bone marrow, stem 
cell, and intestinal/multivisceral. 
Our plan also covers 60 "lifetime reserve days." These are "extra" days 
that we cover. If your hospital stay is longer than 90 days, you can use 
these extra days. But once you have used up these extra 60 days, 
your inpatient hospital coverage will be limited to 90 days 

If you need a transplant, a Medicare-approved transplant center will review 
your case and decide whether you are a candidate for a transplant. 
Transplant providers may be local or outside of the service area. If local 
transplant providers are willing to accept the Medicare rate, then you can 
get your transplant services locally or outside the pattern of care for your 
community. 

If Molina Dual Options provides transplant services outside the pattern of 
care for your community and if you are approved by Molina Dual Options 
to get your transplant there, we will arrange or pay for lodging and travel 
costs for you and one other person. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 55

Molina Dual Options MEMBER HANDBOOK Chapter 4: Benefits Chart 

http://www.MolinaHealthcare.com/Duals


What you must pay General services that our plan pays for   

$0 Inpatient services in a psychiatric hospital*   

You must talk to your provider and get a referral for Institution for 

Mental Diseases (IMD) services. 

The plan will pay for mental health care services that require a 
hospital stay. 
There is a 190-day lifetime limit for inpatient mental health care in 
a psychiatric hospital. The 190-day limit does not apply to 
inpatient mental health services provided in a psychiatric unit of a 
general hospital. 
After you use your 190 days, these services are available at an 
Institution for Mental Diseases (IMD). 

An IMD is defined as an institution primarily engaged in 
providing diagnosis, treatment, or care of persons with mental 
diseases, including medical attention, nursing care, and related 
services. 
Whether a facility is an IMD is determined by its overall 
character as that of a facility established and maintained 
primarily for the care and treatment of individuals with mental 
diseases. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 56
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$0 for services and items 
listed on the left-hand 
column for Inpatient Stay 

Inpatient stay: Covered services in a hospital or skilled nursing facility 
(SNF) during a non-covered inpatient stay* 

You must talk to your provider and get a referral. 

  

If your inpatient stay is not reasonable and necessary, the plan will not 
pay for it. 

However, in some cases the plan will pay for services you get while you 
are in the hospital or a nursing home. The plan will pay for the following 
services, and maybe other services not listed here: 

doctor services 
diagnostic tests, like lab tests 
X-ray, radium, and isotope therapy, including technician materials 
and services 
surgical dressings 
splints, casts, and other devices used for fractures and dislocations 
prosthetics and orthotic devices, other than dental, including 
replacement or repairs of such devices. These are devices that: 

replace all or part of an internal body organ (including 
contiguous tissue), or 
replace all or part of the function of an inoperative or 
malfunctioning internal body organ. 

leg, arm, back, and neck braces, trusses, and artificial legs, arms, 
and eyes. This includes adjustments, repairs, and replacements 
needed because of breakage, wear, loss, or a change in the 
patient’s condition 
physical therapy, speech therapy, and occupational therapy 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 57
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$0 Kidney disease services and supplies   

The plan will pay for the following services: 

Kidney disease education services to teach kidney care and help 
members make good decisions about their care. 

You must have stage IV chronic kidney disease, and your 
doctor must refer you. 
The plan will cover up to six sessions of kidney disease 
education services. 

outpatient dialysis treatments, including dialysis treatments when 
temporarily out of the service area, as explained in Chapter 3 or 
when your provider for this service is temporarily unavailable or 
inaccessible. 
inpatient dialysis treatments if you are admitted as an inpatient to 
a hospital for special care 
self-dialysis training, including training for you and anyone helping 
you with your home dialysis treatments 
home dialysis equipment and supplies 
certain home support services, such as necessary visits by trained 
dialysis workers to check on your home dialysis, to help in 
emergencies, and to check your dialysis equipment and water 
supply 

Your Medicare Part B drug benefit pays for some drugs for dialysis. For 
information, please refer to “Medicare Part B prescription drugs” in this 
chart. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 58
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$0 Long-term services and supports (LTSS)*   

LTSS benefits are offered to all plan members as medically 
necessary. Authorization rules may apply. Contact your Care 
Coordinator for information about accessing these services and 
the providers available in your community. You should talk to your 
provider and get a referral. These services include: 
Adult day health care and nursing 
Case management and coordination of these waiver services 
Companion services 
Home delivered meals 
Minor home adaptations (for example, ramp, pest control, bath 
safety equipment) 
Personal and attendant care 
Personal emergency response system 
Prescription drugs 
Private duty nursing 
Some nutritional supplements 
Specialized medical equipment and supplies 
Temporary relief for your caregiver (in a nursing facility or at your 
home) 
Temporary relief for your caregiver in a Community Residential 
Care Facility (CRCF) or an in-patient facility (nursing facility or 
hospital) 
Transportation to adult day health care 

$0 Lung cancer screening 

The plan will pay for lung cancer screening every 12 months if you: 
are aged 50-77, and 
have a counseling and shared decision-making visit with your 
doctor or other qualified provider, and 
have smoked at least one pack a day for 20 years with no signs 
or symptoms of lung cancer or smoke now or have quit within the 
last 15 years. 

After the first screening, the plan will pay for another screening each year 
with a written order from your doctor or other qualified provider. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 59
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$0 Medical nutrition therapy 

This benefit is for people with diabetes or kidney disease without dialysis. 
It is also for after a kidney transplant when ordered by your doctor. 

The plan will pay for three hours of one-on-one counseling services during 
your first year that you get medical nutrition therapy services under 
Medicare. (This includes our plan, any other Medicare Advantage plan, 
or Medicare.) We pay for two hours of one-on-one counseling services 
each year after that. If your condition, treatment, or diagnosis changes, 
you may be able to get more hours of treatment with a doctor’s order. A 
doctor must prescribe these services and renew the order each year if 
your treatment is needed in the next calendar year. 

$0 Medicare Diabetes Prevention Program (MDPP) 

The plan will pay for MDPP services. MDPP is designed to help you 
increase healthy behavior. It provides practical training in: 

long-term dietary change, and 
increased physical activity, and 
ways to maintain weight loss and a healthy lifestyle. 

$0 Medicare Part B prescription drugs* 

These drugs are covered under Part B of Medicare. Molina Dual Options 
will pay for the following drugs: 

  

drugs you don’t usually give yourself and are injected or infused 
while you are getting doctor, hospital outpatient, or ambulatory 
surgery center services 
insulin furnished through an item of durable medical equipment 
(such as a medically necessary insulin pump) 
other drugs you take using durable medical equipment (such as 
nebulizers) that were authorized by the plan 
the Alzheimer’s drug, Leqembi (generic lecanemab) which is given 
intravenously (IV) 
clotting factors you give yourself by injection if you have hemophilia 
transplant/immunosuppressive drugs: Medicare covers transplant 
drug therapy if Medicare paid for your organ transplant. You must 
have Part A at the time of the covered transplant, and you must 
have Part B at the time you get immunosuppressive drugs. 
Medicare Part D covers immunosuppressive drugs if Part B does 
not cover them if you were enrolled in Medicare Part A at the time 
of the organ transplant 

This benefit is continued on the next page 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Medicare Part B prescription drugs* (continued) 

osteoporosis drugs that are injected. These drugs are paid for if 
you are homebound, have a bone fracture that a doctor certifies 
was related to post-menopausal osteoporosis, and cannot inject 
the drug yourself 
some antigens: Medicare covers antigens if a doctor prepares 
them and a properly instructed person (who could be you, the 
patient) gives them under appropriate supervision 
certain oral anti-cancer drugs: Medicare covers some oral cancer 
drugs you take by mouth if the same drug is available in injectable 
form or the drug is a prodrug (an oral form of a drug that, when 
ingested, breaks down into the same active ingredient found in the 
injectable drug). As new oral cancer drugs become available, Part 
B may cover them. If Part B doesn’t cover them, Part D does 
oral anti-nausea drugs: Medicare covers oral anti-nausea drugs 
you use as part of an anti-cancer chemotherapeutic regimen if 
they’re administered before, at, or within 48 hours of chemotherapy 
or are used as a full therapeutic replacement for an intravenous 
anti-nausea drug 
certain oral End-Stage Renal Disease (ESRD) drugs if the same 
drug is available in injectable form and the Part B ESRD benefit 
covers it 
calcimimetic medications under the ESRD payment system, 
including the intravenous medication Parsabiv and the oral 
medication Sensipar 
certain drugs for home dialysis, including heparin, the antidote for 
heparin (when medically necessary), and topical anesthetics 
erythropoiesis-stimulating agents: Medicare covers erythropoietin 
by injection if you have ESRD or you need this drug to treat anemia 
related to certain other conditions (such as Procrit) 
IV immune globulin for the home treatment of primary immune 
deficiency diseases 
parenteral and enteral nutrition (IV and tube feeding) 
The following link will take you to a list of Part B drugs that may 
be subject to step therapy: MolinaHealthcare.com/Duals 

We also cover some vaccines under our Medicare Part B and Part D 
prescription drug benefit. 

Chapter 5 explains the outpatient prescription drug benefit. It explains 
rules you must follow to have prescriptions covered. 

Chapter 6 explains what you pay for your outpatient prescription drugs 
through our plan. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Please contact your Care 
Coordinator to learn if you 
will need to contribute 
toward your nursing home 
care. 

Nursing home care* 

You must talk to your provider and get a referral. 

Your plan will cover the following services: 

nursing services: all nursing services to meet the total needs of 
the resident special services: assistance from social workers, 
planned activities, and various therapies 
Personal services: assistance with eating, dressing, toilet functions, 
baths, etc. 
room and board: semi-private or ward accommodations 
safety and treatment equipment: wheelchairs, infusion equipment, 
bedside commode, etc. 
medications: over-the counter medications (except for insulin) 
medical supplies and oxygen: oxygen, equipment for inhalation 
therapy, catheters, dressings, etc. 

  

Services that are not covered include physician services, lab/x-ray, inpatient 
and outpatient hospital services, prescription drugs, etc. 

Please note that skilled nursing facility (SNF) care is covered under its 
own category in this chart. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 62
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$0 Nursing home transition services*   

You must talk to your provider and get a referral. 

Nursing home transition services are available if you are in a nursing home 
and want to move back into your community. The services help if you have 
a disability or mental health condition. The following services are available: 

appliance services which provide necessary appliances 
furniture to establish a home in the community 
one-time assistance with rent or utilities 

The Home Again program is designed to help people who have lived in a 
nursing home and wish to return to the community. If you lived in a nursing 
facility for at least 90 days, you may qualify for the program and get the 
following services: 

transition coordination 
crisis intervention 
expanded employment services 
expanded assistive devices 
expanded goods and services 
wireless sensors 
community living services 
guided care nurse 
service animals 

If you think you qualify for the program, talk to your Care Coordinator. 

$0 Obesity screening and therapy to keep weight down 

If you have a body mass index of 30 or more, the plan will pay for 
counseling to help you lose weight. You must get the counseling in a 
primary care setting. That way, it can be managed with your full prevention 
plan. Talk to your primary care provider to find out more. 

$0 Opioid treatment program (OTP) services 

The plan will pay for the following services to treat opioid use disorder 
(OUD): 

  

intake activities 
periodic assessments 
medications approved by the Food and Drug Administration (FDA) 
and, if applicable, managing and giving you these medications 
substance use disorder counseling 
individual and group therapy 
testing for drugs or chemicals in your body (toxicology testing)* 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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$0 Outpatient diagnostic tests and therapeutic services and supplies   

The plan will pay for the following services, and maybe other services not 
listed here: 

X-rays 
radiation (radium and isotope) therapy, including technician 
materials and supplies* 
surgical supplies, such as dressings* 
splints, casts, and other devices used for fractures and dislocations* 
lab tests 
blood, including storage and administration* 
other outpatient diagnostic tests* 

$0 Outpatient hospital services*   

The plan pays for medically necessary services you get in the outpatient 
department of a hospital for diagnosis or treatment of an illness or injury. 

The plan will pay for the following services, and maybe other services not 
listed here: 

services in an emergency department or outpatient clinic, such as 
outpatient surgery or observation services 

Observation services help your doctor know if you need to be 
admitted to the hospital as an “inpatient.” 
Sometimes you can be in the hospital overnight and still be an 
“outpatient.” 
You can get more information about being an inpatient or an 
outpatient in this fact sheet: www.medicare.gov/media/11101 

labs and diagnostic tests billed by the hospital 
mental health care, including care in a partial-hospitalization 
program, if a doctor certifies that inpatient treatment would be 
needed without it 
X-rays and other radiology services billed by the hospital 
medical supplies, such as splints and casts 
preventive screenings and services listed throughout the Benefits 
Chart 
some drugs that you can’t give yourself 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 64
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$0 Outpatient mental health care*   

The plan will pay for mental health services provided by: 

a state-licensed psychiatrist or doctor, 
a clinical psychologist, 
a clinical social worker, 
a clinical nurse specialist, 
a nurse practitioner (NP), 
a physician assistant, 
a licensed marriage and family therapist (LMFT), 
a licensed professional counselor (LPC), or 
any other Medicare-qualified mental health care professional as 
allowed under applicable state laws. 

The plan will pay for the following services, and maybe other services not 
listed here: 

clinic services 
day treatment 
psychosocial rehab services 

Inpatient, day treatment and psychosocial rehab services require approval 
by Molina Dual Options. Please call Molina Dual Options at (855) 735-5831, 
TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET for more information. 

$0 Outpatient rehabilitation services*   

The plan will pay for physical therapy, occupational therapy, and speech 
therapy. Physical therapy services must improve or restore your physical 
function and prevent injury, impairments, and disabilities after a disease, 
injury, or loss of a body part. 

You can get outpatient rehabilitation services from hospital outpatient 
departments, independent therapist offices, comprehensive outpatient 
rehabilitation facilities (CORFs), and other facilities. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 65
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$0 Outpatient substance use disorder services 

Molina Dual Options pays for outpatient alcohol and drug (A&D) 
rehabilitative services. These services are available through the South 
Carolina Department for Alcohol and Other Drug Abuse Services 
(DAODAS). Crisis Management is also available for you if are experiencing 
emotional, physical, and/or psychological trauma. Medicare Part B helps 
pay for outpatient substance abuse treatment services from a clinic or 
hospital outpatient department. 

  

Covered services include, but are not limited to: 

psychotherapy 
patient education 
follow-up care after you leave the hospital 
prescription drugs during a hospital stay or injected at a doctor’s 
office. 
preventive screening and counseling 

$0 Outpatient surgery*   

The plan will pay for outpatient surgery and services at hospital outpatient 
facilities and ambulatory surgical centers. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 66
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What you must pay General services that our plan pays for   

There is no coinsurance or 
copayment if you are using 
your MyChoice card. 

Over-the-counter (OTC) items 

You get $100 every quarter to spend on plan-approved OTC items. 

Your coverage includes non-prescription OTC health and wellness items 
like vitamins, sunscreen, pain relievers, cough and cold medicine, and 
bandages. 

  

A quarter, or quarterly 
period, last 3 months. 
Quarterly periods for your 
covered OTC benefits are: OTC items may be purchased through participating retail locations. 

You can order: January to March 
April to June 
July to September 
October to December 

Online – visit NationsOTC.com/Molina 
By Phone – (877) 208-9243 to speak with a Nations OTC Member 
Experience Advisor at (TTY 711), 24 hours a day, seven days a week, 
365 days a year. 
By Mail – Fill out and return the order form in the OTC Product Catalog. 
OTC Debit card – At participating retail locations 
Through participating retail locations 

  

The $100 you get every 
quarter expires at the end of 
the quarterly period. It does 
not roll over to the next 
quarterly period, so be sure 
to spend any unused 
amount before the end of 
the quarter. 

Refer to your 2025 OTC Product Catalog for a complete list of 
plan-approved OTC items or call an OTC support person for more 
information. You will find important information (order guidelines) in the 
2025. 

You may be responsible for 
costs if you exceed your 
maximum quarterly (3 
months) allowance. 

Limitations and exclusions 
may apply. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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$0  Palliative care* 
You must talk to your provider and get a referral. 

Palliative care is specialized medical care for people with serious illnesses. 
This type of care is focused on providing patients with relief from the 
symptoms, pain, and stress of a serious illness. The goal is to improve 
quality of life for both the patient and the family. 

Palliative care is provided by a team that may include doctors, nurses, 
social workers, chaplains, and others who work with a patient's other 
doctors to provide an extra layer of support. The team will: 

talk to members about what matters most to them 
assess and manage pain and other symptoms 
address psychological and spiritual needs of members and their 
family 
offer support to help members live as fully as possible 
offer a support system to help the family cope during the member’s 
illness 

Palliative care is appropriate at any age and at any stage in a serious 
illness, and it can be provided together with curative treatment. 

  

$0 Partial hospitalization services and intensive outpatient services* 

Partial hospitalization is a structured program of active psychiatric 
treatment. It is offered as a hospital outpatient service or by a community 
mental health center. It is more intense than the care you get in your 
doctor’s, therapist’s, licensed marriage and family therapist’s (LMFT) or 
licensed professional counselor’s office. It can help keep you from having 
to stay in the hospital. 

  

Intensive outpatient service is a structured program of active behavioral 
(mental) health therapy treatment provided at a hospital outpatient service, 
a community mental health center, a Federally qualified health center, or 
a rural health clinic that is more intense than the care received in your 
doctor’s, therapist’s, LMFT, or licensed professional counselor’s office but 
less intense than partial hospitalization. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay General services that our plan pays for   

$0 Physician/provider services, including doctor’s office visits   

The plan will pay for the following services: Authorization rules may 
apply. medically necessary health care or surgery services given in places 

such as: 
physician’s office 
certified ambulatory surgical center* 
hospital outpatient department* 

consultation, diagnosis, and treatment by a specialist. 
Basic hearing and balance exams given by your specialist, if your 
doctor orders it them to find out whether you need treatment 
Certain telehealth services, including primary care providers. 

You have the option of getting these services through an 
in-person visit or by telehealth. If you choose to get one of 
these services by telehealth, you must use a network provider 
who offers the service by telehealth. 

Some telehealth services including consultation, diagnosis, and 
treatment by a physician or practitioner, for members in certain 
rural areas or other places approved by Medicare 
telehealth services for monthly end-stage renal disease (ESRD) 
related visits for home dialysis members in a hospital-based or 
critical access hospital-based renal dialysis center, renal dialysis 
facility, or the member’s home 
telehealth services to diagnose, evaluate, or treat symptoms of a 
stroke 
telehealth services for members with a substance use disorder or 
co-occurring mental health disorder 
telehealth services for diagnosis, evaluation, and treatment of 
mental health disorders if: 
you have an in-person visit within 6 months prior to your first 
telehealth visit 
you have an in-person visit every 12 months while receiving these 
telehealth services 
exceptions can be made to the above for certain circumstances 
telehealth services for mental health visits provided by Rural Health 
Clinics and Federally Qualified Health Centers 
virtual check-ins (for example, by phone or video chat) with your 
doctor for 5-10 minutes if: 
you’re not a new patient and 
the check-in isn’t related to an office visit in the past 7 days and 
the check-in doesn’t lead to an office visit within 24 hours or the 
soonest available appointment 
evaluation of video and/or images you send to your doctor and 
interpretation and follow-up by your doctor within 24 hours if: 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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you’re not a new patient and 
the evaluation isn’t related to an office visit in the past 7 days and 
the evaluation doesn’t lead to an office visit within 24 hours or the 
soonest available appointment 
consultation your doctor has with other doctors by phone, the 
Internet, or electronic health record if you’re not a new patient 

Note: Not all medical conditions can be treated through virtual visits. The 
virtual visit doctor will identify if you need to see an in-person doctor for 
treatment. 

second opinion by another network provider before surgery 
Non-routine dental care*. Covered services are limited to: 

surgery of the jaw or related structures, 
setting fractures of the jaw or facial bones, 
pulling teeth before radiation treatments of neoplastic cancer, 
or 
services that would be covered when provided by a physician. 

$0 Podiatry services* 

The plan will pay for the following services: 

  

diagnosis and medical or surgical treatment of injuries and diseases 
of the foot (such as hammer toe or heel spurs) 
routine foot care for members with conditions affecting the legs, 
such as diabetes 

$0 Prostate cancer screening exams 

For men, the plan will pay for the following services once every 12 months: 

a digital rectal exam 
a prostate specific antigen (PSA) test 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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$0 Prosthetic and orthotic devices and related supplies* 

Prosthetic devices replace all or part of a body part or function. These 
include but are not limited to: 

  

testing, fitting, or training in the use of prosthetic and orthotic 
devices 
colostomy bags and supplies related to colostomy care 
pacemakers 
braces 
prosthetic shoes 
artificial arms and legs 
breast prostheses (including a surgical brassiere after a 
mastectomy) 

The plan will also pay for some supplies related to prosthetic and orthotic 
devices. They will also pay to repair or replace prosthetic and orthotic 
devices. 

The plan offers some coverage after cataract removal or cataract surgery. 
Refer to “Vision Care” later in this section for details. 

The plan will not pay for prosthetic dental devices. 

$0 Pulmonary rehabilitation services*   

The plan will pay for pulmonary rehabilitation programs for members who 
have moderate to very severe chronic obstructive pulmonary disease 
(COPD). The member must have an order for pulmonary rehabilitation 
from the doctor or provider treating the COPD. 

$0 Sexually transmitted infections (STIs) screening and counseling 

The plan will pay for screenings for chlamydia, gonorrhea, syphilis, and 
hepatitis B. These screenings are covered for some people who are at 
increased risk for an STI. A primary care provider must order the tests. 
We cover these tests once every 12 months. 

The plan will also pay for up to two face-to-face, high-intensity behavioral 
counseling sessions each year for sexually active adults at increased risk 
for STIs. Each session can be 20 to 30 minutes long. The plan will pay 
for these counseling sessions as a preventive service only if they are given 
by a primary care provider. The sessions must be in a primary care setting, 
such as a doctor’s office. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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$0 Skilled nursing facility (SNF) care*   

You must talk to your provider and get a referral. 

Our plan covers Medicare and non-Medicare stays in a SNF with no prior 
hospitalization required. 

The plan will pay for the following services, and maybe other services not 
listed here: 

a semi-private room, or a private room if it is medically necessary 
meals, including special diets 
nursing services 
physical therapy, occupational therapy, and speech therapy 
drugs you get as part of your plan of care, including substances 
that are naturally in the body, such as blood-clotting factors 
blood, including storage and administration 
medical and surgical supplies given by nursing facilities 
lab tests given by nursing facilities 
X-rays and other radiology services given by nursing facilities 
appliances, such as wheelchairs, usually given by nursing facilities 
physician/provider services 

You will usually get your care from network facilities. However, you may 
be able to get your care from a facility not in our network. You can get 
care from the following places if they accept our plan’s amounts for 
payment: 

a nursing home or continuing care retirement community where 
you lived before you went to the hospital (as long as it provides 
nursing facility care) 
a nursing facility where your spouse or domestic partner lives at 
the time you leave the hospital 
Please note that nursing home care is covered under its own 
category in this chart. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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$0  Supervised exercise therapy (SET)* 
The plan will pay for SET for members with symptomatic peripheral artery 
disease (PAD). The plan will pay for: 

up to 36 sessions during a 12-week period if all SET requirements 
are met 
an additional 36 sessions over time if deemed medically necessary 
by a health care provider 

The SET program must be: 

30 to 60-minute sessions of a therapeutic exercise-training program 
for PAD in members with leg cramping due to poor blood flow 
(claudication) 
in a hospital outpatient setting or in a physician’s office 
delivered by qualified personnel who make sure benefit exceeds 
harm and who are trained in exercise therapy for PAD 
under the direct supervision of a physician, physician assistant, or 
nurse practitioner/clinical nurse specialist trained in both basic and 
advanced life support techniques 

  

$0 
No referral or authorization 
required to be enrolled in 
TCM. Some services 
provided to members under 
TCM may require 
authorization and referral. 
Contact Member Services 
for details. 

Targeted Case Management (TCM) 
TCM activities make sure that your medical, social, educational and other 
service needs are addressed on an ongoing basis to help you become 
more self-sufficient. 

To get TCM, you have to be in one of the following groups: 

individuals with Intellectual and Related Disabilities 
adults with Serious and Persistent Mental Illness 
individuals with Psychoactive Substance Disorders 
individuals At-Risk for Genetic Disorders 
individuals with head and spinal cord injuries and related disabilities 
individuals with sensory impairments 
adults with functional impairments 

TCM is only available for the last 180 days that you are in an institution 
and are moving to a community setting. Individuals who are moving into 
a waiver are not eligible for TCM. 

Talk to your Care Coordinator or PCP about getting TCM services. 

  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 73

Molina Dual Options MEMBER HANDBOOK Chapter 4: Benefits Chart 

http://www.MolinaHealthcare.com/Duals


What you must pay General services that our plan pays for   

$0 Telemedicine   

You must talk to your provider and get a referral. 

The plan covers some medical or health services using real-time audio or 
video with a provider who isn’t at your location. 

These services are available in some rural areas, under certain conditions, 
and only if you’re located at one of the following places: a doctor’s office, 
hospital, rural health clinic, federally-qualified health center, hospital-based 
dialysis facility, skilled nursing facility (SNF), or community mental health 
center. 

The following services are covered using a telecommunication system: 

consultation 
office visits 
individual psychotherapy 
prescription management 
psychiatric diagnostic interview exams and testing 

Services such as telephone conversations, e-mail messages and video 
cell phone calls are not covered. 

Tele-psychiatry is only provided on a limited basis through the Department 
of Mental Health in partnership with over 20 hospital emergency rooms in 
the state. 

$0 Urgently needed care 

Urgently needed care is care given to treat: 

a non-emergency, or 
an unforeseen medical illness, or 
an injury, or 
a condition that needs care right away. 

  

If you require urgently needed care, you should first try to get it from a 
network provider. However, you can use out-of-network providers when 
you cannot get to a network provider because given your time, place, or 
circumstances, it is not possible, or it is unreasonable, to obtain services 
from network providers (for example, when you are outside the plan’s 
service area and you require medically needed immediate services for an 
unforeseen condition but it is not a medical emergency). 

Urgent care is only covered when you get the services in the U.S. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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$0 Vision care 

The plan will pay for outpatient doctor services for the diagnosis and 
treatment of diseases and injuries of the eye. For example, this includes 
annual eye exams for diabetic retinopathy for people with diabetes and 
treatment for age-related macular degeneration. Medicare does not cover 
regular eye exams for glasses or contacts. 

Healthy Connections Medicaid covers the following services: 

treatment for an illness or injury to the eye 
initial replacement of the lens due to cataract surgery 

For people at high risk of glaucoma, the plan will pay for one glaucoma 
screening each year. People at high risk of glaucoma include: 

people with a family history of glaucoma, 
people with diabetes, 
African-Americans who are age 50 and older, and 
Hispanic Americans who are 65 or older. 

The plan will pay for one pair of glasses or contact lenses after each 
cataract surgery when the doctor inserts an intraocular lens. (If you have 
two separate cataract surgeries, you must get one pair of glasses after 
each surgery. You cannot get two pairs of glasses after the second surgery, 
even if you did not get a pair of glasses after the first surgery.) 

The plan will cover unlimited vision services up to $300 every year. These 
services include: 

Routine eye exams, contact lenses, eyeglasses, eyeglass lenses, 
eyeglass frames, and upgrades. 

Members receive a My Molina MyChoice debit card loaded with the annual 
allowance amount that may be used at any vision provider location. Any 
unused funds will not carry over to the following year. 

$0 “Welcome to Medicare” Preventive Visit 

The plan covers the one-time “Welcome to Medicare” preventive visit. The 
visit includes: 

a review of your health, 
education and counseling about the preventive services you need 
(including screenings and shots), and 
referrals for other care if you need it. 

Note: We cover the “Welcome to Medicare” preventive visit only during 
the first 12 months that you have Medicare Part B. When you make your 
appointment, tell your doctor’s office you want to schedule your “Welcome 
to Medicare” preventive visit. 

  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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E. Waiver Services Operated by Community Long Term Care (CLTC) that Our Plan 
Pays For 

Long-term services and supports (LTSS) help meet your daily needs for assistance and help improve the quality 
of your life. LTSS can help you with everyday tasks like taking a bath, getting dressed, and making food. Most 
of these services are provided in your home or in your community, but they could also be provided in a nursing 
home or hospital. 

LTSS are available to members who are on certain waiver programs operated by the Community Long Term 
Care (CLTC) division of Healthy Connections Medicaid. The type and amounts of LTSS depend on the waiver 
you are on. If you think you need LTSS, you can talk to your Care Coordinator about how to access them and 
whether you can join one of these waivers. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What you must pay 
Waiver services operated by Community and Long Term Care (CLTC) 
that our plan pays for 

$0 Community Choices Waiver services* 

Some services may require getting a referral from your provider. 

The plan provides extra services for members on the Community Choices 
Waiver. These services include: 

adult day health care and nursing 
transportation to adult day health care 
case management and coordination of these waiver services 
companion services 
home delivered meals 
minor home adaptations (for example, ramp, pest control, handheld 
shower equipment) 
personal and attendant care 
personal emergency response system 
some nutritional supplements 
specialized medical equipment and supplies 
temporary relief for your caregiver in a Community Residential Care 
Facility (CRCF) or an in-patient facility (nursing facility or hospital) 

$0 HIV/AIDS Waiver services* 

Some services may require getting a referral from your provider. 

The plan provides extra services for members on the HIV/AIDS Waiver. 
These services include: 

case management and coordination of these waiver services 
companion services 
home delivered meals 
minor home adaptations (for example, ramp, pest control, handheld 
shower equipment) 
personal and attendant care 
private duty nursing 
some nutritional supplements 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 77
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What you must pay 
Waiver services operated by Community and Long Term Care (CLTC) 
that our plan pays for 

$0 Mechanical Ventilator Dependent Waiver services* 

Some services may require getting a referral from your provider. 

The plan provides extra services for members on the Mechanical Ventilator 
Dependent Waiver. These services include: 

case management and coordination of these waiver services 
home delivered meals 
minor home adaptations (for example, ramp, pest control, handheld 
shower equipment) 
personal and attendant care 
personal emergency response system 
private duty nursing 
some nutritional supplements 
specialized medical equipment and supplies 
temporary relief for your caregiver (in a nursing facility or at your 
home) 

  
F. Benefits covered outside of Molina Dual Options 
Some of the following services are not covered by Molina Dual Options but are available through Medicare. You 
can get these services in the same way that you do today. 

F1. Hospice care 
You have the right to elect hospice if your provider and hospice medical director determine you have a terminal 
prognosis. This means you have a terminal illness and are expected to have six months or less to live. You can 
get care from any hospice program certified by Medicare. The plan must help you find Medicare-certified hospice 
programs. Your hospice doctor can be a network provider or an out-of-network provider. 

Refer to the Benefits Chart in Section D of this chapter for more information about what Molina Dual Options pays 
for while you are getting hospice care services. 

For hospice services and services covered by Medicare Part A or B that relate to your terminal prognosis: 

The hospice provider will bill Medicare for your services. Medicare will pay for hospice services related 
to your terminal prognosis. You pay nothing for these services. 

For services covered by Medicare Part A or B that are not related to your terminal prognosis: 

The provider will bill Medicare for your services. Medicare will pay for the services covered by Medicare 
Part A or B. You pay nothing for these services. 

For drugs that may be covered by Molina Dual Options’ Medicare Part D benefit: 

Drugs are never covered by both hospice and our plan at the same time. For more information, please 
refer to Chapter 5. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Note: If you need non-hospice care, you should call your care coordinator to arrange the services. Non-hospice 
care is care that is not related to your terminal prognosis. 

Some services are not covered by Molina Dual Options but are available through Healthy Connections Medicaid. 
You can get these services in the same way that you do today. 
  
F2. Dental services 
Through Healthy Connections Medicaid you are still eligible for Diagnostics (oral evaluation and x-rays), preventive 
care (annual cleaning), restorative care (fillings), and surgical care (extractions/removals) on a fee-for-service 
basis with a $0 copay. Also, Molina Dual Options covers preventive and comprehensive benefits in addition to 
your Healthy Connections Medicaid dental coverage.  Please contact your Care Coordinator for more information. 
Diagnostics (oral evaluation and x-rays), preventive care (annual cleaning), restorative care (fillings), and surgical 
care (extractions/removals) are covered on a fee-for-service basis. Please contact your Care Coordinator for 
more information. 

  
  
F3. Non-emergency medical transportation 
Transportation assistance is available to and from any medical appointment with a $0 copay. The type of assistance 
will depend on the member’s medical situation. Requests for urgent or same day requests (such as transportation 
assistance for routine hospital discharges) will be verified with health care providers to confirm that the short 
timing is medically necessary. Any member needing emergency transportation should call 911. 

For more information, please contact your Care Coordinator or refer to the member brochure located at the 
website of ModivCare, who is the transportation broker: memberinfo.logisticare.com/scmember/Downloads. If 
you have additional questions, please contact ModivCare using the contact information for your region in the 
member brochure. 
  
G. Benefits not covered by Molina Dual Options, Medicare, or Healthy Connections 

Medicaid 
This section tells you what kinds of benefits are excluded by the plan. Excluded means that the plan does not 
pay for these benefits. Medicare and Healthy Connections Medicaid will not pay for them either. 

The list below describes some services and items that are not covered by the plan under any conditions and 
some that are excluded by the plan only in some cases. 

The plan will not pay for the excluded medical benefits listed in this section (or anywhere else in this Member 
Handbook) except under the specific conditions listed. Even if you receive the services at an emergency facility, 
the plan will not pay for the services. If you think that we should pay for a service that is not covered, you can file 
an appeal. For information about filing an appeal, refer to Chapter 9. 

In addition to any exclusions or limitations described in the Benefits Chart, the following items and services 
are not covered by our plan: 

Chiropractic care, other than manual manipulation of the spine consistent with Medicare coverage 
guidelines. 
Cosmetic surgery or other cosmetic work, unless it is needed because of an accidental injury or to improve 
a part of the body that is not shaped right. However, the plan will pay for reconstruction of a breast after 
a mastectomy and for treating the other breast to match it. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Elective or voluntary enhancement procedures or services (including weight loss, hair growth, sexual 
performance, athletic performance, cosmetic purposes, anti-aging and mental performance), except when 
medically necessary. 
Experimental medical and surgical treatments, items, and drugs, unless covered by Medicare or under a 
Medicare-approved clinical research study or by our plan. Refer to Chapter 3 for more information on 
clinical research studies. Experimental treatment and items are those that are not generally accepted by 
the medical community. 
Radial keratotomy, LASIK surgery, and other low-vision aids. However, the plan will pay for glasses after 
cataract surgery. 
Full-time nursing care in your home. 
Naturopath services (the use of natural or alternative treatments). 
Non-prescription contraceptive supplies. 
Orthopedic shoes, unless the shoes are part of a leg brace and are included in the cost of the brace, or 
the shoes are for a person with diabetic foot disease. Supportive devices for the feet, except for orthopedic 
or therapeutic shoes for people with diabetic foot disease. 
Personal items in your room at a hospital or a nursing home, such as a telephone or a television. 
Private room in a hospital, except when it is medically necessary. 
Routine foot care, except for the limited coverage provided according to Medicare guidelines. 
Services considered not “reasonable and necessary,” according to the standards of Medicare and Healthy 
Connections Medicaid, unless these services are listed by our plan as covered services. 
Services provided to veterans in Veterans Affairs (VA) facilities. However, when a veteran gets emergency 
services at a VA hospital and the VA cost sharing is more than the cost sharing under our plan, we will 
reimburse the veteran for the difference. Members are still responsible for their cost sharing amounts. 
Surgical treatment for morbid obesity, except when it is medically necessary and Medicare pays for it. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Chapter 5: Getting your outpatient prescription drugs through the plan 

Introduction 
This chapter explains rules for getting your outpatient prescription drugs. These are drugs that your provider 
orders for you that you get from a pharmacy or by mail-order. They include drugs covered under Medicare Part D 
and Healthy Connections Medicaid. Key terms and their definitions appear in alphabetical order in the last chapter 
of the Member Handbook. 

Molina Dual Options also covers the following drugs, although they will not be discussed in this chapter: 

Drugs covered by Medicare Part A. These include some drugs given to you while you are in a hospital or 
nursing home. 
Drugs covered by Medicare Part B. These include some chemotherapy drugs, some drug injections given 
to you during an office visit with a doctor or other provider, and drugs you are given at a dialysis clinic. To 
learn more about what Medicare Part B drugs are covered, refer to the Benefits Chart in Chapter 4. 

Rules for the plan’s outpatient drug coverage 

The plan will usually cover your drugs as long as you follow the rules in this section. 

1. You must have a doctor or other provider write your prescription, which must be valid under applicable state 
law. This person often is your primary care provider (PCP). It could also be another provider if your PCP has 
referred you for care. 

2. Your prescriber must not be on Medicare’s Exclusion or Preclusion Lists. 
3. You generally must use a network pharmacy to fill your prescription. Or you can fill your prescription through 

the plan’s mail-order service. 
4. Your prescribed drug must be on the plan’s List of Covered Drugs. We call it the “Drug List” for short. (Refer 

to Section B of this chapter.) 
If it is not on the Drug List, we may be able to cover it by giving you an exception. 
Refer to Chapter 9 to learn about asking for an exception. 

5. Your drug must be used for a medically accepted indication. This means that the use of the drug is either 
approved by the Food and Drug Administration or supported by certain medical references. 

6. Your drug may require approval before we will cover it. Refer to Section C. 
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A. Getting your prescriptions filled 
A1. Filling your prescription at a network pharmacy 
In most cases, the plan will pay for prescriptions only if they are filled at the plan’s network pharmacies. A network 
pharmacy is a drug store that has agreed to fill prescriptions for our plan members. You may use any of our 
network pharmacies. 

To find a network pharmacy, you can look in the Provider and Pharmacy Directory, visit our website, or contact 
Member Services or your Care Coordinator. 
  
A2. Using your Member ID Card when you fill a prescription 
To fill your prescription, show your Member ID Card at your network pharmacy. The network pharmacy will bill 
the plan for your covered prescription drug. 

If you do not have your Member ID Card with you when you fill your prescription, ask the pharmacy to call the 
plan to get the necessary information, or you can ask the pharmacy to look up your plan enrollment information. 

If the pharmacy is not able to get the necessary information, you may have to pay the full cost of the 
prescription when you pick it up. You can then ask us to pay you back. If you cannot pay for the drug, contact 
Member Services right away. We will do what we can to help. 

To learn how to ask us to pay you back, refer to Chapter 7. 
If you need help getting a prescription filled, you can contact Member Services or your Care Coordinator. 

  
A3. What to do if you change to a different network pharmacy 
If you change pharmacies and need a refill of a prescription, you can either ask to have a new prescription written 
by a provider or ask your pharmacy to transfer the prescription to the new pharmacy if there are any refills left. 

If you need help changing your network pharmacy, you can contact Member Services or your Care Coordinator. 
  
A4. What to do if your pharmacy leaves the network 
If the pharmacy you use leaves the plan’s network, you will have to find a new network pharmacy. 

To find a new network pharmacy, you can look in the Provider and Pharmacy Directory, visit our website, or 
contact Member Services or your Care Coordinator. 
  
A5. Using a specialized pharmacy 
Sometimes prescriptions must be filled at a specialized pharmacy. Specialized pharmacies include: 

Pharmacies that supply drugs for home infusion therapy. 
Pharmacies that supply drugs for residents of a long-term care facility, such as a nursing home. 

Usually, long-term care facilities have their own pharmacies. If you are a resident of a long-term care 
facility, we must make sure you can get the drugs you need at the facility’s pharmacy. 
If your long-term care facility’s pharmacy is not in our network or you have any difficulty getting your 
drugs in a long-term care facility, please contact Member Services. 

Pharmacies that serve the Indian Health Service/Tribal/Urban Indian Health Program. Except in 
emergencies, only Native Americans or Alaska Natives may use these pharmacies. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Pharmacies that dispense drugs that are restricted by the FDA to certain locations or that require special 
handling, provider coordination, or education on their use. (Note: This scenario should happen rarely.) 

To find a specialized pharmacy, you can look in the Provider and Pharmacy Directory, visit our website, or contact 
Member Services or your Care Coordinator. 
  
A6. Using mail-order services to get your drugs 
For certain kinds of drugs, you can use the plan’s network mail-order services. Generally, the drugs available 
through mail-order are drugs that you take on a regular basis for a chronic or long-term medical condition. The 
drugs that are not available through the plan’s mail-order service are marked with NM in our Drug List. 

Our plan’s mail-order service allows you to order at least a 31-day supply of the drug and no more than a 100-day 
supply. A 100-day supply has the same copay as a one-month supply. 

Filling my prescriptions by mail 

To get order forms and information about filling your prescriptions by mail, please call Member Services at (855) 
735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET or you can visit MolinaHealthcare.com/Duals. 

Usually, a mail-order prescription will get to you within 14 days. Please call Member Services for help in receiving 
a temporary supply of your prescription at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET if your 
mail-order is delayed. 

Mail-order process 

The mail-order service has different procedures for new prescriptions it gets from you, new prescriptions it gets 
directly from your provider’s office, and refills on your mail-order prescriptions: 

1. New prescriptions the pharmacy gets from you 

The pharmacy will automatically fill and deliver new prescriptions it gets from you. 

2. New prescriptions the pharmacy gets directly from your provider’s office 

After the pharmacy gets a prescription from a health care provider, it will contact you to find out if you want 
the medication filled immediately or at a later time. 

This will give you an opportunity to make sure the pharmacy is delivering the correct drug (including 
strength, amount, and form) and, if needed, allow you to stop or delay the order before it is shipped. 
It is important that you respond each time you are contacted by the pharmacy, to let them know what to 
do with the new prescription and to prevent any delays in shipping. 

3. Refills on mail-order prescriptions 

For refills of your drugs, you have the option to sign up for an automatic refill program. Under this program 
we will start to process your next refill automatically when our records show you should be close to running 
out of your drug. 

The pharmacy will contact you before shipping each refill to make sure you need more medication, and 
you can cancel scheduled refills if you have enough of your medication or if your medication has changed. 
If you choose not to use our auto refill program, please contact your pharmacy 10 days before your current 
prescription will run out to make sure your next order is shipped to you in time. 

To opt out of our program that automatically prepares mail-order refills, please contact us by calling Member 
Services at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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So the pharmacy can reach you to confirm your order before shipping, please make sure to let the pharmacy 
know the best ways to contact you. The pharmacy will contact you by phone at the number you have provided. 
It is important to make sure that our pharmacy has the most current contact information. 
  
A7. Getting a long-term supply of drugs 
You can get a long-term supply of maintenance drugs on our plan’s Drug List. Maintenance drugs are drugs that 
you take on a regular basis, for a chronic or long-term medical condition. 

Some network pharmacies allow you to get a long-term supply of maintenance drugs. A 100-day supply has the 
same copay as a one-month supply. The Provider and Pharmacy Directory tells you which pharmacies can give 
you a long-term supply of maintenance drugs. You can also call Member Services for more information. 

Refer to the section above to learn about mail-order services. 
  
A8. Using a pharmacy that is not in the plan’s network 
Generally, we pay for drugs filled at an out-of-network pharmacy only when you are not able to use a network 
pharmacy. We have network pharmacies outside of our service area where you can get your prescriptions filled 
as a member of our plan. In these cases, please check first with Member Services to find out if there is a network 
pharmacy nearby. 

We will pay for prescriptions filled at an out-of-network pharmacy in the following cases: 

If the prescription is related to urgently needed care 
If these prescriptions are related to care for a medical emergency 
Coverage will be limited to a 31-day supply unless the prescription is written for less. 

  
A9. Paying you back if you pay for a prescription 
If you must use an out-of-network pharmacy, you will generally have to pay the full cost when you get your 
prescription. You can ask us to pay you back. 

To learn more about this, refer to Chapter 7. 
  
B. The plan’s Drug List 
The plan has a Drug List. 

The drugs on the Drug List are selected by the plan with the help of a team of doctors and pharmacists. The Drug 
List also tells you if there are any rules you need to follow to get your drugs. 

We will generally cover a drug on the plan’s Drug List as long as you follow the rules explained in this chapter. 

B1. Drugs on the Drug List 
The Drug List includes the drugs covered under Medicare Part D and some prescription and over-the-counter 
drugs and items covered under your Healthy Connections Medicaid benefits. 

The Drug List includes brand name drugs, generic drugs, and biosimilars 

A brand name drug is a prescription drug that is sold under a trademarked name owned by the drug manufacturer. 
Biological products are drugs that are more complex than typical drugs. On the Drug List, when we refer to “drugs,” 
this could mean a drug or a biological product such as vaccines or insulin. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Generic drugs have the same active ingredients as brand name drugs. Biological products have alternatives that 
are called biosimilars. Generally, generics and biosimilars work just as well as brand name drugs or biological 
products and usually cost less. There are generic drug substitutes available for many brand name drugs and 
biosimilar alternatives for some original biological products. Some biosimilars are interchangeable biosimilars 
and, depending on state law, may be substituted for the original biological product at the pharmacy without needing 
a new prescription, just like generic drugs can be substituted for brand name drugs. 

Refer to Chapter 12 for definitions of the types of drugs that may be on the Drug List. 

We will generally cover a drug on the plan’s Drug List as long as you follow the rules explained in this chapter. 

Our plan also covers certain over-the-counter drugs and items. Some over-the-counter drugs cost less than 
prescription drugs and work just as well. For more information, call Member Services. 
  
B2. How to find a drug on the Drug List 
To find out if a drug you are taking is on the Drug List, you can: 

Check the most recent Drug List we sent you in the mail. 
Visit our website listed at the bottom of the page. The Drug List on our website is always the most current 
one. 
Call Member Services at the number at the bottom of the page to find out if a drug is on the plan’s Drug 
List or to ask for a copy of the list. 
Use our “Real Time Benefit Tool” at Caremark.com or call your Care Coordinator. With this tool you can 
search for drugs on the Drug List to get an estimate of what you will pay and if there are alternative drugs 
on the Drug List that could treat the same condition. 

Ask your Care Coordinator to find out if a drug is on the plan’s Drug List. 
  
B3. Drugs that are not on the Drug List 
The plan does not cover all prescription drugs. Some drugs are not on the Drug List because the law does not 
allow the plan to cover those drugs. In other cases, we have decided not to include a drug on the Drug List. 

Molina Dual Options will not pay for the drugs listed in this section. These are called excluded drugs. If you get 
a prescription for an excluded drug, you must pay for it yourself. If you think we should pay for an excluded drug 
because of your case, you can file an appeal. (To learn how to file an appeal, refer to Chapter 9.) 

Here are three general rules for excluded drugs: 

1. Our plan’s outpatient drug coverage (which includes Part D and Healthy Connections Medicaid drugs) cannot 
pay for a drug that would already be covered under Medicare Part A or Part B. Drugs covered under Medicare 
Part A or Part B are covered by Molina Dual Options for free, but they are not considered part of your outpatient 
prescription drug benefits. 

2. Our plan cannot cover a drug purchased outside the United States and its territories. 
3. The use of the drug must be either approved by the Food and Drug Administration or supported by certain 

medical references as a treatment for your condition. Your doctor or other provider might prescribe a certain 
drug to treat your condition, even though it was not approved to treat the condition. This is called off-label 
use. Our plan usually does not cover drugs when they are prescribed for off-label use. 

Also, by law, the types of drugs listed below are not covered by Medicare or Healthy Connections Medicaid. 

Drugs used to promote fertility 
Drugs used for the relief of cough or cold symptoms 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Drugs used for cosmetic purposes or to promote hair growth 
Drugs used for the treatment of sexual or erectile dysfunction, such as Viagra®, Cialis®, Levitra®, and 
Caverject® 
Outpatient drugs when the company who makes the drugs says that you have to have tests or services 
done only by them 

  
B4. Drug List tiers 
Every drug on the plan’s Drug List is in one of three (3) tiers. A tier is a group of drugs of generally the same type 
(for example, brand name, generic, or over-the-counter drugs). 

Tier 1 drugs are generic drugs. For Tier 1 drugs, you pay nothing. 
Tier 2 drugs are brand name drugs. For Tier 2 drugs, you pay nothing. 
Tier 3 drugs are Non-Medicare prescriptions/Over-The-Counter (OTC) drugs. For Tier 3 drugs, you pay 
nothing. 

To find out which tier your drug is in, look for the drug in the plan’s Drug List. 

Chapter 6 tells the amount you pay for drugs in each tier. 
  
C. Limits on some drugs 
For certain prescription drugs, special rules limit how and when the plan covers them. In general, our rules 
encourage you to get a drug that works for your medical condition and is safe and effective. When a safe, lower-cost 
drug will work just as well as a higher-cost drug, the plan expects your provider to prescribe the lower-cost drug. 

If there is a special rule for your drug, it usually means that you or your provider will have to take extra 
steps for us to cover the drug. For example, your provider may have to tell us your diagnosis or provide results 
of blood tests first. If you or your provider think our rule should not apply to your situation, you should ask us to 
make an exception. We may or may not agree to let you use the drug without taking the extra steps. 

To learn more about asking for exceptions, refer to Chapter 9. 

Prior authorization (PA) – certain criteria must be met before a drug is covered. For example, diagnosis, lab 
values, or previous treatments tried and failed. 

Step therapy (ST) – Certain cost-effective drugs must be used before other more expensive drugs are covered. 
For example, certain brand-name medications will only be covered if a generic alternative has been tried first. 

Quantity limit (QL) – Certain drugs have a maximum quantity that will be covered. For example, certain drugs 
that are approved by the FDA to be taken once daily may have a quantity limit of #30 per 30 days. 

B vs. D – Some drugs may be covered under Medicare part D or B, depending on the circumstances. 

1. Limiting use of a brand name drug or original biological products when, respectively, a generic or 
interchangeable biosimilar version is available 

Generally, a generic drug or interchangeable biosimilar works the same as a brand name drug or original 
biological product and usually costs less. If there is a generic or interchangeable biosimilar version of a 
brand name drug or original biological product, our network pharmacies will give you the generic or 
interchangeable biosimilar version. 

We usually will not pay for the brand name drug or original biological product when there is a generic 
version. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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However, if your provider or interchangeable biosimilar has told us the medical reason that neither the 
generic drug, interchangeable biosimilar, nor other covered drugs that treat the same condition will work 
for you, then we will cover the brand name drug. 

2. Getting plan approval in advance 

For some drugs, you or your prescriber must get approval from Molina Dual Options, based on specific 
rules, before you fill your prescription. If you don’t get approval, Molina Dual Options may not cover the 
drug. 

3. Trying a different drug first 

In general, the plan wants you to try lower-cost drugs (that often are as effective) before the plan covers 
drugs that cost more. For example, if Drug A and Drug B treat the same medical condition, and Drug A 
costs less than Drug B, the plan may require you to try Drug A first. 

If Drug A does not work for you, the plan will then cover Drug B. This is called step therapy. 

4. Quantity limits 

For some drugs, we limit the amount of the drug you can have. This is called a quantity limit. For example, 
the plan might limit how much of a drug you can get each time you fill your prescription. 

Find out if these rules apply to your drugs 

To find out if any of the rules above apply to a drug you take or want to take, check the Drug List. For the most 
up-to-date information, call Member Services at the number at the bottom of the page or check our website listed 
at MolinaHealthcare.com/Duals. 
  
D. Reasons your drug might not be covered 
We try to make your drug coverage work well for you, but sometimes a drug might not be covered in the way that 
you would like it to be. For example: 

The drug you want to take is not covered by the plan. The drug might not be on the Drug List. A generic 
version of the drug might be covered, but the brand name version you want to take is not. A drug might 
be new and we have not yet reviewed it for safety and effectiveness. 
The drug is covered, but there are special rules or limits on coverage for that drug. As explained in the 
section above, some of the drugs covered by the plan have rules that limit their use. In some cases, you 
or your prescriber may want to ask us for an exception to a rule. 

There are things you can do if your drug is not covered in the way that you would like it to be. 

D1. Getting a temporary supply 
In some cases, the plan can give you a temporary supply of a drug when the drug is not on the Drug List or when 
it is limited in some way. This gives you time to talk with your provider about getting a different drug or to ask the 
plan to cover the drug. 

To get a temporary supply of a drug, you must meet the two rules below: 

1. The drug you have been taking: 

is no longer on the plan’s Drug List, or 
was never on the plan’s Drug List, or 
is now limited in some way. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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2. You must be in one of these situations: 

You were in the plan last year. 
We will cover a temporary supply of your drug during the first 180 days of the calendar year. 
This temporary supply will be for up to 31 days. 
If your prescription is written for fewer days, we will allow multiple refills to provide up to a maximum 
of 31 days of medication. You must fill the prescription at a network pharmacy. 
Long-term care pharmacies may provide your prescription drug in small amounts at a time to prevent 
waste. 

You are new to the plan. 
We will cover a temporary supply of your drug during the first 180 days of your membership in the 
plan. 
This temporary supply will be for up to 31 days. 
If your prescription is written for fewer days, we will allow multiple refills to provide up to a maximum 
of 31 days of medication. You must fill the prescription at a network pharmacy. 
Long-term care pharmacies may provide your prescription drug in small amounts at a time to prevent 
waste. 

You have been in the plan for more than 90 days and live in a long-term care facility and need a supply 
right away. 

We will cover one 31-day supply, or less if your prescription is written for fewer days. This is in addition 
to the above temporary supply. 
If you are a new resident of a LTC facility and have been enrolled in our Plan for more than 180 days 
and need a drug that isn’t on our formulary or is subject to other restrictions, such as step therapy or 
dosage limits, we will cover a temporary 31-day emergency supply of that drug (unless the prescription 
is for fewer days) while the member pursues a formulary exception. Exceptions are available in 
situations where you experience a change in the level of care you are receiving that also requires you 
to transition from one facility or treatment center to another. In such circumstances, you would be 
eligible for a temporary, one-time fill exception even if you are outside of the first 180 days as a member 
of the plan. Please note that our transition policy applies only to those drugs that are “Part D drugs” 
and bought at a network pharmacy. The transition policy can’t be used to buy a non-Part D drug or a 
drug out of network, unless you qualify for out of network access. 

  
D2. Asking for a temporary supply 
To ask for a temporary supply of a drug, call Member Services. 

When you get a temporary supply of a drug, you should talk with your provider to decide what to do when your 
supply runs out. Here are your choices: 

You can change to another drug. 

There may be a different drug covered by the plan that works for you. You can call Member Services to 
ask for a list of covered drugs that treat the same medical condition. The list can help your provider find 
a covered drug that might work for you. 

OR 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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You can ask for an exception. 

You and your provider can ask the plan to make an exception. For example, you can ask the plan to cover 
a drug even though it is not on the Drug List. Or you can ask the plan to cover the drug without limits. If 
your provider says you have a good medical reason for an exception, they can help you ask for one. 

  
D3. Asking for an exception 
If a drug you are taking will be taken off the Drug List or limited in some way for next year, we will allow you to 
ask for an exception before next year. 

We will tell you about any change in the coverage for your drug for next year. You can then ask us to 
make an exception and cover the drug in the way you would like it to be covered for next year. 
We will answer your request for an exception within 72 hours after we get your request (or your prescriber’s 
supporting statement). 

To learn more about asking for an exception, refer to Chapter 9. 

If you need help asking for an exception, you can contact Member Services or your Care Coordinator. 
  
E. Changes in coverage for your drugs 
Most changes in drug coverage happen on January 1, but Molina Dual Options may add or remove drugs on the 
Drug List during the year. We may also change our rules about drugs. For example, we could: 

Decide to require or not require prior approval (PA) for a drug. (PA is permission from Molina Dual Options 
before you can get a drug.) 
Add or change the amount of a drug you can get (called quantity limits). 
Add or change step therapy restrictions on a drug. (Step therapy means you must try one drug before we 
will cover another drug.) 

For more information on these drug rules, refer to Section C earlier in this chapter. 

If you are taking a drug that was covered at the beginning of the year, we will generally not remove or change 
coverage of that drug during the rest of the year unless: 

a new, cheaper drug comes on the market that works as well as a drug on the Drug List now, or 
we learn that a drug is not safe, or 
a drug is removed from the market. 

What happens if coverage changes for a drug you are taking? 

To get more information on what happens when the Drug List changes, you can always: 

Check Molina Dual Options’ up to date Drug List at MolinaHealthcare.com/Duals or 
Call Member Services at: the number at the bottom of the page to check the current Drug List. 

Changes we may make to the Drug List that affect you during the current plan year 

Some changes to the Drug List will happen immediately. For example: 

A new generic drug becomes available. Sometimes, a new generic drug or biosimilar comes on the 
market that works as well as a brand name drug or original biological product on the Drug List now. When 
that happens, we may remove the brand name drug and add the new generic drug, but your cost for the 
new drug will stay the same. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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When we add the new generic drug, we may also decide to keep the brand name drug on the list but 
change its coverage rules or limits. 

We may not tell you before we make this change, but we will send you information about the specific 
change we made once it happens. 
You or your provider can ask for an “exception” from these changes. We will send you a notice with 
the steps you can take to ask for an exception. Please refer to Chapter 9, Section 6 of this handbook 
for more information on exceptions. 

Some changes to the Drug List may include: 

A new generic drug or interchangeable biosimilar becomes available. Sometimes, a new generic 
drug or an interchangeable biosimilar version of the same biological product comes on the market that 
works as well as a brand name drug or original biological product on the Drug List now. When that happens, 
we may remove the brand name drug or original biological product and add the new generic drug or an 
interchangeable biosimilar version of the same biological product, but your cost for the new drug or an 
interchangeable biosimilar will stay the same. 

When we add the new generic drug, we may also decide to keep the brand name drug or original biological 
product on the list but change its coverage rules or limits. 

When these changes happen, we will: 

Tell you at least 30 days before we make the change to the Drug List or 
Let you know and give you a 31-day supply of the brand name drug or original biological product after 
you ask for a refill. 

This will give you time to talk to your doctor or other prescriber. They can help you decide: 

If you should switch to the generic or interchangeable biosimilar or if there is a similar drug on the 
Drug List you can take instead, or 

Whether to ask for an exception from these changes. To learn more about asking for exceptions, refer to 
Chapter 9. A drug is taken off the market. If the Food and Drug Administration (FDA) says a drug you 
are taking is not safe or effective or the drug’s manufacturer takes a drug off the market, we may 
immediately take it off the Drug List. If you are taking the drug, we will send you a notice after we make 
the change. Contact your prescribing doctor if you receive a notification. 

We may make other changes that affect the drugs you take. We will tell you in advance about these other 
changes to the Drug List. These changes might happen if: 

The FDA provides new guidance or there are new clinical guidelines about a drug. 

When these changes happen, we will: 

Tell you at least 30 days before we make the change to the Drug List or 
Let you know and give you a 31-day supply of the drug after you ask for a refill. 

This will give you time to talk to your doctor or other prescriber. They can help you decide: 

If there is a similar drug on the Drug List you can take instead or 
Whether to ask for an exception from these changes to continue covering the drug or the version of the 
drug you have been taking. To learn more about asking for exceptions, refer to Chapter 9. 

Changes to the Drug List that do not affect you during the current plan year 

We may make changes to the drugs you take that are not described above and do not affect the drugs you take 
now. For such changes, if you are taking a drug we covered at the beginning of the year, we generally will not 
remove or change coverage of that drug during the rest of the year. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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For example, if we remove a drug you are taking or limit its use, then the change will not affect your use of the 
drug for the rest of the year. 

If any of these changes happen for a drug you are taking (except for the changes noted in the section above), 
the change won’t affect your use until January 1 of the next year. 

We will not tell you above these types of changes directly during the current year. You will need to check the 
Drug List for the next plan year (when the list is available during the open enrollment period) to see if there are 
any changes that will impact you during the next plan year. 
  
F. Drug coverage in special cases 
F1. If you are in a hospital or a skilled nursing facility for a stay that is covered by the plan 
If you are admitted to a hospital or skilled nursing facility for a stay covered by the plan, we will generally cover 
the cost of your prescription drugs during your stay. You will not have to pay a copay. Once you leave the hospital 
or skilled nursing facility, the plan will cover your drugs as long as the drugs meet all of our rules for coverage. 
  
F2. If you are in a long-term care facility 
Usually, a long-term care facility, such as a nursing home, has its own pharmacy or a pharmacy that supplies 
drugs for all of its residents. If you are living in a long-term care facility, you may get your prescription drugs 
through the facility’s pharmacy if it is part of our network. 

Check your Provider and Pharmacy Directory to find out if your long-term care facility’s pharmacy is part of our 
network. If it is not, or if you need more information, please contact Member Services. 
  
F3. If you are in a Medicare-certified hospice program 
Drugs are never covered by both hospice and our plan at the same time. 

If you are enrolled in a Medicare hospice and require certain drugs (e.g., a pain medication, anti-nausea 
drugs, laxative, or anti-anxiety drugs) that are not covered by your hospice because it is unrelated to your 
terminal prognosis and related conditions, our plan must get notification from either the prescriber or your 
hospice provider that the drug is unrelated before our plan can cover the drug. 
To prevent delays in getting any unrelated drugs that should be covered by our plan, you can ask your 
hospice provider or prescriber to make sure we have the notification that the drug is unrelated before you 
ask a pharmacy to fill your prescription. 

If you leave hospice, our plan should cover all of your drugs. To prevent any delays at a pharmacy when your 
Medicare hospice benefit ends, you should bring documentation to the pharmacy to verify that you have left 
hospice. Refer to the previous parts of this chapter that tell about the rules for getting drug coverage under Part D. 

To learn more about the hospice benefit, refer to Chapter 4. 
  
G. Programs on drug safety and managing drugs 
G1. Programs to help members use drugs safely 
Each time you fill a prescription, we look for possible problems, such as drug errors or drugs that: 

may not be needed because you are taking another similar drug that does the same thing 
may not be safe for your age or gender 
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could harm you if you take them at the same time 
have ingredients that you are or may be allergic to 
have unsafe amounts of opioid pain medications 

If we find a possible problem in your use of prescription drugs, we will work with your provider to correct the 
problem. 
  
G2. Programs to help members manage their drugs 
If you take medications for different medical conditions and/or you are in a Drug Management Program to help 
you use your opioid medications safely, you may be eligible to get services, at no cost to you, through a medication 
therapy management (MTM) program. This program helps you and your provider make sure that your medications 
are working to improve your health. If you qualify for the program, a pharmacist or other health professional will 
give you a comprehensive review of all your medications and talk with you about: 

how to get the most benefit from the drugs you take 
any concerns you have, like medication costs and drug reactions 
how best to take your medications 
any questions or problems you have about your prescription and over-the-counter medication 

You’ll get a written summary of this discussion. The summary has a medication action plan that recommends 
what you can do to make the best use of your medications. You’ll also get a personal medication list that will 
include all the medications you’re taking and why you take them. In addition, you’ll get information about safe 
disposal of prescription medications that are controlled substances. 

It’s a good idea to schedule your medication review before your yearly “Wellness” visit, so you can talk to your 
doctor about your action plan and medication list. Bring your action plan and medication list with you to your visit 
or anytime you talk with your doctors, pharmacists, and other health care providers. Also, take your medication 
list with you if you go to the hospital or emergency room. 

Medication therapy management programs are voluntary and free to members that qualify. If we have a program 
that fits your needs, we will enroll you in the program and send you information. If you do not want to be in the 
program, please let us know, and we will take you out of the program. 

If you have any questions about these programs, please contact Member Services or your Care Coordinator. 
  
G3. Drug management program to help members safely use their opioid medications 
Molina Dual Options has a program that can help members safely use their prescription opioid medications and 
other medications that are frequently misused. This program is called a Drug Management Program (DMP). 

If you use opioid medications that you get from several prescribers or pharmacies or if you had a recent opioid 
overdose, we may talk to your prescribers to make sure your use of opioid medications is appropriate and medically 
necessary. Working with your prescribers, if we decide your use of prescription opioid or benzodiazepine 
medications is not safe, we may limit how you can get those medications. Limitations may include: 

Requiring you to get all prescriptions for those medications from certain pharmacies and/or from a 
certain prescribers 
Limiting the amount of those medications we will cover for you 

If we think that one or more limitations should apply to you, we will send you a letter in advance. The letter will 
tell you if we will limit coverage of these drugs for you, or if you’ll be required to get the prescriptions for these 
drugs only from a specific provider or pharmacy. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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You will have a chance to tell us which prescribers or pharmacies you prefer to use and any information 
you think is important for us to know. If we decide to limit your coverage for these medications after you have 
a chance to respond, we will send you another letter that confirms the limitations. 

If you think we made a mistake, you disagree that you are at risk for prescription drug misuse, or you disagree 
with the limitation, you and your prescriber can file an appeal. If you file an appeal, we will review your case and 
give you our decision. If we continue to deny any part of your appeal related to limitations to your access to these 
medications, we will automatically send your case to an Independent Review Entity (IRE). (To learn how to file 
an appeal and to find out more about the IRE, refer to Chapter 9.) 

The DMP may not apply to you if you: 

have certain medical conditions, such as cancer or sickle cell disease, 
are getting hospice, palliative, or end-of-life care, or 
live in a long-term care facility. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Chapter 6: What you pay for your Medicare and Healthy Connections 
Medicaid prescription drugs 

Introduction 
This chapter tells what you pay for your outpatient prescription drugs. By “drugs,” we mean: 

Medicare Part D prescription drugs, and 
drugs and items covered under Healthy Connections Medicaid, and 
drugs and items covered by the plan as additional benefits. 

Because you are eligible for Healthy Connections Medicaid, you are getting “Extra Help” from Medicare to help 
pay for your Medicare Part D prescription drugs. 

Extra Help is a Medicare program that helps people with limited incomes and resources reduce Medicare 
Part D prescription drug costs, such as premiums, deductibles, and copays. Extra Help is also called the 
“Low-Income Subsidy,” or “LIS.” 

Other key terms and their definitions appear in alphabetical order in the last chapter of the Member Handbook. 

To learn more about prescription drugs, you can look in these places: 

The plan’s List of Covered Drugs. 
We call this the “Drug List.” It tells you: 

Which drugs the plan pays for 
Which of the three (3) tiers each drug is in 
Whether there are any limits on the drugs 

If you need a copy of the Drug List, call Member Services at the number at the bottom of the page. 
You can also find the Drug List at MolinaHealthcare.com/Duals. The Drug List on our website is always 
the most current. 

Chapter 5 of this Member Handbook. 
Chapter 5 tells how to get your outpatient prescription drugs through the plan. 
It includes rules you need to follow. It also tells which types of prescription drugs are not covered by 
our plan. 

The plan’s Provider and Pharmacy Directory. 
In most cases, you must use a network pharmacy to get your covered drugs. Network pharmacies 
are pharmacies that have agreed to work with our plan. 
The Provider and Pharmacy Directory has a list of network pharmacies. You can read more about 
network pharmacies in Chapter 5. 
When you use the plan’s “Real Time Benefit Tool” to look up drug coverage (refer to Chapter 5, 
Section B2), the cost shown is provided in “real time” meaning the cost displayed in the tool reflects 
a moment in time to provide an estimate of the out-of-pocket costs you are expected to pay. You can 
call or Member Services for more information. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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A. The Explanation of Benefits (EOB) 
Our plan keeps track of your prescription drugs. We keep track of two types of costs: 

Your out-of-pocket costs. This is the amount of money you, or others on your behalf, pay for your 
prescriptions. This includes what you paid when you get a covered Part D drug, any payments for your 
drugs made by family or friends, any payments made for your drugs by “Extra Help” from Medicare, 
employer or union health plans, TRICARE, Indian Health Service, AIDS drug assistance programs, 
charities, and most State Pharmaceutical Assistance Programs (SPAPs). 
Your total drug costs. This is the total of all payments made for your covered Part D drugs. It includes 
what the plan paid, and what other programs or organizations paid for your covered Part D drugs. 

When you get prescription drugs through the plan, we send you a summary called the Explanation of Benefits. 
We call it the EOB for short. The EOB has more information about the drugs you take. The EOB includes: 

Information for the month. The summary tells what prescription drugs you got for the previous month. 
It shows the total drug costs, what the plan paid, and what you and others paying for you paid. 
“Year-to-date” information. This is your total drug costs and the total payments made since January 1. 
Drug price information. This is the total price of the drug and the percentage change in the drug price 
since the first fill. 
Lower cost alternatives. When available, they appear in the summary below your current drugs. You 
can talk to your prescriber to find out more. 

We offer coverage of drugs not covered under Medicare. 

Payments made for these drugs will not count towards your total out-of-pocket costs. 
We also pay for some over-the-counter drugs. You do not have to pay anything for these drugs. 

To find out which drugs our plan covers, refer to the Drug List. 
  
B. How to keep track of your drug costs 
To keep track of your drug costs and the payments you make, we use records we get from you and from your 
pharmacy. Here is how you can help us: 

1. Use your Member ID Card. 

Show your Member ID Card every time you get a prescription filled. This will help us know what prescriptions 
you fill and what you pay. 

2. Make sure we have the information we need. 

Give us copies of receipts for covered drugs that you have paid for. You can ask us to pay you back for the 
drug. 

Here are some times when you should give us copies of your receipts: 

When you buy a covered drug at a network pharmacy at a special price or using a discount card that is 
not part of our plan’s benefit 
When you pay a copay for drugs that you get under a drug maker’s patient assistance program 
When you buy covered drugs at an out-of-network pharmacy 
When you pay the full price for a covered drug 

To learn how to ask us to pay you back for the drug, refer to Chapter 7. 
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3. Send us information about the payments others have made for you. 

Payments made by certain other people and organizations also count toward your out-of-pocket costs. For 
example, payments made by an AIDS drug assistance program, the Indian Health Service, and most charities 
count toward your out-of-pocket costs. 

4. Check the EOBs we send you. 

When you get an EOB in the mail, please make sure it is complete and correct. If you think something is 
wrong or missing or if you have any questions, please call Member Services. Be sure to keep these EOBs. 
They are an important record of your drug expenses. 

  
C. You pay nothing for a one-month or long-term supply of drugs 
With Molina Dual Options, you pay nothing for covered drugs as long as you follow the plan’s rules. 

C1. The plan’s cost-sharing tiers 
Tiers are groups of drugs on our Drug List. Every drug in the plan’s Drug List is in one of three (3) tiers. You have 
no copays for prescription and Over-The-Counter (OTC) drugs on Molina Dual Options’ Drug List. To find the 
tiers for your drugs, you can look in the Drug List. 

Tier 1 drugs are generic drugs. For Tier 1 drugs, you pay nothing. 
Tier 2 drugs are brand name drugs. For Tier 2 drugs, you pay nothing. 
Tier 3 drugs are Non-Medicare prescriptions/Over-The-Counter (OTC) drugs. For Tier 3 drugs, you pay 
nothing. 

  
C2. Your pharmacy choices 
How much you pay for a drug depends on whether you get the drug from: 

a network pharmacy, or 
an out-of-network pharmacy. 

In limited cases, we cover prescriptions filled at out-of-network pharmacies. Refer to Chapter 5 to find out when 
we will do that. 

To learn more about these pharmacy choices, refer to Chapter 5 in this handbook and the plan’s Provider and 
Pharmacy Directory. 
  
C3. Getting a long-term supply of a drug 
For some drugs, you can get a long-term supply (also called an “extended supply”) when you fill your prescription. 
A long-term supply is up to a 100-day supply. There is no cost to you for a long-term supply. 

For details on where and how to get a long-term supply of a drug, refer to Chapter 5 or the Provider and Pharmacy 
Directory. 
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C4. What you pay 
Your share of the cost when you get a one-month or long-term supply of a covered prescription drug 
from: 

An out-of-network 
pharmacy 

Up to a 31-day sup- 
ply. Coverage is limit- 
ed to certain cases. 
Refer to Chapter 5 
for details. 

A network long- 
term care pharma- 
cy 

Up to a 31-day sup- 
ply 

The plan’s mail-or- 
der service 

A one-month or up to 
a 100-day supply 

A network pharma- 
cy 

A one-month or up to 
a 100-day supply 

  

$0 $0 $0 $0 Tier 1 

(generic drugs) 

$0 $0 $0 $0 Tier 2 

(brand name drugs) 

$0 $0 $0 $0 Tier 3 

(Non-Medicare 
prescriptions/ 
Over-The- Counter 
(OTC) drugs) 

For information about which pharmacies can give you long-term supplies, refer to the plan’s Provider and Pharmacy 
Directory. 
  
D. Vaccinations 
Important Message About What You Pay for Vaccines: Some vaccines are considered medical benefits and 
are covered under Medicare Part B. Other vaccines are considered Medicare Part D drugs. You can find these 
vaccines listed in the plan’s List of Covered Drugs (Formulary). Our plan covers most adult Medicare Part D 
vaccines at no cost to you. Refer to your plan’s List of Covered Drugs (Formulary) or contact Member Services 
for coverage and cost sharing details about specific vaccines. 

There are two parts to our coverage of Medicare Part D vaccinations: 

1. The first part of coverage is for the cost of the vaccine itself. The vaccine is a prescription drug. 
2. The second part of coverage is for the cost of giving you the vaccine. For example, sometimes you may 

get the vaccine as a shot given to you by your doctor. 

D1. What you need to know before you get a vaccination 
We recommend that you call us first at Member Services whenever you are planning to get a vaccination. 

We can tell you about how your vaccination is covered by our plan. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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We can tell you how to keep your costs down by using network pharmacies and providers. Network 
pharmacies are pharmacies that have agreed to work with our plan. A network provider is a provider 
who works with the health plan. A network provider should work with Molina Dual Options to ensure that 
you do not have any upfront costs for a Part D vaccine. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 100
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Chapter 7: Asking us to pay a bill you have gotten for covered services 
or drugs 

Introduction 
This chapter tells you how and when to send us a bill to ask for payment. It also tells you how to make an appeal 
if you do not agree with a coverage decision. Key terms and their definitions appear in alphabetical order in the 
last chapter of the Member Handbook. 

Table of Contents 
A. Asking us to pay for your services or drugs .......................................................................................102 
B. Sending us a request for payment .....................................................................................................103 
C. Coverage decisions ............................................................................................................................104 
D. Appeals ..............................................................................................................................................104 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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A. Asking us to pay for your services or drugs 
You should not get a bill for in-network services or drugs. Our network providers must bill the plan for the services 
and drugs you already got. A network provider is a provider who works with the health plan. 

If you get a bill for health care or drugs, send the bill to us. To send us a bill, refer to section B. 

If the services or drugs are covered, we will pay the provider directly. 
If the services or drugs are covered and you already paid, it is your right to be paid back. 

If you paid for services covered by Medicare, we will pay you back. 
If you paid for services covered by Healthy Connections Medicaid, we can’t pay you back, but the 
provider will. Member Services or the Healthy Connections Prime Advocate can help you contact the 
provider’s office. Refer to the bottom of the page and Chapter 2 for their phone numbers. 

If the services or drugs are not covered, we will tell you. 

Contact Member Services or your Care Coordinator if you have any questions. If you get a bill and you do not 
know what to do about it, we can help. You can also call if you want to tell us information about a request for 
payment you already sent to us. 

Here are examples of times when you may need to ask our plan to pay you back or to pay a bill you got: 

1. When you get emergency or urgently needed health care from an out-of-network provider 

You should ask the provider to bill the plan. 

If you pay the full amount when you get the care, ask us to pay you back. Send us the bill and proof of 
any payment you made. 

You may get a bill from the provider asking for payment that you think you do not owe. Send us the bill and 
proof of any payment you made. 

If the provider should be paid, we will pay the provider directly. 
If you have already paid for the service, we will pay you back. 

2. When a network provider sends you a bill 

Network providers must always bill the plan. Show your Molina Dual Options Member ID Card when you get 
any services or prescriptions. Improper/inappropriate billing occurs when a provider bills you more than the 
plan’s cost sharing amount for services. Call Member Services if you get any bills you do not understand. 

Because Molina Dual Options pays the entire cost for your services, you are not responsible for paying 
any costs. Providers should not bill you anything for these services. 
Whenever you get a bill from a network provider, send us the bill. We will contact the provider directly and 
take care of the problem. 
If you have already paid a bill from a network provider for Medicare-covered services, send us the bill and 
proof of any payment you made. We will pay you back for your covered services. 

3. When you use an out-of-network pharmacy to get a prescription filled 

If you go to an out-of-network pharmacy, you will have to pay the full cost of your prescription. 

In only a few cases, we will cover prescriptions filled at out-of-network pharmacies. Send us a copy of 
your receipt when you ask us to pay you back. 
Please refer to Chapter 5 to learn more about out-of-network pharmacies. 
We may not pay you back the difference between what you paid for the drug at the out-of-network pharmacy 
and the amount that we would pay at an in-network pharmacy. 

4. When you pay the full cost for a prescription because you do not have your Member ID Card with you 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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If you do not have your Member ID Card with you, you can ask the pharmacy to call the plan or to look up 
your plan enrollment information. 

If the pharmacy cannot get the information they need right away, you may have to pay the full cost of the 
prescription yourself. 
Send us a copy of your receipt when you ask us to pay you back. 
We may not pay you back the full cost you paid if the cash price you paid is higher than our negotiated 
price for the prescription. 

5. When you pay the full cost for a prescription for a drug that is not covered 

You may pay the full cost of the prescription because the drug is not covered. 

The drug may not be on the plan’s List of Covered Drugs (Drug List), or it could have a requirement or 
restriction that you did not know about or do not think should apply to you. If you decide to get the drug, 
you may need to pay the full cost for it. 

If you do not pay for the drug but think it should be covered, you can ask for a coverage decision (refer 
to Chapter 9). 
If you and your doctor or other prescriber think you need the drug right away, you can ask for a fast 
coverage decision (refer to Chapter 9). 

Send us a copy of your receipt when you ask us to pay you back. In some situations, we may need to get 
more information from your doctor or other prescriber in order to pay you back for the drug. We may not 
pay you back the full cost you paid if the cash price you paid is higher than our negotiated price for the 
prescription. 

When you send us a request for payment, we will review your request and decide whether the service or drug 
should be covered. This is called making a “coverage decision.” If we decide it should be covered, we will pay 
for the service or drug. If we deny your request for payment, you can appeal our decision. 

To learn how to make an appeal, refer to Chapter 9. 
  
B. Sending us a request for payment 
Send us your bill and proof of any payment you have made. Proof of payment can be a copy of the check you 
wrote or a receipt from the provider. It is a good idea to make a copy of your bill and receipts for your records. 
You can ask your Care Coordinator for help. 

Mail your request for payment together with any bills or receipts to us at this address: 

For Medical Services: 

Molina Dual Options 
Attn: Medicare Member Services 
200 Oceangate, Ste. 100 
Long Beach, CA  90802 

For Part D Prescription Services: 
Molina Dual Options 
7050 Union Park Center Suite 600 
Midvale, UT 84047 

You may also call our plan to ask for payment. You can call us at: (855) 735-5831, TTY: 711, 7 days a week, 
8 a.m. to 8 p.m. ET. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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You must submit your claim to us within 365 days of the date you got the service and/or item, or within 36 
months of the date you got the drug. 
  
C. Coverage decisions 
When we get your request for payment, we will make a coverage decision. This means that we will decide 
whether your health care or drug is covered by the plan. We will also decide the amount, if any, you have to 
pay for the health care or drug. 

We will let you know if we need more information from you. 
If we decide that the health care or drug is covered and you followed all the rules for getting it, we will pay 
for it. If you have already paid for the service or drug, we will mail you a check for what you paid. If you 
paid the full cost of a drug, you might not be reimbursed the full amount you paid (for example, if you 
obtained a drug at an out-of-network pharmacy or if the cash price you paid is higher than our negotiated 
price). If you have not paid for the service or drug yet, we will pay the provider directly. 

Chapter 3 explains the rules for getting your services covered. Chapter 5 explains the rules for getting your 
Medicare Part D prescription drugs covered. 

If we decide not to pay for the service or drug, we will send you a letter explaining why not. The letter will 
also explain your rights to make an appeal. 
To learn more about coverage decisions, refer to Chapter 9. 

  
D. Appeals 
If you think we made a mistake in turning down your request for payment, you can ask us to change our decision. 
This is called making an appeal. You can also make an appeal if you do not agree with the amount we pay. 

The appeals process is a formal process with detailed procedures and important deadlines. To learn more about 
appeals, refer to Chapter 9. 

If you want to make an appeal about getting paid back for a health care service, go to section E. 
If you want to make an appeal about getting paid back for a drug, go to section F. 
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Chapter 8: Your rights and responsibilities 

Introduction 
This chapter includes your rights and responsibilities as a member of our plan. We must honor your rights. Key 
terms and their definitions appear in alphabetical order in the last chapter of the Member Handbook. 

Table of Contents 
A. Your right to get services and information in a way that meets your needs ....................................... 106 
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G2. Your right to say what you want to happen if you are unable to make health care decisions for 
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G3. What to do if your instructions are not followed ..........................................................................116 

H. Your right to have a voice in how the plan is operated ......................................................................116 
I. Your right to make complaints and to ask us to reconsider decisions we have made ....................... 116 

I1. What to do if you believe you are being treated unfairly or you would like more information 
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A. Your right to get services and information in a way that meets your needs 
We must ensure that all services are provided to you in a culturally competent and accessible manner. We must 
also tell you about the plan’s options, rules, and benefits and your rights in a way that you can understand. We 
must tell you about your rights each year that you are in our plan. 

To get information in a way that you can understand, call Member Services. Our plan has people who 
can answer questions in different languages. 
Our plan can also give you materials for free in Spanish and in formats such as large print, braille, or 
audio. 

To request your preferred language other than English and/or alternate format, call Member Services 
at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET. 
We will maintain a record of our member’s preferred language and/or format preferences, and we will 
keep this information as a standing request for future mailings and communications. This will ensure 
that our members will not have to make a separate request each time. 
To change a standing request, call Member Services at (855) 735-5831, TTY: 711, 7 days a week, 
8 a.m. to 8 p.m. ET. 

If you are having trouble getting information from our plan because of language problems or a disability and you 
want to file a complaint, call: 

Medicare at 1-800-MEDICARE (1-800-633-4227). You can call 24 hours a day, 7 days a week. TTY users 
should call 1-877-486-2048. 
Medicaid at (855) 882-3901, 8 a.m. to 6 p.m., Monday – Friday, ET. 
Office of Civil Rights at 1-800-368-1019 or TTY 1-800-537-7697. 
You can also call Healthy Connections Medicaid directly for help with problems. Here is how to get help 
from Healthy Connections Medicaid: 

Call the Healthy Connections Prime Advocate at 1-844-477-4632. They can help you understand the 
complaint process and tell you who can help. TTY users should call 711. 

A. Su derecho a recibir servicios e información de una manera 
que cumpla con sus necesidades 

Nosotros debemos informarle acerca de las opciones, normas y beneficios del plan, y sus derechos de una 
manera que usted pueda entender. Debemos informarle sobre sus derechos cada año que usted esté en 
nuestro plan. 

Para obtener información de una manera que pueda entenderla, comuníquese con el Departamento de 
Servicios para Miembros. Nuestro plan de salud cuenta con personal que puede contestar preguntas en 
diferentes idiomas. 
Nuestro plan también le puede ofrecer gratuitamente materiales en español y en formatos como letra 
grande, braille o audio. 

Para solicitar su idioma preferido distinto del inglés o un formato alternativo, llame al Departamento 
de Servicios para Miembros al (855) 735-5831, TTY al 711, los 7 días de la semana, de 8:00 a. m. a 
8:00 p. m. hora del este. 
Mantendremos un registro de las preferencias de idiomas o de formato de nuestros miembros y 
conservaremos esta información como una solicitud permanente para futuras comunicaciones y 
envíos por correo. Esto garantizará que nuestros miembros no tengan que realizar una solicitud 
independiente cada vez. 
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Para cambiar una solicitud permanente, llame al Departamento de Servicios para Miembros al (855) 
735-5831, TTY al 711, los 7 días de la semana, de 8:00 a. m. a 8:00 p. m. hora del este. 

Si tiene dificultades para obtener información de nuestro plan de salud debido a problemas de idioma o una 
discapacidad y desea presentar una queja, llame a: 

Medicare al 1-800-MEDICARE (1-800-633-4227). Usted puede llamar las 24 horas al día, los siete días 
de la semana. Los usuarios de TTY deben llamar al 1-877-486-2048. 
Medicaid al (855) 882-3901, 8 a.m. to 6 p.m. de lunes a Viernes hora del este. 
Oficina de Derechos Civiles al 1-800-368-1019 o TTY 1-800-537-7697. 
Para recibir ayuda con problemas, también puede comunicarse directamente con Healthy Connections 
Medicaid. Instrucciones para obtener ayuda de Healthy Connections Medicaid: 

Comuníquese con el Defensor de Healthy Connections Prime al 1-844-477-4632. También le pueden 
ayudar a entender el proceso para presentar una queja e informarle quién le puede ayudar. Los 
usuarios de TTY deben llamar al 711. 

  
B. Our responsibility to ensure that you get timely access to covered services and 

drugs 
As a member of our plan: 

You have the right to choose a primary care provider (PCP) in the plan’s network. A network provider is 
a provider who works with the health plan. You can find more information about choosing a PCP in 
Chapter 3. 

Call Member Services or look in the Provider and Pharmacy Directory to learn more about network 
providers and which doctors are accepting new patients. 

You have the right to a network of primary care and specialty providers who are capable of meeting your 
needs such as physical location, communication, and scheduling. 
You have the right to go to a women’s health specialist without getting a referral. A referral is approval 
from your PCP to use someone that is not your PCP. 
You have the right to get covered services from network providers within a reasonable amount of time. 

This includes the right to get timely services from specialists. 
If you cannot get services within a reasonable amount of time, we have to pay for out-of-network care. 

You have the right to get emergency services or care that is urgently needed without prior approval (PA). 
You have the right to get your prescriptions filled at any of our network pharmacies without long delays. 
You have the right to know when you can use an out-of-network provider. To learn about out-of-network 
providers, refer to Chapter 3. 

Chapter 9 tells what you can do if you think you are not getting your services or drugs within a reasonable amount 
of time. Chapter 9 also tells what you can do if we have denied coverage for your services or drugs and you do 
not agree with our decision. 
  
C. Our responsibility to protect your personal health information (PHI) 
We protect your personal health information (PHI) as required by federal and state laws. 

Your PHI includes the information you gave us when you enrolled in this plan. It also includes your medical records 
and other medical and health information. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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You have rights related to your information and to control how your PHI is used. We give you a written notice that 
tells about these rights. The notice is called the “Notice of Privacy Practice.” The notice also explains how we 
protect the privacy of your PHI. 

C1. How we protect your PHI 
We make sure that unauthorized people do not look at or change your records. 

Except for the cases noted below, we do not give your PHI to anyone who is not providing your care or paying 
for your care. If we do, we are required to get written permission from you first. Written permission can be given 
by you or by someone who has the legal power to make decisions for you. 

There are certain cases when we do not have to get your written permission first. These exceptions are allowed 
or required by law. 

We are required to release PHI to government agencies that are checking on our quality of care. 
We are required to give Medicare or Healthy Connections Medicaid your PHI. If Medicare or Healthy 
Connections Medicaid releases your PHI for research or other uses, it will be done according to federal 
and state laws. 

  
C2. You have a right to look at your medical records 
You have the right to look at your medical records and to get a copy of your records. We are allowed to charge 
you a fee for making a copy of your medical records. 

You have the right to ask us to update or correct your medical records. If you ask us to do this, we will work with 
your health care provider to decide whether the changes should be made. 

You have the right to know if and how your PHI has been shared with others. 

If you have questions or concerns about the privacy of your PHI, call Member Services. 

Your Privacy 

Your privacy is important to us. We respect and protect your privacy. Molina uses and shares your information 
to provide you with health benefits. Molina wants to let you know how your information is used or shared. 

PHI means protected health information. PHI includes your name, member number, race, ethnicity, language 
needs, or other things that identify you. Molina wants you to know how we use or share your PHI. 

Why does Molina use or share our Members’ PHI? 

To provide for your treatment 
To pay for your health care 
To review the quality of the care you get 
To tell you about your choices for care 
To run our health plan 
To use or share PHI for other purposes as required or permitted by law. 

When does Molina need your written authorization (approval) to use or share your PHI? 

Molina needs your written approval to use or share your PHI for purposes not listed above. 

What are your privacy rights? 

To look at your PHI 
To get a copy of your PHI 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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To amend your PHI 
To ask us to not use or share your PHI in certain ways 
To get a list of certain people or places we have shared your PHI with 

How does Molina protect your PHI? 

Molina uses many ways to protect PHI across our health plan. This includes PHI in written word, spoken word, 
or in a computer. Below are some ways Molina protects PHI: 

Molina has policies and rules to protect PHI. 
Molina limits who may see PHI. Only Molina staff with a need to know PHI may use it. 
Molina staff is trained on how to protect and secure PHI. 
Molina staff must agree in writing to follow the rules and policies that protect and secure PHI 
Molina secures PHI in our computers. PHI in our computers is kept private by using firewalls and passwords. 

What must Molina do by law? 

Keep your PHI private. 
Give you written information, such as this on our duties and privacy practices about your PHI. 
Follow the terms of our Notice of Privacy Practices. 

What can you do if you feel your privacy rights have not been protected? 

Call or write Molina and complain. 
Complain to the Department of Health and Human Services. 

We will not hold anything against you. Your action would not change your care in any way. 

The above is only a summary. Our Notice of Privacy Practices has more information about how we use 
and share our Members’ PHI. Our Notice of Privacy Practices is in the following section of this Member 
Handbook. It is on our web site at www.molinahealthcare.com. You may also get a copy of our Notice of 
Privacy Practices by calling our Member Services Department at (855) 735-5831, 7 days a week, 8 a.m. to 
8 p.m., local time. TTY users, please call 711. 

NOTICE OF PRIVACY PRACTICES 

MOLINA HEALTHCARE OF SOUTH CAROLINA 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

Molina Healthcare of South Carolina (“Molina Healthcare”, “Molina”, “we” or “our”) uses and shares protected 
health information about you to provide your health benefits as a Molina Duals Options member. We use and 
share your information to carry out treatment, payment and health care operations. We also use and share your 
information for other reasons as allowed and required by law. We have the duty to keep your health information 
private and to follow the terms of this Notice. The effective date of this Notice is December 1, 2014. 

PHI means protected health information. PHI is health information that includes your name, Member number or 
other identifiers, and is used or shared by Molina. 

Why does Molina use or share your PHI? 

We use or share your PHI to provide you with health care benefits. Your PHI is used or shared for treatment, 
payment, and health care operations. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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For Treatment 

Molina may use or share your PHI to give you, or arrange for, your medical care. This treatment also includes 
referrals between your doctors or other health care providers. For example, we may share information about your 
health condition with a specialist. This helps the specialist talk about your treatment with your doctor. 

For Payment 

Molina may use or share PHI to make decisions on payment. This may include claims, approvals for treatment, 
and decisions about medical need. Your name, your condition, your treatment, and supplies given may be written 
on the bill. For example, we may let a doctor know that you have our benefits. We would also tell the doctor the 
amount of the bill that we would pay. 

For Health Care Operations 

Molina may use or share PHI about you to run our health plan. For example, we may use information from your 
claim to let you know about a health program that could help you. We may also use or share your PHI to solve 
Member concerns. Your PHI may also be used to see that claims are paid right. 

Health care operations involve many daily business needs. It includes but is not limited to, the following: 

Improving quality; 
Actions in health programs to help Members with certain conditions (such as asthma); 
Conducting or arranging for medical review; 
Legal services, including fraud and abuse detection and prosecution programs; 
Actions to help us obey laws; 
Address Member needs, including solving complaints and grievances. 

We will share your PHI with other companies (“business associates”) that perform different kinds of activities 
for our health plan. We may also use your PHI to give you reminders about your appointments. We may use your 
PHI to give you information about other treatment, or other health- related benefits and services. 

When can Molina use or share your PHI without getting written authorization (approval) from you? 

In addition to treatment, payment and health care operations, the law allows or requires Molina to use and share 
your PHI for several other purposes including the following: 

Required by law 

We will use or share information about you as required by law. We will share your PHI when required by the 
Secretary of the Department of Health and Human Services (HHS). This may be for a court case, other legal 
review, or when required for law enforcement purposes. 

Public Health 

Your PHI may be used or shared for public health activities. This may include helping public health agencies to 
prevent or control disease. 

Health Care Oversight 

Your PHI may be used or shared with government agencies. They may need your PHI for audits. 

Research 

Your PHI may be used or shared for research in certain cases, such as when approved by a privacy or institutional 
review board. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Legal or Administrative Proceedings 

Your PHI may be used or shared for legal proceedings, such as in response to a court order. 

Law Enforcement 

Your PHI may be used or shared with police for law enforcement purposes, such as to help find a suspect, witness 
or missing person. 

Health and Safety 

Your PHI may be shared to prevent a serious threat to public health or safety. 

Government Functions 

Your PHI may be shared with the government for special functions. An example would be to protect the President. 

Victims of Abuse, Neglect or Domestic Violence 

Your PHI may be shared with legal authorities if we believe that a person is a victim of abuse or neglect. 

Workers Compensation 

Your PHI may be used or shared to obey Workers Compensation laws. 

Other Disclosures 

Your PHI may be shared with funeral directors or coroners to help them do their jobs. 

When does Molina need your written authorization (approval) to use or share your PHI? 

Molina needs your written approval to use or share your PHI for a purpose other than those listed in this Notice. 
Molina needs your authorization before we disclose your PHI for the following: (1) most uses and disclosures of 
psychotherapy notes; (2) uses and disclosures for marketing purposes; and (3) uses and disclosures that involve 
the sale of PHI. You may cancel a written approval that you have given us. Your cancellation will not apply to 
actions already taken by us because of the approval you already gave to us. 

What are your health information rights? 

You have the right to: 

Request Restrictions on PHI Uses or Disclosures (Sharing of Your PHI) 
You may ask us not to share your PHI to carry out treatment, payment or health care operations. You may 
also ask us not to share your PHI with family, friends or other persons you name who are involved in your 
health care. However, we are not required to agree to your request. You will need to make your request in 
writing. You may use Molina’s form to make your request. 

Request Confidential Communications of PHI 
You may ask Molina to give you your PHI in a certain way or at a certain place to help keep your PHI private. 
We will follow reasonable requests, if you tell us how sharing all or a part of that PHI could put your life at risk. 
You will need to make your request in writing. You may use Molina’s form to make your request. 

Review and Copy Your PHI 
You have a right to review and get a copy of your PHI held by us. This may include records used in making 
coverage, claims and other decisions as a Molina Member. You will need to make your request in writing. You 
may use Molina’s form to make your request. We may charge you a reasonable fee for copying and mailing 
the records. In certain cases, we may deny the request. Important Note: We do not have complete copies of 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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your medical records. If you want to look at, get a copy of, or change your medical records, please contact 
your doctor or clinic. 

Amend Your PHI 
You may ask that we amend (change) your PHI. This involves only those records kept by us about you as a 
Member. You will need to make your request in writing. You may use Molina’s form to make your request. 
You may file a letter disagreeing with us if we deny the request. 

Receive an Accounting of PHI Disclosures (Sharing of Your PHI) 
You may ask that we give you a list of certain parties that we shared your PHI with during the six years prior 
to the date of your request. The list will not include PHI shared as follows: 

for treatment, payment or health care operations; 

to persons about their own PHI; 
sharing done with your authorization; 
incident to a use or disclosure otherwise permitted or required under applicable law; 
PHI released in the interest of national security or for intelligence purposes; or 
as part of a limited data set in accordance with applicable law. 

We will charge a reasonable fee for each list if you ask for this list more than once in a 12- month period. You 
will need to make your request in writing. You may use Molina’s form to make your request. 

You may make any of the requests listed above, or may get a paper copy of this Notice. Please call Molina 
Member Services at (855) 735-5831, 7 days a week, 8 a.m. to 8 p.m., local time. TTY users, please call 711. 

What can you do if your rights have not been protected? 

You may complain to Molina and to the Department of Health and Human Services if you believe your privacy 
rights have been violated. We will not do anything against you for filing a complaint. Your care and benefits will 
not change in any way. 

You may file a complaint with us at: 
Molina Healthcare of South Carolina 
Attention: Director of Member Services 
P.O. Box 40309 
North Charleston, South Carolina 29423-0309 

Phone: (855) 735-5831, 7 days a week, 8 a.m.- 8 p.m., local time. TTY users, call 711 

You may file a complaint with the Secretary of the U.S. Department of Health and Human Services at: 

Office for Civil Rights 
U.S. Department of Health & Human Services Sam Nunn Atlanta Federal Center, Suite 16T70 

61 Forsyth Street, S.W. 
Atlanta, GA 30303-8909 

(800) 368-1019; (800) 537-7697 (TTY 711); 
(202) 619-3818 (FAX) 

What are the duties of Molina? 

Molina is required to: 

Keep your PHI private; 
Give you written information such as this on our duties and privacy practices about your PHI; 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Provide you with a notice in the event of any breach of your unsecured PHI; 
Not use or disclose your genetic information for underwriting purposes; 
Follow the terms of this Notice. 

This Notice is Subject to Change 

Molina reserves the right to change its information practices and terms of this Notice at any time. If we 
do, the new terms and practices will then apply to all PHI we keep. If we make any material changes, 
Molina will post the revised Notice on our web site and send the revised Notice, or information about the 
material change and how to obtain the revised Notice, in our next annual mailing to our members then 
covered by Molina. It is on our website at www.molinahealthcare.com/duals. 

Contact Information 

If you have any questions, please contact the following office: 
Molina Healthcare of South Carolina, Inc. 
Attention: Manager of Member Services 
4105 Faber Place Drive. Suite 470 
Charleston, SC 29405 

Phone: (855) 735-5831, 7 days a week, 8 a.m.- 8 p.m., local time. TTY users, call 711 
  
D. Our responsibility to give you information about the plan, its network providers, 

and your covered services 
As a member of Molina Dual Options, you have the right to get information from us. If you do not speak English, 
we have free interpreter services to answer any questions you may have about our health plan. To get an 
interpreter, just call us at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET. This is a free service. 

We also have written materials available in Spanish. We can also give you information in large print, braille, or 
audio. Please contact Member Services at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET to 
request materials in a language other than English or in an alternate format. 

If you want information about any of the following, call Member Services: 

How to choose or change plans 
Our plan, including: 

financial information 
how the plan has been rated by plan members 
the number of appeals made by members 
how to leave the plan 

Our network providers and our network pharmacies, including: 
how to choose or change primary care providers 
qualifications of our network providers and pharmacies 
how we pay providers in our network 
a list of providers and pharmacies in the plan’s network, in the Provider and Pharmacy Directory. For 
more detailed information about our providers or pharmacies, call Member Services or visit 
MolinaHealthcare.com/Duals. 

Covered services (refer to Chapter 3 and 4) and drugs (refer to Chapter 5 and 6) and rules you must 
follow, including: 

services and drugs covered by the plan 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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limits to your coverage and drugs 
rules you must follow to get covered services and drugs 

Why something is not covered and what you can do about it (refer to Chapter 9), including asking us to: 
put in writing why something is not covered 
change a decision we made 
pay for a bill you got 

As a member of Molina Dual Options, you have the right to get timely information about any changes to the plan. 
This includes getting written information listed in your orientation materials once per year and being notified of 
any major changes in your orientation materials 30 days before those changes happen. 
  
E. Inability of network providers to bill you directly 
You have financial rights. Doctors, hospitals, and other providers in our network cannot make you pay for covered 
services. They also cannot charge you if we pay for less than the provider charged us. To learn what to do if a 
network provider tries to charge you for covered services, refer to Chapter 7. 

You have the right to be protected from paying any fees that Molina Dual Options is responsible for. 

You have the right to not be charged any cost sharing (copays and deductibles) for Medicare Parts A and B 
services. 
  
F. You have the right to leave the plan at any time 
No one can make you stay in our plan if you do not want to. 

You have the right to get most of your health care services through Original Medicare or a Medicare 
Advantage plan. 
You can get your Medicare Part D prescription drug benefits from a prescription drug plan or from a 
Medicare Advantage plan. 
If you leave the plan, you will get your Healthy Connections Medicaid benefits the way you used to before 
you joined. They will be offered through Healthy Connections Medicaid fee-for-service. 
Refer to Chapter 10 for more information about when you can join a new Medicare Advantage or prescription 
drug benefit plan. 

  
G. Your right to make decisions about your health care 
G1. Your right to know your treatment options and make decisions about your health care 
You have the right to get full information from your doctors and other health care providers. Your providers must 
explain your condition and your treatment choices in a way that you can understand. You have the right to: 

Know your health status. You have the right to have complete and accurate information about your 
health status. 
Know your choices. You have the right to be told about all the kinds of treatment. 
Know the risks. You have the right to be told about any risks involved. You must be told in advance if 
any service or treatment is part of a research experiment. You have the right to refuse experimental 
treatments. 
Get a second opinion. You have the right to go to another doctor before deciding on treatment. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Say “no.” You have the right to refuse any treatment. This includes the right to leave a hospital or other 
medical facility, even if your doctor advises you not to. You also have the right to stop taking a drug. If 
you refuse treatment or stop taking a drug, you will not be dropped from the plan. However, if you refuse 
treatment or stop taking a drug, you accept full responsibility for what happens to you. 
Ask us to explain why a provider denied care. You have the right to get an explanation from us if a 
provider has denied care that you believe you should get. 
Ask us to cover a service or drug that was denied or is usually not covered. This is called a coverage 
decision. Chapter 9 tells how to ask the plan for a coverage decision. 
Be encouraged to involve caregivers and family members in treatment discussions and decisions. 
Be told in advance, in writing, if you are transferred to another treatment location and the reason 
for that transfer. 

  
G2. Your right to say what you want to happen if you are unable to make health care decisions 

for yourself 
You may call Molina Dual Options to get information regarding State law on Advance Directives, and changes to 
Advance Directive laws. Molina Dual Options updates Advanced Directive information no later than ninety (90) 
calendar days after receiving notice of changes to State laws. 

For more information, call Molina Dual Options Member Services toll-free at (855) 735-5831, 7 days a week, 8 
a.m. to 8 p.m. ET. If you are deaf or hard of hearing, call TTY: 711. 

Sometimes people are unable to make health care decisions for themselves. Before that happens to you, you 
can: 

Fill out a written form to give someone the right to make health care decisions for you. 
Give your doctors written instructions about how you want them to handle your health care if you 
become unable to make decisions for yourself. 

The legal document that you can use to give your directions is called an advance directive. There are different 
types of advance directives and different names for them. Examples are a living will and a power of attorney for 
health care. 

You do not have to use an advance directive, but you can if you want to. Here is what to do: 

Get the form. You can get a form from your doctor, your Care Coordinator, a lawyer, a legal services 
agency, or a social worker. Organizations that give people information about Medicare or Healthy 
Connections Medicaid, such as I-CARE (South Carolina’s State Health Insurance Program, or SHIP), 
may also have advance directive forms. You can also contact Member Services to ask for the forms. 
Fill it out and sign the form. The form is a legal document. You should consider having a lawyer help 
you prepare it. 
Give copies to people who need to know about it. You should give a copy of the form to your doctor. 
You should also give a copy to the person you name as the one to make decisions for you. You may also 
want to give copies to close friends or family members. Keep a copy at home. 
If you are going to be hospitalized and you have signed an advance directive, take a copy of it to the 
hospital. 

The hospital will ask you whether you have signed an advance directive form and whether you have it with you. 

If you have not signed an advance directive form, the hospital has forms available and will ask if you want to sign 
one. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Remember, it is your choice to fill out an advance directive or not. 
  
G3. What to do if your instructions are not followed 
If you have signed an advance directive, and you believe that a doctor or hospital did not follow the instructions 
in it, you may file a complaint with your Care Coordinator or the Healthy Connections Prime Advocate. 
  
H. Your right to have a voice in how the plan is operated 
If you have feedback on how the plan is operated today, please call Member Services at the number at the bottom 
of the page to let us know. 
  
I. Your right to make complaints and to ask us to reconsider decisions we have 

made 
Chapter 9 tells what you can do if you have any problems or concerns about your covered services or care. For 
example, you could ask us to make a coverage decision, make an appeal to us to change a coverage decision, 
or make a complaint. 

You have the right to get information about appeals and complaints that other members have filed against our 
plan. To get this information, call Member Services. 

I1. What to do if you believe you are being treated unfairly or you would like more information 
about your rights 

If you believe you have been treated unfairly – and it is not about discrimination for the reasons listed in Chapter 
11 of this handbook – or you would like more information about your rights, you can get help by calling: 

Member Services. 
I-CARE, the State Health Insurance Assistance Program (SHIP). For details about this organization and 
how to contact it, refer to Chapter 2. 
The Healthy Connections Prime Advocate. For details about this organization and how to contact it, refer 
to Chapter 2. 
Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 
1-877-486-2048. (You can also read or download “Medicare Rights & Protections,” found on the Medicare 
website at www.medicare.gov/Pubs/pdf/11534-Medicare-Rights-and-Protections.pdf.) 
Healthy Connections Medicaid at 1-888-549-0820, Monday through Friday from 8:00 a.m. to 6:00 p.m. 
TTY users should call 1-888-842-3620. 

  
J. Your responsibilities as a member of the plan 
As a member of the plan, you have a responsibility to do the things that are listed below. If you have any questions, 
call Member Services. 

Read the Member Handbook to learn what is covered and what rules you need to follow to get covered 
services and drugs. For details about your: 

Covered services, refer to Chapters 3 and 4. Those chapters tell you what is covered, what is not 
covered, what rules you need to follow, and what you pay. 
Covered drugs, refer to Chapters 5 and 6. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Participate in an initial health screen upon enrollment in the plan. For more information, refer to Chapter 1 
or call Member Services. 
Participate in a comprehensive assessment within the first 60 or 90 days of enrollment. For more 
information, refer to Chapter 1 or call Member Services. 
Tell us about any other health or prescription drug coverage you have. We are required to make sure 
you are using all of your coverage options when you get health care. Please call Member Services if you 
have other coverage. 
Tell your doctor and other health care providers that you are enrolled in our plan. Show your Member 
ID Card whenever you get services or drugs. 
Help your doctors and other health care providers give you the best care. 

Give them the information they need about you and your health. Learn as much as you can about 
your health problems. Follow the treatment plans and instructions that you and your providers agree 
on. 
Make sure your doctors and other providers know about all of the drugs you are taking. This includes 
prescription drugs, over-the-counter drugs, vitamins, and supplements. 
If you have any questions, be sure to ask. Your doctors and other providers must explain things in a 
way you can understand. If you ask a question and you do not understand the answer, ask again. 

Be considerate. We expect all our members to respect the rights of other patients. We also expect you 
to act with respect in your doctor’s office, hospitals, and other providers’ offices. 
Pay what you owe. As a plan member, you are responsible for these payments: 

Medicare Part A and Medicare Part B premiums. For almost all Molina Dual Options members, Healthy 
Connections Medicaid pays for your Part A premium and for your Part B premium. 

If you get any services or drugs that are not covered by our plan, you must pay the full cost. If you 
disagree with our decision to not cover a service or drug, you can make an appeal. Please refer to Chapter 9 
to learn how to make an appeal. 
Tell us if you move. If you are going to move, it is important to tell us right away. Call Member Services. 

If you move outside of our service area, you cannot stay in this plan. Only people who live in our 
service area can get Molina Dual Options. Chapter 1 tells about our service area. 
We can help you figure out whether you are moving outside our service area. During a special 
enrollment period, you can switch to Original Medicare or enroll in a Medicare health or prescription 
drug plan in your new location. We can let you know if we have a plan in your new area. 
Also, be sure to let Medicare and Healthy Connections Medicaid know your new address when you 
move. Refer to Chapter 2 for phone numbers for Medicare and Healthy Connections Medicaid. 
If you move within our service area, we still need to know. We need to keep your membership 
record up to date and know how to contact you. 

Pay estate recovery amounts after your death 
Estate recovery is the amount that certain members owe Healthy Connections Medicaid after their 
death. 
You will not owe our plan any money, but you may owe money to Healthy Connections Medicaid for 
services you got before you joined our plan. 
The plan is not allowed to collect estate recoveries after your death, but we will notify Healthy 
Connections Medicaid that you have died. 
If you owe Healthy Connections Medicaid money when you die, the state may collect estate recoveries 
from money or property you leave behind. 

Call Member Services for help if you have questions or concerns. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Chapter 9: What to do if you have a problem or complaint (coverage 
decisions, appeals, complaints) 

Introduction 
This chapter has information about your rights. Read this chapter to find out what to do if: 

You have a problem with or complaint about your plan. 
You need a service, item, or medication that your plan has said it will not pay for. 
You disagree with a decision that your plan has made about your care. 
You think your covered services are ending too soon. 

If you have a problem or concern, you only need to read the parts of this chapter that apply to your 
situation. This chapter is broken into different sections to help you easily find what you are looking for. 

If you are facing a problem with your health or long-term services and supports 

You should get the health care, drugs, and long-term services and supports that your doctor and other providers 
determine are necessary for your care as a part of your care plan. If you are having a problem with your care, 
you can call the Healthy Connections Prime Advocate at 1-844-477-4632 for help. TTY users should call 
711. This call is free. This chapter explains the different options you have for different problems and complaints, 
but you can always call the Healthy Connections Prime Advocate to help guide you through your problem. 

Healthy Connections Prime Advocate is the ombudsman for South Carolina. For additional resources to address 
your concerns and ways to contact them, refer to Chapter 2 for more information on ombudsman programs. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 118
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A. What to do if you have a problem 
This chapter tells you what to do if you have a problem with your plan or with your services or payment. Medicare 
and Healthy Connections Medicaid approved these processes. Each process has a set of rules, procedures, and 
deadlines that must be followed by us and by you. 

A1. About the legal terms 
There are difficult legal terms for some of the rules and deadlines in this chapter. Many of these terms can be 
hard to understand, so we have used simpler words in place of certain legal terms. We use abbreviations as little 
as possible. 

For example, we will say: 

“Making a complaint” rather than “filing a grievance” 
“Coverage decision” rather than “organization determination,” “benefit determination,” “at-risk determination,” 
or “coverage determination” 
“Fast coverage decision” rather than “expedited determination” 

Knowing the proper legal terms may help you communicate more clearly, so we provide those too. 
  
B. Where to call for help 
B1. Where to get more information and help 
Sometimes it can be confusing to start or follow the process for dealing with a problem. This can be especially 
true if you do not feel well or have limited energy. Other times, you may not have the knowledge you need to take 
the next step. 

You can get help from the Healthy Connections Prime Advocate 

If you need help, you can always call the Healthy Connections Prime Advocate. The Healthy Connections Prime 
Advocate is an ombudsman program that can answer your questions and help you understand what to do to 
handle your problem. The Healthy Connections Prime Advocate is not connected with us or any insurance 
company or health plan. They can help you understand which process to use. The phone number for the Healthy 
Connections Prime Advocate is 1-844-477-4632. TTY users should call 711. This call is free and so are the 
services. Refer to Chapter 2 for more information on ombudsman programs. 

You can get help from the State Health Insurance Assistance Program (SHIP) 

You can also call your State Health Insurance Assistance Program (SHIP). SHIP counselors can answer your 
questions and help you understand what to do to handle your problem. The SHIP is not connected with us or 
with any insurance company or health plan. The SHIP has trained counselors in every state, and services are 
free. In South Carolina, the SHIP is known as I-CARE, which stands for Insurance Counseling Assistance and 
Referrals for Elders. The phone number for I-CARE is 1-800-868-9095 and their website is aging.sc.gov/programs- 
initiatives/medicare-and-medicare-fraud. TTY users should call 711. These calls are free and so are the services. 

Getting help from Medicare 

You can call Medicare directly for help with problems. Here are two ways to get help from Medicare: 

Call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. 
TTY: 1-877-486-2048. The call is free. 
Visit the Medicare website (www.medicare.gov). 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Getting help from Healthy Connections Medicaid 

You can call Healthy Connections Medicaid directly for help with problems. Here are some ways to get help from 
Healthy Connections Medicaid: 

Call Healthy Connections Medicaid at 1-888-549-0820, from Monday to Friday from 8:00 am to 6:00 pm. 
TTY: 1-888-842-3620. The call is free. 
Visit the Healthy Connections Medicaid website (www.scdhhs.gov). 

Getting help from other resources 

You can get help from other resources such as: 

Protection & Advocacy for People with Disabilities (P&A) toll free at 1-866-275-7273. TTY: 1-866-232-4525. 
South Carolina Legal Services toll free at 1-888-346-5592. 
Lt. Governor’s Office on Aging toll free at 1-800-868-9095. 

  
C. Problems with your benefits 
C1. Using the process for coverage decisions and appeals or for making a complaint 
If you have a problem or concern, you only need to read the parts of this chapter that apply to your 
situation. The chart below will help you find the right section of this chapter for problems or complaints. 

Is your problem or concern about your benefits or coverage? 

(This includes problems about whether particular medical care (medical items, services and/or Part B prescription 
drugs) are covered or not, the way in which they are covered, and problems related to payment for medical 
care.) 

Yes. 
My problem is about 
benefits or coverage. 

Refer to Section D: “Coverage decisions and 
appeals.” 

No. 
My problem is not about 

benefits or coverage. 

Skip ahead to Section J: “How to make a 
complaint.” 

  

  
D. Coverage decisions and appeals 
D1. Overview of coverage decisions and appeals 
The process for asking for coverage decisions and making appeals deals with problems related to your benefits 
and coverage for your medical care (services, items and Part B prescription drugs, including payment). To keep 
things simple, we generally refer to medical items, services, and Part B prescription drugs as medical care. 

What is a coverage decision? 

A coverage decision is an initial decision we make about your benefits and coverage or about the amount we will 
pay for your medical services, items, or drugs. We are making a coverage decision whenever we decide what is 
covered for you and how much we pay. 

If you or your doctor are not sure if a service, item, or drug is covered by Medicare or Healthy Connections 
Medicaid, either of you can ask for a coverage decision before the doctor gives the service, item, or drug. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What is an appeal? 

An appeal is a formal way of asking us to review our decision and change it if you think we made a mistake. For 
example, we might decide that a service, item, or drug that you want is not covered or is no longer covered by 
Medicare or Healthy Connections Medicaid. If you or your doctor disagree with our decision, you can appeal. 
  
D2. Getting help with coverage decisions and appeals 
Who can I call for help asking for coverage decisions or making an appeal? 

You can ask any of these people for help: 

Call Member Services at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET. 
Call the Healthy Connections Prime Advocate for free help. The Healthy Connections Prime Advocate 
helps people enrolled in Healthy Connections Prime with service or billing problems. The phone number 
is 1-844-477-4632. TTY users should call 711. 
Call the State Health Insurance Assistance Program (SHIP), known as I-CARE in South Carolina, for 
free help. The SHIP is an independent organization. It is not connected with this plan. The phone number 
is 1-800-868-9095. TTY users should call 711. 
Talk to your doctor or other provider. Your doctor or other provider can ask for a coverage decision or 
appeal on your behalf. 
Talk to a friend or family member and ask them to act for you. You can name another person to act for 
you as your “representative” to ask for a coverage decision or make an appeal. 

If you want a friend, relative, or other person to be your representative, call Member Services and ask 
for the “Appointment of Representative” form. You can also get the form by visiting www.cms.gov/ 
Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf or on our website at https://www. 
molinahealthcare.com/members/sc/en-us/mem/duals/resources/info/forms.aspx. The form gives the 
person permission to act for you. You must give us a copy of the signed form. 

You also have the right to ask a lawyer to act for you. You may call your own lawyer, or get the name 
of a lawyer from the local bar association or other referral service. Some legal groups will give you free 
legal services if you qualify. If you want a lawyer to represent you, you will need to fill out the Appointment 
of Representative form. 

However, you do not have to have a lawyer to ask for any kind of coverage decision or to make an 
appeal. 

  
D3. Using the section of this chapter that will help you 
There are four different types of situations that involve coverage decisions and appeals. Each situation has 
different rules and deadlines. We separate this chapter into different sections to help you find the rules you need 
to follow. You only need to read the section that applies to your problem: 

Section E gives you information if you have problems about medical care (but not Part D drugs). For 
example, use this section if: 

You are not getting medical care you want, and you believe our plan covers this care. 
We did not approve medical care that your doctor wants to give you, and you believe this care should 
be covered. 

NOTE: Only use Section E if these are drugs not covered by Part D. Drugs in the List of Covered 
Drugs, also known as the Drug List, with a (*) are not covered by Part D. Refer to Section F for 
Part D drug appeals. 

You got medical care you think should be covered, but we are not paying for this care. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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You got and paid for medical care you thought were cover, and you want to ask us to pay you back. 
You are being told that coverage for medical care you have been getting will be reduced or stopped, 
and you disagree with our decision. 

NOTE: If the coverage that will be stopped is for hospital care, home health care, skilled nursing 
facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF) services, you need to 
read a separate section of this chapter because special rules apply to these types of care. Refer 
to Sections G and H. 

Your request for a coverage decision might be dismissed, which means we won’t review the request. 
Examples of when we might dismiss your request are: if your request is incomplete, if someone makes 
the request for you but hasn’t given us proof that you agreed to allow them to make the request, or if 
you ask for your request to be withdrawn. If we dismiss a request for a coverage decision, we will 
send a notice explaining why, and how to ask for a review of the dismissal. This review is a formal 
process called an appeal. 

Section F gives you information about Part D drugs. For example, use this section if: 
You want to ask us to make an exception to cover a Part D drug that is not on our Drug List. 
You want to ask us to waive limits on the amount of the drug you can get. 
You want to ask us to cover a drug that requires prior authorization (PA) or approval. 
We did not approve your request or exception, and you or your doctor or other prescriber thinks we 
should have. 
You want to ask us to pay for a prescription drug you already bought. (This is asking for a coverage 
decision about payment.) 

Section G gives you information on how to ask us to cover a longer inpatient hospital stay if you think the 
doctor is discharging you too soon. Use this section if: 

You are in the hospital and think the doctor asked you to leave the hospital too soon. 
Section H gives you information if you think your home health care, skilled nursing facility care, and 
Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon. 

If you’re not sure which section you should use, please call Member Services at the number at the bottom of the 
page. 

If you need other help or information, please call the Healthy Connections Prime Advocate at 1-844-477-4632. 
TTY users should call 711. 
  
E. Problems about medical care 
E1. When to use this section 
This section is about what to do if you have problems with your benefits for your medical care such as medical 
services, behavioral health services, and long-term services and supports (LTSS). You can also use this section 
for problems with drugs that are not covered by Part D, including Medicare Part B drugs. Drugs in the Drug List 
with a (*) are not covered by Part D. Use Section F for Part D drug appeals. 

This section tells what you can do if you are in any of the five following situations: 

1. You think we cover medical care you need but are not getting. 

What you can do: You can ask us to make a coverage decision. Refer to Section E2 for information on asking 
for a coverage decision. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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2. We did not approve medical care your doctor wants to give you, and you think we should have. 

What you can do: You can appeal our decision to not approve the care. Refer to Section E3 for information 
on making an appeal. 

3. You got medical care that you think we cover, but we will not pay. 

What you can do: You can appeal our decision not to pay. Refer to Section E3 for information on making 
an appeal. 

4. You got and paid for medical care you thought were covered, and you want us to reimburse you for the 
services or items. 

What you can do: You can ask us to pay you back. Refer to Section E5 for information on asking us for 
payment. 

5. We reduced or stopped your coverage for medical care and you disagree with our decision. 

What you can do: You can appeal our decision to reduce or stop the service. Refer to Section E3 for 
information on making an appeal. 

NOTE: If the coverage that will be stopped is for hospital care, home health care, skilled nursing facility care, 
or Comprehensive Outpatient Rehabilitation Facility (CORF) services, special rules apply. Read Sections G 
or H to find out more. 

  
E2. Asking for a coverage decision 
How to ask for a coverage decision to get medical services, behavioral health, services or long-term 
services and supports (LTSS) 

To ask for a coverage decision, call, write, or fax us, or ask your representative or doctor to ask us for a decision. 

You can call us at: (855) 735-5831, 7 days a week, 8 a.m. to 8 p.m. ET. TTY: 711. 
You can fax us at: (866) 423-3889 
You can write to us at: 

Molina Dual Options Medicare-Medicaid Plan 
Attn: Health Care Services Department 
P.O. Box 40309 
North Charleston, SC 29423-0309 

How long does it take to get a coverage decision? 

It usually takes up to 14 calendar days after you asked unless your request is for a Medicare Part B prescription 
drug. If your request is for a Medicare Part B prescription drug, we will give you a decision no more than 72 hours 
after we receive your request. If we don’t give you our decision within 14 calendar days (or 72 hours for a Medicare 
Part B prescription drug), you can appeal. 

Sometimes we need more time, and we will send you a letter telling you that we need to take up to 14 more 
calendar days. The letter will explain why more time is needed. We can’t take extra time to give you a decision 
if your request is for a Medicare Part B prescription drug. 

Can I get a coverage decision faster? 

Yes. If you need a response faster because of your health, ask us to make a “fast coverage decision.” If we 
approve the request, we will notify you of our decision within 72 hours (or within 24 hours for a Medicare Part B 
prescription drug). 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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However, sometimes we need more time, and we will send you a letter telling you that we need to take up to 14 
more calendar days. The letter will explain why more time is needed. We can’t take extra time to give you a 
decision if your request is for a Medicare Part B prescription drug. 

The legal term for “fast coverage decision” is “expedited determination.” 

Asking for a fast coverage decision: 

If you request a fast coverage decision, start by calling or faxing our plan to ask us to cover the care you 
want. 
You can call us at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 p.m. ET or fax us at (866) 
432-3889. For details on how to contact us, refer to Chapter 2. 
You can also have your doctor or your representative call us. 

Here are the rules for asking for a fast coverage decision: 

You must meet the following two requirements to get a fast coverage decision: 

1. You can get a fast coverage decision only if you are asking for coverage for medical items and/or services 
you have not yet received. (You cannot ask for a fast coverage decision if your request is about payment 
for items or services you already got.) 

2. You can get a fast coverage decision only if the standard 14 calendar day deadline (or the 72 hour 
deadline for Medicare Part B prescription drugs) could cause serious harm to your health or hurt your 
ability to function. 

If your doctor says that you need a fast coverage decision, we will automatically give you one. 
If you ask for a fast coverage decision without your doctor’s support, we will decide if you get a fast 
coverage decision. 

If we decide that your health does not meet the requirements for a fast coverage decision, we will 
send you a letter. We will also use the standard 14 calendar day deadline (or the 72 hour deadline for 
Medicare Part B prescription drugs) instead. 
This letter will tell you that if your doctor asks for the fast coverage decision, we will automatically give 
a fast coverage decision. 
The letter will also tell how you can file a “fast complaint” about our decision to give you a standard 
coverage decision instead of a fast coverage decision. For more information about the process for 
making complaints, including fast complaints, refer to Section J. 

If the coverage decision is No, how will I find out? 

If the answer is No, we will send you a letter telling you our reasons for saying No. 

If we say No, you have the right to ask us to change this decision by making an appeal. Making an appeal 
means asking us to review our decision to deny coverage. 
If you decide to make an appeal, it means you are going on to Level 1 of the appeals process (read the 
next section for more information). 
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E3. Level 1 Appeal for medical care 
What is an Appeal? 

An appeal is a formal way of asking us to review our decision and change it if you think we made a mistake. If 
you or your doctor or other provider disagree with our decision, you can appeal. In all cases, you must start your 
appeal at Level 1. 

If you need help during the appeals process, you can call the Healthy Connections Prime Advocate at 
1-844-477-4632 (TTY users should call 711). The Healthy Connections Prime Advocate is not connected with 
us or with any insurance company or health plan. 

At a glance: How to make a Level 1 Appeal 

You, your doctor, or your representative may 
put your request in writing and mail or fax it to 
us. You may also ask for an appeal by calling 
us. 

Ask within 65 calendar days of the 
decision you are appealing. If you miss 
the deadline for a good reason, you may 
still appeal. 
If you appeal because we told you that 
a service you currently get will be 
changed or stopped, you have fewer 
days to appeal if you want to keep 
getting that service while your appeal is 
processing. 
Keep reading this section to learn about 
what deadline applies to your appeal. 

What is a Level 1 Appeal? 

A Level 1 Appeal is the first appeal to our plan. We will 
review your coverage decision to find out if it is correct. 
The reviewer will be someone who did not make the 
original coverage decision. When we complete the review, 
we will give you our decision in writing. 

If we tell you after our review that the service or item is 
not covered, your case can go to a Level 2 Appeal. 

How do I make a Level 1 Appeal? 

To start your appeal, you, your doctor, other 
provider, or your representative must contact us. 
You can call us at (855) 735-5831, TTY: 711, 7 
days a week, 8 a.m. to 8 p.m. ET. For additional 
details on how to reach us for appeals, refer to 
Chapter 2. 
You can ask us for a “standard appeal” or a “fast 
appeal.” 
If you are asking for a standard appeal or fast 
appeal, make your appeal in writing or call us. 

You can submit a request to the following 
address: 
Molina Dual Options 
Attn: Grievance and Appeals Dept. 
PO Box 22816 
Long Beach, CA 90801-9977. 
Online: Medicare.AppealsandGrievances@MolinaHealthCare.com 

You may also ask for an appeal by calling us at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. 
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The legal term for “fast appeal” is “expedited reconsideration.” 

Can someone else make the appeal for me? 

Yes. Your doctor or other provider can make the appeal for you. Also, someone besides your doctor or other 
provider can make the appeal for you, but first you must complete an Appointment of Representative form. The 
form gives the other person permission to act for you. 

If we don’t get this form, and someone is acting for you, your appeal request will be dismissed. If this happens, 
you have a right to have someone else review our dismissal. We will send you a written notice explaining your 
right to ask the Independent Review Organization to review our decision to dismiss your appeal. 

To get an Appointment of Representative form, call Member Services and ask for one, or visit www.cms.gov/ 
Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf or our website at https://www.molinahealthcare.com/ 
members/sc/en-us/mem/duals/resources/info/forms.aspx 

If the appeal comes from someone besides you or your doctor or other provider, we must get the completed 
Appointment of Representative form before we can review the appeal. 

How much time do I have to make an appeal? 

You must ask for an appeal within 65 calendar days from the date on the letter we sent to tell you our decision. 

If you miss this deadline and have a good reason for missing it, we may give you more time to make your appeal. 
Examples of a good reason are: you had a serious illness, or we gave you the wrong information about the 
deadline for requesting an appeal. You should explain the reason your appeal is late when you make your appeal. 

NOTE: If you appeal because we told you that a service you currently get will be changed or stopped, you have 
fewer days to appeal if you want to keep getting that service while your appeal is processing. Read “Will my 
benefits continue during Level 1 appeals” for more information. 

Can I get a copy of my case file? 

Yes. Ask us for a free copy by calling Member Services at the number at the bottom of the page. 

Can my doctor give you more information about my appeal? 

Yes, you and your doctor may give us more information to support your appeal. 

How will we make the appeal decision? 

We take a careful look at all of the information about your request for coverage of medical care. Then, we check 
if we were following all the rules when we said No to your request. The reviewer will be someone who did not 
make the original decision. 

If we need more information, we may ask you or your doctor for it. 

When will I hear about a “standard” appeal decision? 

We must give you our answer within 30 calendar days after we get your appeal (or within 7 calendar days after 
we get your appeal for a Medicare Part B prescription drug). We will give you our decision sooner if your health 
condition requires us to. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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However, if you ask for more time or if we need to gather more information, we can take up to 14 more 
calendar days. If we decide we need to take extra days to make the decision, we will send you a letter 
that explains why we need more time. We can’t take extra time to make a decision if your appeal is for a 
Medicare Part B prescription drug. 
If you believe we should not take extra days, you can file a “fast complaint” about our decision to take 
extra days. When you file a fast complaint, we will give you an answer to your complaint within 24 hours. 
For more information about the process for making complaints, including fast complaints, refer to Section 
J. 
If we do not give you an answer to your appeal within 30 calendar days (or within 7 calendar days after 
we get your appeal for a Medicare Part B prescription drug) or by the end of the extra days (if we took 
them), we will automatically send your case to Level 2 of the appeals process if your problem is about 
coverage of a Medicare service or item. You will be notified when this happens. If your problem is about 
coverage of a Healthy Connections Medicaid service or item, you can file a Level 2 Appeal yourself. For 
more information about the Level 2 Appeal process, refer to Section E4. 

If our answer is Yes to part or all of what you asked for, we must approve or give the coverage within 30 calendar 
days after we get your appeal (or within 7 calendar days after we get your appeal for a Medicare Part B prescription 
drug). 

If our answer is No to part or all of what you asked for, we will send you a letter. If your problem is about coverage 
of a Medicare service or item, the letter will tell you that we sent your case to the Independent Review Entity for 
a Level 2 Appeal. If your problem is about coverage of a Healthy Connections Medicaid service or item, the letter 
will tell you how to file a Level 2 Appeal yourself. For more information about the Level 2 Appeal process, refer 
to Section E4. 

When will I hear about a “fast” appeal decision? 

If you ask for a fast appeal, we will give you our answer within 72 hours after we get your appeal. We will give 
you our answer sooner if your health requires us to do so. 

However, if you ask for more time or if we need to gather more information, we can take up to 14 more 
calendar days. If we decide to take extra days to make the decision, we will send you a letter that explains 
why we need more time. We can’t take extra time to make a decision if your request is for a Medicare 
Part B prescription drug. 
If you believe we should not take extra days, you can file a “fast complaint” about our decision to take 
extra days. When you file a fast complaint, we will give you an answer to your complaint within 24 hours. 
For more information about the process for making complaints, including fast complaints, refer to Section 
J. 
If we do not give you an answer to your appeal within 72 hours or by the end of the extra days (if we took 
them), we will automatically send your case to Level 2 of the appeals process if your problem is about 
coverage of a Medicare service or item. You will be notified when this happens. If your problem is about 
coverage of a Healthy Connections Medicaid service or item, you can file a Level 2 Appeal yourself. For 
more information about the Level 2 Appeal process, refer to Section E4. 

If our answer is Yes to part or all of what you asked for, we must authorize or provide the coverage within 72 
hours after we get your appeal. 

If our answer is No to part or all of what you asked for, we will send you a letter. If your problem is about coverage 
of a Medicare service or item, the letter will tell you that we sent your case to the Independent Review Entity for 
a Level 2 Appeal. If your problem is about coverage of a Healthy Connections Medicaid service or item, the letter 
will tell you how to file a Level 2 Appeal yourself. For more information about the Level 2 Appeal process, refer 
to Section E4. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Will my benefits continue during Level 1 appeals? 

If we decide to change or stop coverage for a service that was previously approved, we will send you a notice at 
least 10 calendar days before taking the action. If you disagree with the action, you can file a Level 1 Appeal and 
ask that we continue your benefits while the appeal is pending. You must make the request on or before the 
later of the following in order to continue your benefits: 

Within 10 calendar days of the mailing date of our notice of action; or 
The intended effective date of the action. 

If you meet this deadline, you can keep getting the disputed service while your appeal is processing. If your 
benefits are continued and the final result of the appeal upholds our action, we may recover the cost of the services 
provided to you while the appeal was pending. 
  
E4. Level 2 Appeal for medical care 
If the plan says No at Level 1, what happens next? 

If we say No to part or all of your Level 1 Appeal, we will send you a letter. This letter will tell you if the service 
or item is usually covered by Medicare and/or Healthy Connections Medicaid. 

If your problem is about a Medicare service or item, you will automatically get a Level 2 Appeal with the 
Independent Review Entity (IRE) as soon as the Level 1 Appeal is complete. 
If your problem is about a Healthy Connections Medicaid service or item, you can file a Level 2 Appeal 
yourself with the Division of Appeals and Hearings. The letter will tell you how to do this. Information is 
also below. 
If your problem is about a service or item that could be covered by both Medicare and Healthy 
Connections Medicaid, you will automatically get a Level 2 Appeal with the IRE for a review regarding 
Medicare coverage. You can also ask for a Level 2 Appeal with the Division of Appeals and Hearings for 
a review regarding Medicaid coverage. 

What is a Level 2 Appeal? 

A Level 2 Appeal is the second appeal, which is done by an independent organization that is not connected to 
the plan. It is either the Independent Review Entity (IRE) or it is the Division of Appeals and Hearings. The IRE 
is an independent organization hired by Medicare. It is not a government agency. Medicare oversees its work. 

My problem is about a Healthy Connections Medicaid service or item. How can I make a Level 2 Appeal? 

A Level 2 Appeal for Healthy Connections Medicaid services and items is called a “State Fair Hearing.” 

If you want to request a State Fair Hearing, you must contact the Division of Appeals and Hearings in writing. 
You must ask for a State Fair Hearing within 120 calendar days of the date of our Level 1 decision, unless the 
Division of Appeals and Hearings extends the deadline for you. 

You can ask for a State Fair Hearing by filing your request online at msp.scdhhs.gov/appeals. 

You can also deliver your request in person, fax your request to 803-255-8206, or write to: 
Division of Appeals and Hearings 
South Carolina Department of Health and Human Services 
P.O. Box 8206 
Columbia, SC 29202-8206 

If a hearing is granted, the Division of Appeals and Hearings will mail you a notice giving the time, date, and place 
of the hearing. During the hearing, an impartial hearing officer will listen to your explanation of why you do not 
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agree with our action. The hearing officer will also listen to our explanation of the action taken. The hearing officer 
will ask questions to get enough information to decide if your case was handled correctly. 

The Division of Appeals and Hearings must give you a hearing decision within 90 calendar days of the 
date you filed an appeal with the plan. 
If you qualify for a fast review, the Division of Appeals and Hearings will give you a hearing decision within 
3 business days. 

However, if the Division of Appeals and Hearings needs to gather more information that may benefit 
you, it can take up to 14 more calendar days. 
If the Division of Appeals and Hearings needs extra days to make a decision, it will tell you by letter. 

My problem is about a Medicare service or item. What will happen at the Level 2 Appeal? 

An Independent Review Entity (IRE) will carefully review the Level 1 decision and decide whether it should be 
changed. 

You do not need to request the Level 2 Appeal. We will automatically send any denials (in whole or in 
part) to the IRE. You will be notified when this happens. 
The IRE is hired by Medicare and is not connected with this plan. 
You may ask for a copy of your file by calling Member Services at the number at the bottom of the page. 

The IRE must give you an answer to your Level 2 Appeal within 30 calendar days of when it gets your appeal (or 
within 7 calendar days of when it gets your appeal for a Medicare Part B prescription drug). This rule applies if 
you sent your appeal before getting medical services or items. 

However, if the IRE needs to gather more information that may benefit you, it can take up to 14 more 
calendar days. If the IRE needs extra days to make a decision, it will tell you by letter. The IRE can’t take 
extra time to make a decision if your appeal is for a Medicare Part B prescription drug. 

If you had a “fast appeal” at Level 1, you will automatically have a fast appeal at Level 2. The IRE must give you 
an answer within 72 hours of when it gets your appeal. 

However, if the IRE needs to gather more information that may benefit you, it can take up to 14 more 
calendar days. If the IRE needs extra days to make a decision, it will tell you by letter. The IRE can’t take 
extra time to make a decision if your appeal is for a Medicare Part B prescription drug. 

What if my service or item is covered by both Medicare and Healthy Connections Medicaid? 

If your problem is about a service or item that could be covered by both Medicare and Healthy Connections 
Medicaid, we will automatically send your Level 2 Appeal to the Independent Review Entity for a review regarding 
Medicare coverage. You can also submit a Level 2 Appeal to the Division of Appeals and Hearings for a review 
regarding Healthy Connections Medicaid coverage. Follow the instructions. 

Will my benefits continue during Level 2 appeals? 

If we decide to change or stop coverage for a service that was previously approved, you can ask to continue your 
benefits during Level 2 Appeals in some cases. 

If your problem is about a service covered by Medicare, your benefits for that service will not continue 
during the Level 2 Appeal with the Independent Review Entity. 
If your problem is about a service covered by Healthy Connections Medicaid (including a service covered 
by both Medicare and Healthy Connections Medicaid), you can ask that your benefits for that service 
continue during the Level 2 Appeal with the Division of Appeals and Hearings. You must make the request 
on or before the later of the following in order to continue your benefits: 

Within 10 calendar days of the plan’s Level 1 Appeal decision; or 
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The intended effective date of the action. 
If you meet this deadline, you can keep getting the disputed service while your appeal is processing. If 
your benefits are continued and the final result of the appeal upholds our action, we may recover the cost 
of the services provided to you while the appeal was pending. 

How will I find out about the decision? 

If your Level 2 Appeal went to the Division of Appeals and Hearings, they will send you a letter explaining their 
decision. 

If the Division of Appeals and Hearings says Yes to part or all of what you asked for, we must authorize 
the coverage within 72 hours. 
If the Division of Appeals and Hearings says No to part or all of what you asked for, it means they agree 
with the Level 1 decision. This is called “upholding the decision.” It is also called “turning down your 
appeal.” 

If your Level 2 Appeal went to the Independent Review Entity (IRE), it will send you a letter explaining its decision. 

If the IRE says Yes to part or all of what you asked for in your standard appeal, we must authorize the 
medical care coverage within 72 hours or give you the service or item within 14 calendar days from the 
date we get the IRE’s decision. If you had a fast appeal, we must authorize the medical care coverage or 
give you the service or item within 72 hours from the date we get the IRE’s decision. 
If the IRE says Yes to part or all of what you asked for in your standard appeal for a Medicare Part B 
prescription drug, we must authorize or provide the Medicare Part B prescription drug within 72 hours 
after we get the IRE’s decision. If you had a fast appeal, we must authorize or provide the Medicare Part 
B prescription drug within 24 hours from the date we get the IRE’s decision. 
If the IRE says No to part or all of what you asked for, it means they agree with the Level 1 decision. This 
is called “upholding the decision.” It is also called “turning down your appeal.” 

What if I appealed to both the Independent Review Entity and the Division of Appeals and Hearings and 
they have different decisions? 

If either the Independent Review Entity or the Division of Appeals and Hearings decides Yes for all or part of 
what you asked for, we will give you the approved service or item that is closest to what you asked for in your 
appeal. 

If the decision is No for all or part of what I asked for, can I make another appeal? 

If your Level 2 Appeal went to the Division of Appeals and Hearings, and you do not agree with the hearing 
officer’s decision, you can file an appeal to the Administrative Law Court. You must file this appeal within 30 
calendar days of the date you were notified of the decision. There is a fee to appeal. 

If your Level 2 Appeal went to the Independent Review Entity (IRE), you can appeal again only if the dollar value 
of the service or item you want meets a certain minimum amount. The letter you get from the IRE will explain 
additional appeal rights you may have. 

Refer to Section I for more information on additional levels of appeal. 
  
E5. Payment problems 
We do not allow our network providers to bill you for covered services and items. This is true even if we pay the 
provider less than the provider charges for a covered service or item. You are never required to pay the balance 
of any bill. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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If you get a bill for covered services and items, send the bill to us. You should not pay the bill yourself. We 
will contact the provider directly and take care of the problem. 

For more information, start by reading Chapter 7: “Asking us to pay a bill you have gotten for covered services 
or drugs.” Chapter 7 describes the situations in which you may need to ask for reimbursement or to pay a bill you 
got from a provider. It also tells how to send us the paperwork that asks us for payment. 

Can I ask you to pay me back for a service or item I paid for? 

Remember, if you get a bill for covered services and items, you should not pay the bill yourself. But if you do pay 
the bill, you can get a refund if you followed the rules for getting services and items. 

If you are asking to be paid back, you are asking for a coverage decision. We will find out if the service or item 
you paid for is a covered service or item, and we will check if you followed all the rules for using your coverage. 

If the service or item you paid for is covered and you followed all the rules, we will send you the payment 
for the service or item typically within 30 calendar days, but no later than 60 calendar days after we get 
your request. If you haven’t paid for the service or item yet, we will send the payment directly to the 
provider. When we send the payment, it’s the same as saying Yes to your request for a coverage decision. 
If the service or item is not covered, or you did not follow all the rules, we will send you a letter telling you 
we will not pay for the service or item, and explaining why. 

What if we say we will not pay? 

If you do not agree with our decision, you can make an appeal. Follow the appeals process described in Section 
E3. When you follow these instructions, please note: 

If you make an appeal for reimbursement, we must give you our answer within 60 calendar days after we 
get your appeal. 
If you are asking us to pay you back for a service or item you already got and paid for yourself, you cannot 
ask for a fast appeal. 

If we answer No to your appeal and the service or item is usually covered by Medicare, we will automatically 
send your case to the Independent Review Entity (IRE). We will notify you by letter if this happens. 

If the IRE reverses our decision and says we should pay you, we must send the payment to you or to the 
provider within 30 calendar days. If the answer to your appeal is Yes at any stage of the appeals process 
after Level 2, we must send the payment you asked for to you or to the provider within 60 calendar days. 
If the IRE says No to your appeal, it means they agree with our decision not to approve your request. 
(This is called “upholding the decision” or “turning down your appeal.”) The letter you get will explain 
additional appeal rights you may have. You can appeal again only if the dollar value of the service or item 
you want meets a certain minimum amount. Refer to Section I for more information on additional levels 
of appeal. 

If we answer No to your appeal and the service or item is usually covered by Healthy Connections Medicaid, you 
can file a Level 2 Appeal yourself (refer to Section E4). 
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F. Part D drugs 
F1. What to do if you have problems getting a Part D drug or you want us to pay you back for a 

Part D drug 
Your benefits as a member of our plan include coverage for many prescription drugs. Most of these drugs are 
“Part D drugs.” There are a few drugs that Medicare Part D does not cover but that Healthy Connections Medicaid 
may cover. This section only applies to Part D drug appeals. 

The Drug List includes some drugs with a (*). These drugs are not Part D drugs. Appeals or coverage decisions 
about drugs with (*) symbol follow the process in Section E. 

Can I ask for a coverage decision or make an appeal about Part D prescription drugs? 

Yes. Here are examples of coverage decisions you can ask us to make about your Part D drugs: 

You ask us to make an exception such as: 
Asking us to cover a Part D drug that is not on the plan’s Drug List 
Asking us to waive a restriction on the plan’s coverage for a drug (such as limits on the amount of the 
drug you can get) 

You ask us if a drug is covered for you (for example, when your drug is on the plan’s Drug List but we 
require you to get approval from us before we will cover it for you). 

NOTE: If your pharmacy tells you that your prescription cannot be filled, you will get a notice explaining how to 
contact us to ask for a coverage decision. 

You ask us to pay for a prescription drug you already bought. This is asking for a coverage decision about 
payment. 

The legal term for a coverage decision about your Part D drugs is “coverage determination.” 

If you disagree with a coverage decision we have made, you can appeal our decision. This section tells you how 
to ask for coverage decisions and how to request an appeal. 

Use the chart below to help you decide which section has information for your situation: 
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Which of these situations are you in? 

Have we already told you 
that we will not cover or 
pay for a drug in the way 
that you want it to be 
covered or paid for? 

Do you want to ask us 
to pay you back for a 
drug you already got 
and paid for? 

Do you want us to cover a 
drug on our Drug List and 
you believe you meet any 
plan rules or restrictions 
(such as getting approval in 
advance) for the drug you 
need? 

Do you need a drug that 
isn’t on our Drug List or 
need us to waive a rule or 
restriction on a drug we 
cover? 

You can make an appeal. 
(This means you are 
asking us to reconsider.) 

You can ask us to pay 
you back. 
(This is a type of 
coverage decision.) 

You can ask us for a 
coverage decision. 

Skip ahead to Section F4. 

You can ask us to make 
an exception. 
(This is a type of coverage 
decision.) Skip ahead to Section F5. 

Skip ahead to Section 
F4. 

Start with Section F2. Also 
refer to Sections F3 and F4. 

  
F2. What an exception is 
An exception is permission to get coverage for a drug that is not normally on our Drug List or to use the drug 
without certain rules and limitations. If a drug is not on our Drug List or is not covered in the way you would like, 
you can ask us to make an “exception.” 

When you ask for an exception, your doctor or other prescriber will need to explain the medical reasons why you 
need the exception. 

Here are examples of exceptions that you or your doctor or another prescriber can ask us to make: 

1. Covering a Part D drug that is not on our Drug List. 
You cannot ask for an exception to the copay or coinsurance amount we require you to pay for the 
drug. 

2. Removing a restriction on our coverage. There are extra rules or restrictions that apply to certain drugs 
on our Drug List (for more information, refer to Chapter 5). 

The extra rules and restrictions on coverage for certain drugs include: 
Being required to use the generic version of a drug instead of the brand name drug. 
Getting plan approval before we will agree to cover the drug for you. (This is sometimes called 
“prior authorization”(PA).) 
Being required to try a different drug first before we will agree to cover the drug you are asking 
for. (This is sometimes called “step therapy.”) 
Quantity limits. For some drugs, we limit the amount of the drug you can have. 

The legal term for asking for removal of a restriction on coverage for a drug is sometimes called asking 
for a “formulary exception.” 
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F3. Important things to know about asking for exceptions 
Your doctor or other prescriber must tell us the medical reasons 

Your doctor or other prescriber must give us a statement explaining the medical reasons for requesting an 
exception. Our decision about the exception will be faster if you include this information from your doctor or other 
prescriber when you ask for the exception. 

Typically, our Drug List includes more than one drug for treating a particular condition. These are called “alternative” 
drugs. If an alternative drug would be just as effective as the drug you are asking for and would not cause more 
side effects or other health problems, we will generally not approve your request for an exception. 

We will say Yes or No to your request for an exception 

If we say Yes to your request for an exception, the exception usually lasts until the end of the calendar 
year. This is true as long as your doctor continues to prescribe the drug for you and that drug continues 
to be safe and effective for treating your condition. 
If we say No to your request for an exception, you can ask for a review of our decision by making an 
appeal. Section F5 tells how to make an appeal if we say No. 

The next section tells you how to ask for a coverage decision, including an exception. 
  
F4. How to ask for a coverage decision about a Part D drug or reimbursement for a Part D drug, 

including an exception 

At a glance: How to ask for a coverage 
decision about a drug or payment 

Call, write, or fax us to ask, or ask your 
representative or doctor or other prescriber to 
ask. We will give you an answer on a standard 
coverage decision within 72 hours. We will give 
you an answer on reimbursing you for a Part D 
drug you already paid for within 14 calendar 
days. 

If you are asking for an exception, 
include the supporting statement from 
your doctor or other prescriber. 
You or your doctor or other prescriber 
may ask for a fast decision. (Fast 
decisions usually come within 24 hours.) 
Read this section to make sure you 
qualify for a fast decision! Read it also 
to find information about decision 
deadlines. 

What to do 

Ask for the type of coverage decision you want. 
Call, write, or fax us to make your request. You, 
your representative, or your doctor (or other 
prescriber) can do this. You can call us at (855) 
735-5831, TTY: 711, 7 days a week, 8 a.m. to 8 
p.m. ET. 
You or your doctor (or other prescriber) or 
someone else who is acting on your behalf can 
ask for a coverage decision. You can also have 
a lawyer act on your behalf. 
Read Section D to find out how to give permission 
to someone else to act as your representative. 
You do not need to give your doctor or other 
prescriber written permission to ask us for a 
coverage decision on your behalf. 
If you want to ask us to pay you back for a drug, 
read Chapter 7 of this handbook. Chapter 7 
describes times when you may need to ask for 
reimbursement. It also tells how to send us the 
paperwork that asks us to pay you back for our 
share of the cost of a drug you have paid for. 
If you are asking for an exception, provide the 
“supporting statement.” Your doctor or other 
prescriber must give us the medical reasons for the drug exception. We call this the “supporting statement.” 
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Your doctor or other prescriber can fax or mail the statement to us. Or your doctor or other prescriber can 
tell us on the phone, and then fax or mail a statement. 

If your health requires it, ask us to give you a “fast coverage decision” 

We will use the “standard deadlines” unless we have agreed to use the “fast deadlines.” 

A standard coverage decision means we will give you an answer within 72 hours after we get your 
doctor’s statement. 
A fast coverage decision means we will give you an answer within 24 hours after we get your doctor’s 
statement. 

The legal term for “fast coverage decision” is “expedited coverage determination.” 

You can get a fast coverage decision only if you are asking for a drug you have not yet received. (You cannot 
get a fast coverage decision if you are asking us to pay you back for a drug you already bought.) 

You can get a fast coverage decision only if using the standard deadlines could cause serious harm to your 
health or hurt your ability to function. 

If your doctor or other prescriber tells us that your health requires a “fast coverage decision,” we will automatically 
agree to give you a fast coverage decision, and the letter will tell you that. 

If you ask for a fast coverage decision on your own (without your doctor’s or other prescriber’s support), 
we will decide whether you get a fast coverage decision. 
If we decide that your medical condition does not meet the requirements for a fast coverage decision, we 
will use the standard deadlines instead. 

We will send you a letter telling you that. The letter will tell you how to make a complaint about our 
decision to give you a standard decision. 
You can file a “fast complaint” and get a response to your complaint within 24 hours. For more 
information about the process for making complaints, including fast complaints, refer to Section J. 

Deadlines for a “fast coverage decision” 

If we are using the fast deadlines, we must give you our answer within 24 hours. This means within 24 
hours after we get your request. Or, if you are asking for an exception, this means within 24 hours after 
we get your doctor’s or prescriber’s statement supporting your request. We will give you our answer sooner 
if your health requires it. 
If we do not meet this deadline, we will send your request to Level 2 of the appeals process. At Level 2, 
an Independent Review Entity will review your request. 
If our answer is Yes to part or all of what you asked for, we must give you the coverage within 24 hours 
after we get your request or your doctor’s or prescriber’s statement supporting your request. 
If our answer is No to part or all of what you asked for, we will send you a letter that explains why we 
said No. The letter will also explain how you can appeal our decision. 

Deadlines for a “standard coverage decision” about a drug you have not yet received 

If we are using the standard deadlines, we must give you our answer within 72 hours after we get your 
request. Or, if you are asking for an exception, this means within 72 hours after we get your doctor’s or 
prescriber’s supporting statement. We will give you our answer sooner if your health requires it. 
If we do not meet this deadline, we will send your request on to Level 2 of the appeals process. At Level 
2, an Independent Review Entity will review your request. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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If our answer is Yes to part or all of what you asked for, we must approve or give the coverage within 
72 hours after we get your request or, if you are asking for 
an exception, your doctor’s or prescriber’s supporting statement. 
If our answer is No to part or all of what you asked for, we will send you a letter 
that explains why we said No. The letter will also explain how you can appeal our decision. 

Deadlines for a “standard coverage decision” about payment for a drug you already bought 

We must give you our answer within 14 calendar days after we get your request. 
If we do not meet this deadline, we will send your request to Level 2 of the appeals process. At level 2, 
an Independent Review Entity will review your request. 
If our answer is Yes to part or all of what you asked for, we will make payment to you within 14 calendar 
days. 
If our answer is No to part or all of what you asked for, we will send you a letter that explains why we 
said No. The letter will also explain how you can appeal our decision. 

  
F5. Level 1 Appeal for Part D drugs 

At a glance: How to make a Level 1 Appeal 

You, your doctor or prescriber, or your 
representative may put your request in writing 
and mail or fax it to us. You may also ask for 
an appeal by calling us. 

Ask within 65 calendar days of the 
decision you are appealing. If you miss 
the deadline for a good reason, you may 
still appeal. 
You, your doctor or prescriber, or your 
representative can call us to ask for a 
fast appeal. 
Read this section to make sure you 
qualify for a fast decision! Read it also 
to find information about decision 
deadlines. 

To start your appeal, you, your doctor or other 
prescriber, or your representative must contact 
us. Include your name, contact information, and 
information regarding your claim. 
If you are asking for a standard appeal, you can 
make your appeal by sending a request in writing. 
You may also ask for an appeal by calling us at 
(855) 735-5831, TTY: 711, 7 days a week, 8 a.m. 
to 8 p.m. ET. 
If you want a fast appeal, you may make your 
appeal in writing or you may call us. 
Make your appeal request within 65 calendar 
days from the date on the notice we sent to tell 
you our decision. If you miss this deadline and 
have a good reason for missing it, we may give 
you more time to make you appeal. For example, 
good reasons for missing the deadline would be 
if you have a serious illness that kept you from 
contacting us or if we gave you incorrect or 
incomplete information about the deadline for 
requesting an appeal. 
You have the right to ask us for a copy of the 
information about your appeal. To ask for a copy, call Member Services at the number at the bottom of 
the page. 

The legal term for an appeal to the plan about a Part D drug coverage decision is plan “redetermination.” 

If you wish, you and your doctor or other prescriber may give us additional information to support your appeal. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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If your health requires it, ask for a “fast appeal” 

If you are appealing a decision our plan made about a drug you have not yet received, you and your doctor 
or other prescriber will need to decide if you need a “fast appeal.” 
The requirements for getting a “fast appeal” are the same as those for getting a “fast coverage decision” 
in Section F4. 

The legal term for “fast appeal” is “expedited redetermination.” 

Our plan will review your appeal and give you our decision 

We take another careful look at all of the information about your coverage request. We check if we were 
following all the rules when we said No to your request. We may contact you or your doctor or other 
prescriber to get more information. The reviewer will be someone who did not make the original coverage 
decision. 

Deadlines for a “fast appeal” 

If we are using the fast deadlines, we will give you our answer within 72 hours after we get your appeal, 
or sooner if your health requires it. 
If we do not give you an answer within 72 hours, we will send your request to Level 2 of the appeals 
process. At Level 2, an Independent Review Entity will review your appeal. 
If our answer is Yes to part or all of what you asked for, we must give the coverage within 72 hours after 
we get your appeal. 
If our answer is No to part or all of what you asked for, we will send you a letter that explains why we 
said No. 

Deadlines for a “standard appeal” 

If we are using the standard deadlines, we must give you our answer within 7 calendar days after we get 
your appeal, or sooner if your health requires it, except if you are asking us to pay you back for a drug 
you already bought. If you are asking us to pay you back for a drug you already bought, we must give you 
our answer within 14 calendar days after we get your appeal. If you think your health requires it, you 
should ask for a “fast appeal.” 
If we do not give you a decision within 7 calendar days, or 14 calendar days if you asked us to pay you 
back for a drug you already bought, we will send your request to Level 2 of the appeals process. At Level 
2, an Independent Review Entity will review your appeal. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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At a glance: How to make a Level 2 Appeal 

If you want the Independent Review Entity to 
review your case, your appeal request must be 
in writing. 

Ask within 60 calendar days of the 
decision you are appealing. If you miss 
the deadline for a good reason, you may 
still appeal. 
You, your doctor or other prescriber, or 
your representative can request the 
Level 2 Appeal. 
Read this section to make sure you 
qualify for a fast decision! Read it also 
to find information about decision 
deadlines. 

If our answer is Yes to part or all of what you 
asked for: 

If we approve a request for coverage, we must 
give you the coverage as quickly as your 
health requires, but no later than 7 calendar 
days after we get your appeal or 14 calendar 
days if you asked us to pay you back for a 
drug you already bought. 
If we approve a request to pay you back for a 
drug you already bought, we will send 
payment to you within 30 calendar days after 
we get your appeal request. 

If our answer is No to part or all of what you 
asked for, we will send you a letter that explains 
why we said No and tells how to appeal our 
decision. 

  
F6. Level 2 Appeal for Part D drugs 
If we say No to part or all of your appeal, you can choose 
whether to accept this decision or make another appeal. 
If you decide to go on to a Level 2 Appeal, the Independent Review Entity (IRE) will review our decision. 

If you want the IRE to review your case, your appeal request must be in writing. The letter we send about 
our decision in the Level 1 Appeal will explain how to request the Level 2 Appeal. 
When you make an appeal to the IRE, we will send them your case file. You have the right to ask us for 
a copy of your case file by calling Member Services at the number at the bottom of the page. 
You have a right to give the IRE other information to support your appeal. 
The IRE is an independent organization that is hired by Medicare. It is not connected with this plan and 
it is not a government agency. 
Reviewers at the IRE will take a careful look at all of the information related to your appeal. The organization 
will send you a letter explaining its decision. 

The legal term for an appeal to the IRE about a Part D drug is “reconsideration.” 

Deadlines for “fast appeal” at Level 2 

If your health requires it, ask the Independent Review Entity (IRE) for a “fast appeal.” 
If the IRE agrees to give you a “fast appeal,” it must give you an answer to your Level 2 Appeal within 72 
hours after getting your appeal request. 
If the IRE says Yes to part or all of what you asked for, we must authorize or give you the drug coverage 
within 24 hours after we get the decision. 

Deadlines for “standard appeal” at Level 2 

If you have a standard appeal at Level 2, the Independent Review Entity (IRE) must give you an answer 
to your Level 2 Appeal within 7 calendar days after it gets your appeal, or 14 calendar days if you asked 
us to pay you back for a drug you already bought. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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If the IRE says Yes to part or all of what you asked for, we must authorize or give you the drug coverage 
within 72 hours after we get the decision. 
If the IRE approves a request to pay you back for a drug you already bought, we will send payment 
to you within 30 calendar days after we get the decision. 

What if the Independent Review Entity says No to your Level 2 Appeal? 

No means the Independent Review Entity (IRE) agrees with our decision not to approve your request. This is 
called “upholding the decision” or “turning down your appeal.” 

If you want to go to Level 3 of the appeals process, the drugs you are requesting must meet a minimum dollar 
value. If the dollar value is less than the minimum, you cannot appeal any further. If the dollar value is high enough, 
you can ask for a Level 3 appeal. The letter you get from the IRE will tell you the dollar value needed to continue 
with the appeal process. 
  
G. Asking us to cover a longer hospital stay 
When you are admitted to a hospital, you have the right to get all hospital services that we cover that are necessary 
to diagnose and treat your illness or injury. 

During your covered hospital stay, your doctor and the hospital staff will work with you to prepare for the day 
when you leave the hospital. They will also help arrange for any care you may need after you leave. 

The day you leave the hospital is called your “discharge date.” 
Your doctor or the hospital staff will tell you when your discharge date is. 

If you think you are being asked to leave the hospital too soon, you can ask for a longer hospital stay. This section 
tells you how to ask. 

G1. Learning about your Medicare rights 
Within two days after you are admitted to the hospital, a caseworker or nurse will give you a notice called “An 
Important Message from Medicare about Your Rights.” If you do not get this notice, ask any hospital employee 
for it. If you need help, please call Member Services at the number at the bottom of the page. You can also call 
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048. 

Read this notice carefully and ask questions if you don’t understand. The “Important Message” tells you about 
your rights as a hospital patient, including your rights to: 

Get Medicare-covered services during and after your hospital stay. You have the right to know what these 
services are, who will pay for them, and where you can get them. 
Be a part of any decisions about the length of your hospital stay. 
Know where to report any concerns you have about the quality of your hospital care. 
Appeal if you think you are being discharged from the hospital too soon. 

You should sign the Medicare notice to show that you got it and understand your rights. Signing the notice does 
not mean you agree to the discharge date that may have been told to you by your doctor or hospital staff. 

Keep your copy of the signed notice so you will have the information in it if you need it. 

To look at a copy of this notice in advance, you can call Member Services at the number at the bottom of 
the page. You can also call 1-800 MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY 
users should call 1-877-486-2048. The call is free. 
You can also refer to the notice online at www.cms.gov/Medicare/Medicare-General-Information/BNI/ 
HospitalDischargeAppealNotices. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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If you need help, please call Member Services or Medicare at the numbers listed above. 
  
G2. Level 1 Appeal to change your hospital discharge date 
If you want us to cover your inpatient hospital services for a longer time, you must request an appeal. A Quality 
Improvement Organization will do the Level 1 Appeal review to find out if your planned discharge date is medically 
appropriate for you. 

In South Carolina, the Quality Improvement Organization is called Acentra. To make an appeal to change your 
discharge date, call Acentra at 1-888-317-0751 (TTY: 711). 

Call right away! 

Call the Quality Improvement Organization before you leave the hospital and no later than your planned discharge 
date. “An Important Message from Medicare about Your Rights” contains information on how to reach the Quality 
Improvement Organization. 

At a glance: How to make a Level 1 Appeal 
to change your discharge date 

Call the Quality Improvement Organization for 
your state at 1-888-317-0751 and ask for a “fast 
review”. 

Call before you leave the hospital and before 
your planned discharge date. 

If you call before you leave, you are allowed to 
stay in the hospital after your planned discharge 
date without paying for it while you wait to get the 
decision on your appeal from the Quality 
Improvement Organization. 
If you do not call to appeal, and you decide to 
stay in the hospital after your planned discharge 
date, you may have to pay all of the costs for 
hospital care you get after your planned discharge 
date. 

We want to make sure you understand what you need to 
do and what the deadlines are. 

Ask for help if you need it. If you have questions or need help at any time, please call Member Services 
at the number at the bottom of the page. You can also call the State Health Insurance Assistance Program 
(SHIP), known as I-CARE in South Carolina, at 1-800-868-9095. TTY users should call 711. You can also 
call the Healthy Connections Prime Advocate at 1-844-477-4632. TTY users should call 711. 

What is a Quality Improvement Organization? 

It is a group of doctors and other health care professionals who are paid by Medicare to check on and help improve 
the quality of care for people with Medicare. These experts are not part of our plan. 

Ask for a “fast review” 

You must ask the Quality Improvement Organization for a “fast review” of your discharge. Asking for a “fast 
review” means you are asking the organization to use the fast deadlines for an appeal instead of using the standard 
deadlines. 

The legal term for “fast review” is “immediate review.” 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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What happens during the fast review? 

The reviewers at the Quality Improvement Organization will ask you or your representative why you think 
coverage should continue after the planned discharge date. You don’t have to prepare anything in writing, 
but you may do so if you wish. 
The reviewers will look at your medical record, talk with your doctor, and review all of the information 
related to your hospital stay. 
By noon of the day after the reviewers tell us about your appeal, you will get a letter that gives your planned 
discharge date. The letter explains the reasons why your doctor, the hospital, and we think it is right for 
you to be discharged on that date. 

The legal term for this written explanation is called the “Detailed Notice of Discharge.” You can get a 
sample by calling Member Services at the number at the bottom of the page. You can also call 
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 
1-877-486-2048. Or you can refer to the sample notice online at www.cms.gov/Medicare/Medicare- 
General-Information/BNI/HospitalDischargeAppealNotices 

What if the answer is Yes? 

If the Quality Improvement Organization says Yes to your appeal, we must keep covering your hospital 
services for as long as they are medically necessary. 

What if the answer is No? 

If the Quality Improvement Organization says No to your appeal, they are saying that your planned 
discharge date is medically appropriate. If this happens, our coverage for your inpatient hospital services 
will end at noon on the day after the Quality Improvement Organization gives you its answer. 
If the Quality Improvement Organization says No and you decide to stay in the hospital, then you may 
have to pay for your continued stay at the hospital. The cost of the hospital care that you may have to pay 
begins at noon on the day after the Quality Improvement Organization gives you its answer. 
If the Quality Improvement Organization turns down your appeal and you stay in the hospital after your 
planned discharge date, then you can make a Level 2 Appeal. 

  
G3. Level 2 Appeal to change your hospital discharge date 
If the Quality Improvement Organization has turned down your appeal and you stay in the hospital after your 
planned discharge date, then you can make a Level 2 Appeal. You will need to contact the Quality Improvement 
Organization again and ask for another review. 

Ask for the Level 2 review within 60 calendar days after the day when the Quality Improvement Organization 
said No to your Level 1 Appeal. You can ask for this review only if you stayed in the hospital after the date that 
your coverage for the care ended. 

In South Carolina, the Quality Improvement Organization is called Acentra. You can reach Acentra at 
1-888-317-0751 (TTY: 711). 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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At a glance: How to make a Level 2 Appeal 
to change your discharge date 

Call the Quality Improvement Organization for 
your state at 1-888-317-0751 and ask for 
another review. 

Reviewers at the Quality Improvement 
Organization will take another careful look at all 
of the information related to your appeal. 
Within 14 calendar days of receipt of your request 
for a second review, the Quality Improvement 
Organization reviewers will make a decision. 

What happens if the answer is Yes? 

We must pay you back for our share of the costs 
of hospital care you got since noon on the day 
after the date of your first appeal decision. We must continue providing coverage for your inpatient hospital 
care for as long as it is medically necessary. 
You must continue to pay your share of the costs and coverage limitations may apply. 

What happens if the answer is No? 

It means the Quality Improvement Organization agrees with the Level 1 decision and will not change it. The letter 
you get will tell you what you can do if you wish to continue with the appeal process. 

If the Quality Improvement Organization turns down your Level 2 Appeal, you may have to pay the full cost for 
your stay after your planned discharge date. 
  
H. What to do if you think your home health care, skilled nursing care, or 

Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending 
too soon 

This section is about the following types of care only: 

Home health care services. 
Skilled nursing care in a skilled nursing facility. 
Rehabilitation care you are getting as an outpatient at a Medicare-approved Comprehensive Outpatient 
Rehabilitation Facility (CORF). Usually, this means you are getting treatment for an illness or accident, 
or you are recovering from a major operation. 

With any of these three types of care, you have the right to keep getting covered services for as long 
as the doctor says you need it. 
When we decide to stop covering any of these, we must tell you before your services end. When your 
coverage for that care ends, we will stop paying for your care. 

If you think we are ending the coverage of your care too soon, you can appeal our decision. This section tells 
you how to ask for an appeal. 

H1. We will tell you in advance when your coverage will be ending 
You will get a notice at least two days before we stop paying for your care. This is called the “Notice of Medicare 
Non-Coverage.” The written notice tells you the date we will stop covering your care and how to appeal this 
decision. 

You or your representative should sign the written notice to show that you got it. Signing it does not mean you 
agree with the plan that it is time to stop getting the care. 

When your coverage ends, we will stop paying for your care. 
  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 144

Molina Dual Options MEMBER HANDBOOK Chapter 9: What to do if you have a problem or complaint (coverage 
decisions, appeals, complaints) 

http://www.MolinaHealthcare.com/Duals


H2. Level 1 Appeal to continue your care 
If you think we are ending coverage of your care too soon, you can appeal our decision. This section tells you 
how to ask for an appeal. 

Before you start your appeal, understand what you need to do and what the deadlines are. 

Meet the deadlines. The deadlines are important. Be sure that you understand and follow the deadlines 
that apply to things you must do. There are also deadlines our plan must follow. (If you think we are not 
meeting our deadlines, you can file a complaint. Section J tells you how to file a complaint.) 
Ask for help if you need it. If you have questions or need help at any time, please call Member Services 
at the number at the bottom of the page. Or call your State Health Insurance Assistance Program, known 
as I-CARE in South Carolina, at 1-800-868-9095. 

At a glance: How to make a Level 1 Appeal 
to ask the plan to continue your care 

Call the Quality Improvement Organization for 
your state at 1-888-317-0751 and ask for a 
“fast-track appeal.” 

Call before you leave the agency or facility that 
is providing your care and before your planned 
discharge date. 

During a Level 1 Appeal, a Quality Improvement 
Organization will review your appeal and decide whether 
to change the decision we made. In South Carolina, the 
Quality Improvement Organization is called Acentra. You 
can reach Acentra at 1-888-317-0751 (TTY: 711). 
Information about appealing to the Quality Improvement 
Organization is also in the “Notice of Medicare 
Non-Coverage.” This is the notice you got when you were 
told we would stop covering your care. 

What is a Quality Improvement Organization? 

It is a group of doctors and other health care professionals 
who are paid by Medicare to check on and help improve 
the quality of care for people with Medicare. These 
experts are not part of our plan. 

What should you ask for? 

Ask them for a “fast-track appeal.” This is an independent review of whether it is medically appropriate for us to 
end coverage for your services. 

What is your deadline for contacting this organization? 

You must contact the Quality Improvement Organization no later than noon of the day after you got the 
written notice telling you when we will stop covering your care. 

The legal term for the written notice is “Notice of Medicare Non-Coverage.” To get a sample copy, call 
Member Services at the number at the bottom of the page or 1-800-MEDICARE (1-800-633-4227), 24 
hours a day, 7 days a week. TTY users should call 1-877-486-2048. Or refer to a copy online at www. 
cms.gov/Medicare/Medicare-General-Information/BNI/MAEDNotices 

What happens during the Quality Improvement Organization’s review? 

The reviewers at the Quality Improvement Organization will ask you or your representative why you think 
coverage for the services should continue. You don’t have to prepare anything in writing, but you may do 
so if you wish. 
When you ask for an appeal, the plan must write a letter to you and the Quality Improvement Organization 
explaining why your services should end. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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The reviewers will also look at your medical records, talk with your doctor, and review information that 
our plan has given to them. 
Within one full day after reviewers have all the information they need, they will tell you their decision. 
You will get a letter explaining the decision. 

The legal term for the letter explaining why your services should end is “Detailed Explanation of 
Non-Coverage.” 

What happens if the reviewers say Yes? 

If the reviewers say Yes to your appeal, then we must keep providing your covered services for as long 
as they are medically necessary. 

What happens if the reviewers say No? 

If the reviewers say No to your appeal, then your coverage will end on the date we told you. We will stop 
paying our share of the costs of this care. 
If you decide to keep getting the home health care, skilled nursing facility care, or Comprehensive Outpatient 
Rehabilitation Facility (CORF) services after the date your coverage ends, then you will have to pay the 
full cost of this care yourself. 

  
H3. Level 2 Appeal to continue your care 
If the Quality Improvement Organization said No to the appeal and you choose to continue getting care after your 
coverage for the care has ended, you can make a Level 2 Appeal. 

During the Level 2 Appeal, the Quality Improvement Organization will take another look at the decision they made 
at Level 1. If they say they agree with the Level 1 decision, you may have to pay the full cost for your home health 
care, skilled nursing facility care, or Comprehensive Outpatient Rehabilitation Facility (CORF) services after the 
date when we said your coverage would end. 

At a glance: How to make a Level 2 Appeal 
to require that the plan cover your care for 
longer 

Call the Quality Improvement Organization for 
your state at 1-888-317-0751 and ask for 
another review. 

Call before you leave the agency or facility that 
is providing your care and before your planned 
discharge date. 

In South Carolina, the Quality Improvement Organization 
is called Acentra. You can reach Acentra at 
1-888-317-0751 (TTY: 711). Ask for the Level 2 review 
within 60 calendar days after the day when the Quality 
Improvement Organization said No to your Level 1 
Appeal. You can ask for this review only if you continued 
getting care after the date that your coverage for the care 
ended. 

Reviewers at the Quality Improvement 
Organization will take another careful look at all 
of the information related to your appeal. 
The Quality Improvement Organization will make 
its decision within 14 calendar days of receipt of 
your appeal request. 

What happens if the review organization says Yes? 

We must pay you back for our share of the costs of care you got since the date when we said your coverage 
would end. We must continue providing coverage for the care for as long as it is medically necessary. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 146

Molina Dual Options MEMBER HANDBOOK Chapter 9: What to do if you have a problem or complaint (coverage 
decisions, appeals, complaints) 

http://www.MolinaHealthcare.com/Duals


What happens if the review organization says No? 

It means they agree with the decision they made on the Level 1 Appeal and will not change it. 
The letter you get will tell you what to do if you wish to continue with the review process. It will give you 
the details about how to go on to the next level of appeal, which is handled by a judge. 

  
I. Taking your appeal beyond Level 2 
I1. Next steps for Medicare services and items 
If you made a Level 1 Appeal and a Level 2 Appeal for Medicare services or items, and both of your appeals 
have been turned down, you may have the right to additional levels of appeal. The letter you get from the 
Independent Review Entity will tell you what to do if you wish to continue the appeals process. 

Level 3 of the appeals process is an Administrative Law Judge (ALJ) hearing. The person who makes the decision 
in a Level 3 appeal is an ALJ or an attorney adjudicator. If you want an ALJ or attorney adjudicator to review your 
case, the item or medical service you are requesting must meet a minimum dollar amount. If the dollar value is 
less than the minimum level, you cannot appeal any further. If the dollar value is high enough, you can ask an 
ALJ or attorney adjudicator to hear your appeal. 

If you do not agree with the ALJ or attorney adjudicator’s decision, you can go to the Medicare Appeals Council. 
After that, you may have the right to ask a federal court to look at your appeal. 

If you need assistance at any stage of the appeals process, you can contact the Healthy Connections Prime 
Advocate. The phone number is 1-844-477-4632. TTY users should call 711. 
  
I2. Next steps for Healthy Connections Medicaid services and items 
If you made a Level 1 Appeal and a Level 2 Appeal for Healthy Connections Medicaid services or items, and both 
of your appeals have been turned down, you have the right to additional levels of appeal. If you have questions 
after your Level 2 Appeal, contact the Healthy Connections Prime Advocate at 1-844-477-4632. TTY users should 
call 711. This advocate will explain your options and will always act in your best interest. 

Level 3 of the appeals process is an Administrative Law Court (ALC) hearing. If you want an ALC hearing, start 
by completing the “Request for Contested Case Hearing” form available at www.scalc.net/pub/ 
pubRequestForContestedCaseHearing.pdf. You must submit this form within 30 calendar days of the date you 
were notified of the Level 2 decision. There is a $25 fee to appeal. If you cannot afford the fee, you can file a 
“Request to Waive Filing Fee.” This form can be found at www.scalc.net/pub/pubRequestToWaiveFilingFee.pdf. 

If you are appealing a Level 2 decision made by hearing, you will be responsible for the cost of making a transcript 
of the hearing. A transcript is a written record of the hearing. The cost of the transcript is approximately $16 for 
each hour that the transcriptionist spends typing the transcript. 

The rules for appealing to the ALC are found at www.scalc.net/rules.aspx. If you do not follow the rules, your 
appeal may be dismissed. 
  
J. How to make a complaint 
J1. What kinds of problems should be complaints 
The complaint process is used for certain types of problems only, such as problems related to quality of care, 
waiting times, and customer service. Here are examples of the kinds of problems handled by the complaint 
process. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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At a glance: How to make a complaint 

You can make an internal complaint with our 
plan and/or an external complaint with an 
organization that is not connected to our plan. 

To make an internal complaint, call Member 
Services or send us a letter. 

There are different organizations that handle 
external complaints. For more information, read 
Section J3. 

Complaints about quality 

You are unhappy with the quality of care, such as 
the care you got in the hospital. 

Complaints about privacy 

You think that someone did not respect your right 
to privacy, or shared information about you that 
is confidential. 

Complaints about poor customer service 

A health care provider or staff was rude or 
disrespectful to you. 
Molina Dual Options staff treated you poorly. 
You think you are being pushed out of the plan. 

Complaints about accessibility 

You cannot physically access the health care services and facilities in a doctor or provider’s office. 
Your provider does not give you a reasonable accommodation you need such as an American Sign 
Language interpreter. 

Complaints about waiting times 

You are having trouble getting an appointment, or waiting too long to get it. 
You have been kept waiting too long by doctors, pharmacists, other health professionals, or by Member 
Services or other plan staff. 

Complaints about cleanliness 

You think the clinic, hospital or doctor’s office is not clean. 

Complaints about language access 

Your doctor or provider does not provide you with an interpreter during your appointment. 

Complaints about communications from us 

You think we failed to give you a notice or letter that you should have received. 
You think the written information we sent you is too difficult to understand. 

Complaints about the timeliness of our actions related to coverage decisions or appeals 

You believe that we are not meeting our deadlines for making a coverage decision 
or answering your appeal. 
You believe that, after getting a coverage or appeal decision in your favor, we are not meeting the deadlines 
for approving or giving you the service or paying you back for certain medical services. 
You believe we did not forward your case to the Independent Review Entity on time. 

The legal term for a “complaint” is a “grievance.” 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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The legal term for “making a complaint” is “filing a grievance.” 

Are there different types of complaints? 

Yes. You can make an internal complaint and/or an external complaint. An internal complaint is filed with and 
reviewed by our plan. An external complaint is filed with and reviewed by an organization that is not affiliated with 
our plan. For more information about internal complaints, read the next section. For more information about 
external complaints, read Section J3. 

If you need help making an internal and/or external complaint, you can call the Healthy Connections Prime 
Advocate at 1-844-477-4632. TTY users should call 711. 
  
J2. Internal complaints 
To make an internal complaint, call Member Services at the number at the bottom of the page. You can make 
the complaint at any time unless it is about a Part D drug. If the complaint is about a Part D drug, you must make 
it within 60 calendar days after you had the problem you want to complain about. 

If there is anything else you need to do, Member Services will tell you. 
You can also write your complaint and send it to us. If you put your complaint in writing, we will respond 
to your complaint in writing. 
Complaints are grievances that must be resolved as expeditiously as your case requires, based on your 
health status, but no later than 30 calendar days after the date the Plan receives the oral or written 
grievance. Grievances filed orally, may be responded to orally unless the enrollee requests a written 
response or the grievance concerns quality of care. Molina Dual Options will complete the investigation 
as expeditiously as the case requires, based on the enrollee’s health status, but no later than 30 days of 
receipt of the request, or within 24 hours for expedited grievances. Grievances filed in writing must be 
responded to in writing. Grievances may be filed orally by calling us at (855) 735-5831, TTY: 711, Monday– 
Friday, 8 a.m. to 8 p.m.ET; or in writing by mailing to: Molina Dual Options Appeals and Grievances, PO 
Box 22816, Long Beach, CA 90801, Fax: (562) 499-0610. 

The legal term for “fast complaint” is “expedited grievance.” 

If possible, we will answer you right away. If you call us with a complaint, we may be able to give you an answer 
on the same phone call. If your health condition requires us to answer quickly, we will do that. 

We answer most complaints within 30 calendar days. If we need more information and the delay is in your 
best interest, or if you ask for more time, we can take up to 14 more calendar days to answer your complaint. 
We will tell you in writing why we need more time. 
If you are making a complaint because we denied your request for a “fast coverage decision” or a “fast 
appeal,” we will automatically give you a “fast complaint” and respond to your complaint within 24 hours. 
If you are making a complaint because we took extra time to make a coverage decision or appeal, we will 
automatically give you a “fast complaint” and respond to your complaint within 24 hours. 

If we do not agree with some or all of your complaint, we will tell you and explain our reasons. We will respond 
whether we agree with the complaint or not. 
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J3. External complaints 
You can tell Medicare about your complaint 

You can send your complaint to Medicare. The Medicare Complaint Form is available at: www.medicare.gov/ 
MedicareComplaintForm/home.aspx. 

Medicare takes your complaints seriously and will use this information to help improve the quality of the Medicare 
program. 

If you have any other feedback or concerns, or if you feel the plan is not addressing your problem, please call 
1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048. The call is free. 

You can tell the Healthy Connections Prime Advocate about your complaint 

You can call the Healthy Connections Prime Advocate to tell them about your complaint. They are not connected 
with us or any insurance company or health plan. The phone number for the Healthy Connections Prime Advocate 
is 1-844-477-4632. TTY users should call 711. This call is free and so are the services. For more information, 
you can also visit www.healthyconnectionsprimeadvocate.com. 

You can file a complaint with the Office for Civil Rights 

You can make a complaint to the Department of Health and Human Services’ Office for Civil Rights if you think 
you have not been treated fairly. For example, you can make a complaint about disability access or language 
assistance. The phone number for the Office for Civil Rights is 1-800-368-1019. TTY users should call 
1-800-537-7697. You can also visit www.hhs.gov/ocr for more information. 

You may also contact the local Office for Civil Rights office at: 
Office for Civil Rights 
U.S. Department of Health & Human Services 
Sam Nunn Atlanta Federal Center, Suite 16T70 
61 Forsyth Street, S.W. 
Atlanta, GA 30303-8909 
Phone: (800) 368-1019; TTY: (800) 537-7697 
Fax: (202) 619-3818 

You may also have rights under the Americans with Disability Act and under state law. You can contact the 
Healthy Connections Prime Advocate for assistance. The phone number is 1-844-477-4632. TTY users should 
call 711. 

You can file a complaint with the Quality Improvement Organization 

When your complaint is about quality of care, you also have two choices: 

You can make your complaint about the quality of care directly to the Quality Improvement Organization 
(without making the complaint to us). 
Or you can make your complaint to us and to the Quality Improvement Organization. If you make a 
complaint to this organization, we will work with them to resolve your complaint. 

The Quality Improvement Organization is a group of practicing doctors and other health care experts paid by the 
federal government to check and improve the care given to Medicare patients. To learn more about the Quality 
Improvement Organization, refer to Chapter 2. 

In South Carolina, the Quality Improvement Organization is called Acentra. The phone number for Acentra is 
1-888-317-0751 (TTY: 711). 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Chapter 10: Ending your membership in our Medicare-Medicaid Plan 

Introduction 
This chapter tells you when and how you can end your membership in our plan and what your health coverage 
options are after you leave our plan. If you leave our plan, you will still be in the Medicare and Healthy Connections 
Medicaid programs as long as you are eligible. Key terms and their definitions appear in alphabetical order in the 
last chapter of the Member Handbook. 

Table of Contents 
A. When you can end your membership in our Medicare-Medicaid Plan ............................................... 152 
B. How to end your membership in our plan ..........................................................................................152 
C. How to join a different Medicare-Medicaid Plan .................................................................................152 
D. How to get Medicare and Healthy Connections Medicaid services separately ................................. 153 

D1. Ways to get your Medicare services ...........................................................................................153 
D2. How to get your Healthy Connections Medicaid services ........................................................... 154 

E. Keep getting your medical items, services and drugs through our plan until your membership 
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G. Rules against asking you to leave our plan for any health-related reason ........................................ 155 
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I. How to get more information about ending your plan membership ................................................... 155 
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A. When you can end your membership in our Medicare-Medicaid Plan 
You can end your membership in Molina Dual Options Medicare-Medicaid Plan at any time during the year by 
enrolling in another Medicare Advantage Plan, enrolling in another Medicare-Medicaid Plan, or moving to Original 
Medicare. 

Your membership will end on the last day of the month that we get your request to change your plan. For example, 
if we get your request on October 18, your coverage with our plan will end on October 31. Your new coverage 
will begin the first day of the next month (November 1, in this example). If you leave our plan, you can get 
information about your: 

Medicare options in the table in Section D1. 
Healthy Connections Medicaid services in the table in Section D2. 

You can get more information about when you can end your membership by calling: 

South Carolina Healthy Connections Choices at 1-877-552-4642, Monday through Friday from 8 a.m. to 
6 p.m. TTY users should call 1-877-552-4670. 
State Health Insurance Assistance Program (SHIP), I-CARE, at 1-800-868-9095, Monday through Friday 
from 8:30 a.m. to 5 p.m. TTY users should call 711. 
Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 
1-877-486-2048. 

NOTE: If you’re in a drug management program (DMP), you may not be able to change plans. Refer to Chapter 5 
of your Member Handbook for information about drug management programs. 
  
B. How to end your membership in our plan 
If you decide to end your membership, tell Healthy Connections Medicaid or Medicare that you want to leave 
Molina Dual Options: 

Call South Carolina Healthy Connections Choices at 1-877-552-4642, Monday through Friday from 8 a.m. 
to 6 p.m. TTY users should call 1-877-552-4670; OR 
Call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users (people 
who have difficulty hearing or speaking) should call 1-877-486-2048. When you call 1-800-MEDICARE, 
you can also enroll in another Medicare health or drug plan. More information on getting your Medicare 
services when you leave our plan is in the chart in Section D1. 

  
C. How to join a different Medicare-Medicaid Plan 
If you want to keep getting your Medicare and Healthy Connections Medicaid benefits together from a single plan, 
you can join a different Medicare-Medicaid Plan. 

To enroll in a different Medicare-Medicaid Plan: 

Call South Carolina Healthy Connections Choices at 1-877-552-4642, Monday through Friday from 8 a.m. 
to 6 p.m. TTY users should call 1-877-552-4670. Tell them you want to leave Molina Dual Options and 
join a different Medicare-Medicaid Plan. If you are not sure what plan you want to join, they can tell you 
about other plans in your area. 

Your coverage with Molina Dual Options will end on the last day of the month that we get your request. 
  

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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D. How to get Medicare and Healthy Connections Medicaid services separately 
If you do not want to enroll in a different Medicare-Medicaid Plan after you leave Molina Dual Options, you will 
go back to getting your Medicare and Healthy Connections Medicaid services separately. 

D1. Ways to get your Medicare services 
You will have a choice about how you get your Medicare benefits. 

You have three options for getting your Medicare services. By choosing one of these options, you will automatically 
end your membership in our plan. 

Here is what to do: 1. You can change to: 

Call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 
hours a day, 7 days a week. TTY users should call 
1-877-486-2048. 

A Medicare health plan, such as a 
Medicare Advantage plan or a Program 
of All-inclusive Care for the Elderly 
(PACE) If you need help or more information: 

Call the State Health Insurance Assistance Program 
(SHIP) at 1-800-868-9095. TTY users should call 711. 
In South Carolina, the SHIP is called the Insurance 
Counseling Assistance and Referrals for Elders 
(I-CARE) program. 

You will automatically be disenrolled from Molina Dual Options 
when your new plan’s coverage begins. 

Here is what to do: 2. You can change to: 

Call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 
hours a day, 7 days a week. TTY users should call 
1-877-486-2048. 

Original Medicare with a separate 
Medicare prescription drug plan 

If you need help or more information: 

Call the State Health Insurance Assistance Program 
(SHIP) at 1-800-868-9095. TTY users should call 711. 
In South Carolina, the SHIP is called the Insurance 
Counseling Assistance and Referrals for Elders 
(I-CARE) program. 

You will automatically be disenrolled from Molina Dual Options 
when your Original Medicare and prescription drug plan 
coverage begins. 
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Here is what to do: 3. You can change to: 

Call Medicare at 1-800-MEDICARE (1-800-633-4227), 24 
hours a day, 7 days a week. TTY users should call 
1-877-486-2048. 

Original Medicare without a separate 
Medicare prescription drug plan 

NOTE: If you switch to Original Medicare 
and do not enroll in a separate Medicare 
prescription drug plan, Medicare may 
enroll you in a drug plan, unless you tell 
Medicare you don’t want to join. 

If you need help or more information: 

Call the State Health Insurance Assistance Program 
(SHIP) at 1-800-868-9095. TTY users should call 711. 
In South Carolina, the SHIP is called the Insurance 
Counseling Assistance and Referrals for Elders 
(I-CARE) program. 

You will automatically be disenrolled from Molina Dual Options 
when your Original Medicare coverage begins. 

You should only drop prescription drug 
coverage if you have drug coverage from 
another source, such as an employer or 
union. If you have questions about 
whether you need drug coverage, call 
Insurance Counseling Assistance and 
Referrals for Elders (I-CARE) at 
1-800-868-9095. TTY users should call 
711. 

  
D2. How to get your Healthy Connections Medicaid services 
If you leave our plan, you will get your Healthy Connections Medicaid services through fee-for-service. This is 
how most people got Medicaid services before they joined Molina Dual Options. 

Your Healthy Connections Medicaid services include most long-term services and supports and behavioral health 
care. 

If you leave our plan, you can use any provider that accepts Healthy Connections Medicaid. 
  
E. Keep getting your medical items, services and drugs through our plan until your 

membership ends 
If you leave Molina Dual Options, it may take time before your membership ends and your new Medicare and 
Healthy Connections Medicaid coverage begins.During this time, you will keep getting your health care and drugs 
through our plan. 

Use our network providers to receive medical care. 
Use our network pharmacies including through our mail-order pharmacy services to get your 
prescriptions filled. 
If you are hospitalized on the day that your membership in Molina Dual Options ends, our plan will 
cover your hospital stay until you are discharged. This will happen even if your new health coverage 
begins before you are discharged. 

  
F. Other situations when your membership ends 
These are the cases when Molina Dual Options must end your membership in the plan: 

If there is a break in your Medicare Part A and Part B coverage. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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If you no longer qualify for Healthy Connections Medicaid. Our plan is for people who qualify for both 
Medicare and Healthy Connections Medicaid. Please complete all paperwork from Healthy Connections 
Medicaid in order to retain your Medicaid eligibility. 
If you move out of our service area. 
If you are away from our service area for more than six months. 

If you move or take a long trip, you need to call Member Services to find out if the place you are moving 
or traveling to is in our plan’s service area. 

If you enter a nursing home or skilled nursing facility outside the plan’s service area and live there for 
more than six months. 
If you go to jail or prison for a criminal offense. 
If you lie about or withhold information about other insurance you have for prescription drugs. 
If you are not a United States citizen or are not lawfully present in the United States. 

You must be a United States citizen or lawfully present in the United States to be a member of our 
plan. 
The Centers for Medicare & Medicaid Services will notify us if you aren’t eligible to remain a member 
on this basis. 
We must disenroll you if you don’t meet this requirement. 

We can make you leave our plan for the following reasons only if we get permission from Medicare and Healthy 
Connections Medicaid first: 

If you intentionally give us incorrect information when you are enrolling in our plan and that information 
affects your eligibility for our plan. 
If you continuously behave in a way that is disruptive and makes it difficult for us to provide medical care 
for you and other members of our plan. 
If you let someone else use your Member ID Card to get medical care. 

If we end your membership because of this reason, Medicare may have your case investigated by 
the Inspector General. 

  
G. Rules against asking you to leave our plan for any health-related reason 
If you feel that you are being asked to leave our plan for a health-related reason, you should call Medicare at 
1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048. You may call 24 hours a day, 7 
days a week. You should also call the Healthy Connections Prime Advocate at 1-844-477-4632. TTY users should 
call 711. 
  
H. Your right to make a complaint if we end your membership in our plan 
If we end your membership in our plan, we must tell you our reasons in writing for ending your membership. We 
must also explain how you can file a grievance or make a complaint about our decision to end your membership. 
You can also refer to Chapter 9 for information about how to make a complaint. 
  
I. How to get more information about ending your plan membership 
If you have questions or would like more information on when we can end your membership, you can call Member 
Services at the number at the bottom of the page. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Chapter 11: Legal notices 

Introduction 
This chapter includes legal notices that apply to your membership in Molina Dual Options. Key terms and their 
definitions appear in alphabetical order in the last chapter of the Member Handbook. 

Table of Contents 
A. Notice about laws ...............................................................................................................................157 
B. Notice about nondiscrimination ..........................................................................................................157 
C. Notice about Medicare as a second payer .........................................................................................157 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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A. Notice about laws 
Many laws apply to this Member Handbook. These laws may affect your rights and responsibilities even if the 
laws are not included or explained in this handbook. The main laws that apply to this handbook are federal laws 
about the Medicare and Healthy Connections Medicaid programs. Other federal and state laws may apply too. 
  
B. Notice about nondiscrimination 
Every company or agency that works with Medicare and Healthy Connections Medicaid must obey laws that 
protect you from discrimination or unfair treatment. We don’t discriminate or treat you differently because of your 
age, claims experience, color, ethnicity, evidence of insurability, gender, genetic information, geographic location 
within the service area, health status, medical history, mental or physical disability, national origin, race, religion, 
sex, or sexual orientation. In addition, we don’t discriminate or treat you differently because of your behavior, 
mental ability, receipt of health care, sexual orientation, or use of services. 

If you want more information or have concerns about discrimination or unfair treatment: 

Call the U.S. Department of Health and Human Services, Office for Civil Rights at 1 800-368-1019. TTY 
users can call 1-800-537-7697. You can also visit www.hhs.gov/ocr for more information. 
Call your local Office for Civil Rights. You can call The South Carolina Human Affairs Commission at 
1-800-521-0725. This call is free. 

If you have a disability and need help accessing health care services or a provider, call Member Services. If you 
have a complaint, such as a problem with wheelchair access, Member Services can help. 
  
C. Notice about Medicare as a second payer 
Sometimes someone else has to pay first for the services we provide you. For example, if you are in a car accident 
or if you are injured at work, insurance or Workers Compensation has to pay first. 

We have the right and responsibility to collect for covered Medicare services for which Medicare is not the first 
payer. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Chapter 12: Definitions of important words 

Introduction 
This chapter includes key terms used throughout the Member Handbook with their definitions. The terms are 
listed in alphabetical order. If you can’t find a term you’re looking for or if you need more information than a 
definition includes, contact Member Services. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 158
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Activities of daily living: The things people do on a normal day, such as eating, using the toilet, getting 
dressed, bathing, or brushing their teeth. 

Aid paid pending:  You can continue getting previously approved services while you are waiting for a decision 
about a Level 1 Appeal (and for a Healthy Connections Medicaid service, while you are waiting for a decision 
about a Level 2 Appeal). This continued coverage is called “aid paid pending.” Please refer to Chapter 9 to learn 
more. Please call Member Services at the number at the bottom of the page if you have other questions. 

Ambulatory surgical center: A facility that provides outpatient surgery to patients who do not need hospital 
care and who are not expected to need more than 24 hours of care. 

Appeal: A way for you to challenge our action if you think we made a mistake. You can ask us to change a 
coverage decision by filing an appeal. Chapter 9 explains appeals, including how to make an appeal. 

Biological Product: A prescription drug that is made from natural and living sources like animal cells, plant 
cells, bacteria, or yeast. Biological products are more complex than other drugs and cannot be copied exactly, 
so alternative forms are called biosimilars. (See also “Original Biological Product” and “Biosimilar”). 

Biosimilar: A biological product that is very similar, but not identical, to the original biological product. Biosimilars 
are as safe and effective as the original biological product. Some biosimilars may be substituted for the original 
biological product at the pharmacy without needing a new prescription. (See “Interchangeable Biosimilar”). 

Brand name drug: A prescription drug that is made and sold by the company that originally made the drug. 
Brand name drugs have the same active ingredients as the generic versions of the drugs. Generic drugs are 
made and sold by other drug companies. 

Care Coordinator: One main person who works with you, with the health plan, and with your care providers 
to make sure you get the care you need. 

Care plan: A plan for what health services you will get and how you will get them. 

Care team: A care team may include doctors, nurses, counselors, or other health professionals who are there 
to help you get the care you need. You are an important member of the care team and can also include other 
family members or friends. 

Centers for Medicare & Medicaid Services (CMS): The federal agency in charge of Medicare. Chapter 2 
explains how to contact CMS. 

Complaint: A written or spoken statement saying that you have a problem or concern about your covered 
services or care. This includes any concerns about the quality of your care, our network providers, or our network 
pharmacies. The formal name for “making a complaint” is “filing a grievance.” 

Comprehensive assessment: A review aimed at getting a deeper look at your medical needs, social needs, 
and capabilities. We will get information from you, your providers, and family/caregivers when appropriate. This 
assessment will be done by qualified and trained health professionals, such as nurses, social workers, and Care 
Coordinators. 

Comprehensive Outpatient Rehabilitation Facility (CORF): A facility that mainly provides rehabilitation 
services after an illness, accident, or major operation. It provides a variety of services, including physical therapy, 
social or psychological services, respiratory therapy, occupational therapy, speech therapy, and home environment 
evaluation services. 

Coordinated and Integrated Care Organization (CICO): Another name for a Medicare-Medicaid Plan. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Coverage decision: A decision about what benefits we cover. This includes decisions about covered drugs 
and services or the amount we will pay for your health services. Chapter 9 explains how to ask us for a coverage 
decision. 

Covered drugs: The term we use to mean all of the prescription drugs covered by our plan. 

Covered services: The general term we use to mean all of the health care, long-term services and supports, 
supplies, prescription and over-the-counter drugs, equipment, and other services covered by our plan. 

Cultural competence training: Training that provides additional instruction for health care providers that 
helps them better understand your background, values, and beliefs to adapt services to meet your social, cultural, 
and language needs. 

Disenrollment: The process of ending your membership in our plan. Disenrollment may be voluntary (your 
own choice) or involuntary (not your own choice). 

Drug tiers:  Groups of drugs on our Drug List. Generic, brand name, or over-the-counter (OTC) drugs are 
examples of drug tiers. Every drug on the Drug List is in one of three (3) tiers. 

Durable Medical Equipment (DME): Certain items your doctor orders for use in your own home. Examples 
of these items are wheelchairs, crutches, powered mattress systems, diabetic supplies, hospital beds ordered 
by a provider for use in the home, IV infusion pumps, speech generating devices, oxygen equipment and supplies, 
nebulizers, and walkers. 

Emergency: A medical emergency is when you, or any other person with an average knowledge of health and 
medicine, believe that you have medical symptoms that need immediate medical attention to prevent death, loss 
of a body part, or loss of function of a body part. The medical symptoms may be a serious injury or severe pain. 

Emergency care: Covered services that are given by a provider trained to give emergency services and 
needed to treat a medical emergency. 

Exception: Permission to get coverage for a drug that is not normally covered or to use the drug without certain 
rules and limitations. 

Extra Help:  Medicare program that helps people with limited incomes and resources reduce Medicare Part D 
prescription drug costs, such as premiums, deductibles, and copays. Extra Help is also called the “Low-Income 
Subsidy,” or “LIS.”  

Fair hearing:  A chance for you to tell your problem in court and show that a decision we made is wrong. 

Generic drug: A prescription drug that is approved by the federal government to use in place of a brand name 
drug. A generic drug has the same active ingredients as a brand name drug. It is usually cheaper and works just 
as well as the brand name drug. 

Grievance: A complaint you make about us or one of our network providers or pharmacies. This includes a 
complaint about the quality of your care. 

Health plan: An organization made up of doctors, hospitals, pharmacies, providers of long-term services, and 
other providers. It also has Care Coordinators to help you manage all your providers and services. They all work 
together to provide the care you need. 

Healthy Connections Medicaid: South Carolina’s Medicaid program. For more information, refer to the 
definition of “Medicaid” below. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Healthy Connections Prime: A demonstration program jointly run by South Carolina and the federal 
government to provide better health care for people who have both Medicare and Healthy Connections Medicaid. 

Home health aide: A person who provides services that do not need the skills of a licensed nurse or therapist, 
such as help with personal care (like bathing, using the toilet, dressing, or carrying out the prescribed exercises). 
Home health aides do not have a nursing license or provide therapy. 

Hospice: A program of care and support to help people who have a terminal prognosis live comfortably. A 
terminal prognosis means that a person has a terminal illness and is expected to have six months or less to live. 

A member who has a terminal prognosis has the right to elect hospice. 
A specially trained team of professionals and caregivers provide care for the whole person, including 
physical, emotional, social, and spiritual needs. 
Molina Dual Options must give you a list of hospice providers in your geographic area. 

Improper/inappropriate billing: A situation when a provider bills you more than the plan’s cost sharing 
amount for services. Show your Molina Dual Options Member ID Card when you get any services or prescriptions. 
Call Member Services if you get any bills you do not understand. 

Because Molina Dual Options pays the entire cost for your services, you do not owe any cost sharing. Providers 
should not bill you anything for these services. 

Independent Review Entity (IRE): An organization that is hired by the Centers for Medicare & Medicaid 
Services (CMS) to conduct a Level 2 appeal review for a service or item that is covered by Medicare-only or by 
both Medicare and Healthy Connections Medicaid. If Molina Dual Options denies approval for such a service or 
item during a member’s Level 1 appeal, the denied appeal is sent to the IRE to conduct a Level 2 review. The 
IRE is not connected to Molina Dual Options and is not a government agency. Please refer to Chapter 9 for more 
information about Level 2 appeals. 

Initial health screen:  A review of a patient’s medical history and current condition. It is used to figure out the 
patient’s health and how it might change in the future. 

Inpatient: A term used when you have been formally admitted to the hospital for skilled medical services. If you 
were not formally admitted, you might still be considered an outpatient instead of an inpatient even if you stay 
overnight. 

Interchangeable biosimilar: A biosimilar that may be substituted at the pharmacy without needing a new 
prescription because it meets additional requirements related to the potential for automatic substitution. Automatic 
substitution at the pharmacy is subject to state law. 

List of Covered Drugs (Drug List): A list of prescription drugs covered by the plan. The plan chooses the 
drugs on this list with the help of doctors and pharmacists. The Drug List tells you if there are any rules you need 
to follow to get your drugs. The Drug List is sometimes called a “formulary.” 

Long-Term Services and Supports (LTSS): Long-term services and supports are services that help 
improve a long-term medical condition. Most of these services help you stay in your home so you don’t have to 
go to a nursing home or hospital. 

Low-Income Subsidy (LIS): Refer to “Extra Help.” 

Medicaid (or Medical Assistance): A program run by the federal government and the state that helps 
people with limited incomes and resources pay for long-term services and supports and medical costs. 

It covers extra services and drugs not covered by Medicare. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Medicaid programs vary from state to state, but most health care costs are covered if you qualify for both 
Medicare and Medicaid. 
Refer to Chapter 2 for information about how to contact Medicaid in your state. 

Medically necessary: 

Services that are reasonable and necessary: 
For the diagnosis or treatment of your illness or injury; or 
To improve the functioning of a malformed body member; or 
Otherwise medically necessary under Medicare law. 
This includes care that keeps you from going into a hospital or nursing home. 

In accordance with Healthy Connections Medicaid law and regulation, services are medically necessary 
if they are: 

Essential to prevent, diagnose, prevent the worsening of, alleviate, correct, or cure medical conditions 
that endanger life, cause suffering or pain, cause physical deformity or malfunction, threaten to cause 
or aggravate a handicap, or result in illness or infirmity; and 
Provided at an appropriate facility at the appropriate level of care for the treatment of your medical 
condition; and 
Provided in accordance with generally accepted standards of medical practice. 

Medicare: The federal health insurance program for people 65 years of age or older, some people under age 
65 with certain disabilities, and people with end-stage renal disease (generally those with permanent kidney 
failure who need dialysis or a kidney transplant). People with Medicare can get their Medicare health coverage 
through Original Medicare or a managed care plan (refer to “Health plan”). 

Medicare Advantage Plan: A Medicare program, also known as “Medicare Part C” or “MA Plan,” that offers 
plans through private companies. Medicare pays these companies to cover your Medicare benefits. 

Medicare-covered services: Services covered by Medicare Part A and Part B. All Medicare health plans, 
including our plan, must cover all of the services that are covered by Medicare Part A and Part B. 

Medicare-Medicaid enrollee: A person who qualifies for Medicare and Healthy Connections Medicaid 
coverage. A Medicare-Medicaid enrollee is also called a “dually eligible individual.” 

Medicare Part A: The Medicare program that covers most medically necessary hospital, skilled nursing facility, 
home health, and hospice care. 

Medicare Part B:  The Medicare program that covers services (like lab tests, surgeries, and doctor visits) and 
supplies (like wheelchairs and walkers) that are medically necessary to treat a disease or condition. Medicare 
Part B also covers many preventive and screening services. 

Medicare Part C: The Medicare program that lets private health insurance companies provide Medicare benefits 
through a Medicare Advantage Plan. 

Medicare Part D: The Medicare prescription drug benefit program. (We call this program “Part D” for short.) 
Part D covers outpatient prescription drugs, vaccines, and some supplies not covered by Medicare Part A or 
Part B or Healthy Connections Medicaid. Molina Dual Options includes Medicare Part D. 

Medicare Part D drugs: Drugs that can be covered under Medicare Part D. Congress specifically excluded 
certain categories of drugs from coverage as Part D drugs. Healthy Connections Medicaid may cover some of 
these drugs. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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Member (member of our plan, or plan member): A person with Medicare and Healthy Connections 
Medicaid who qualifies to get covered services, who has enrolled in our plan, and whose enrollment has been 
confirmed by the Centers for Medicare & Medicaid Services (CMS) and the state. 

Member Handbook and disclosure information: This document, along with your enrollment form and 
any other attachments or riders, which explain your coverage, what we must do, your rights, and what you must 
do as a member of our plan. 

Member Services: A department within our plan responsible for answering your questions about your 
membership, benefits, grievances, and appeals. Refer to Chapter 2 and the bottom of the page for information 
about how to contact Member Services. 

Network pharmacy: A pharmacy (drug store) that has agreed to fill prescriptions for our plan members. We 
call them “network pharmacies” because they have agreed to work with our plan. In most cases, your prescriptions 
are covered only if they are filled at one of our network pharmacies. 

Network provider: “Provider” is the general term we use for doctors, nurses, and other people who give you 
services and care. The term also includes hospitals, home health agencies, clinics, and other places that give 
you health care services, medical equipment, and long-term services and supports. 

They are licensed or certified by Medicare and by the state to provide health care services. 
We call them “network providers” when they agree to work with the health plan and accept our payment 
and not charge our members an extra amount. 
While you are a member of our plan, you must use network providers to get covered services. Network 
providers are also called “plan providers.” 

Nursing home or facility: A place that provides care for people who cannot get their care at home but who 
do not need to be in the hospital. 

Ombudsman (Healthy Connections Prime Advocate): An office in your state that works as an advocate 
on your behalf. They can answer questions if you have a problem or complaint and can help you understand 
what to do. The ombudsman’s services are free. The Healthy Connections Prime Advocate is the ombudsman 
for people enrolled in Healthy Connections Prime. You can find more information about the ombudsman in 
Chapters 2 and 9 of this handbook, including information on how to contact the Healthy Connections Prime 
Advocate. 

Organization determination: The plan has made an organization determination when it, or one of its providers, 
makes a decision about whether services are covered or how much you have to pay for covered services. 
Organization determinations are called “coverage decisions” in this handbook. Chapter 9 explains how to ask us 
for a coverage decision. 

Original biological product: A biological product that has been approved by the Food and Drug Administration 
(FDA) and serves as the comparison for manufacturers making a biosimilar version. It is also called a reference 
product. 

Original Medicare (traditional Medicare or fee-for-service Medicare):  Original Medicare is offered 
by the government. Under Original Medicare, Medicare services are covered by paying doctors, hospitals, and 
other health care providers amounts that are set by Congress. 

Out-of-network provider or Out-of-network facility: A provider or facility that is not employed, owned, 
or operated by our plan and is not under contract to provide covered services to members of our plan. Chapter 3 
explains out-of-network providers or facilities. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
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You can use any doctor, hospital, or other health care provider that accepts Medicare. Original Medicare 
has two parts: Part A (hospital insurance) and Part B (medical insurance). 
Original Medicare is available everywhere in the United States. 
If you do not want to be in our plan, you can choose Original Medicare. 

Out-of-network pharmacy: A pharmacy that has not agreed to work with our plan to coordinate or provide 
covered drugs to members of our plan. Most drugs you get from out-of-network pharmacies are not covered by 
our plan unless certain conditions apply. 

Over-The-Counter (OTC) drugs: Over-the-counter drugs refers to any drug or medicine that a person can 
buy without a prescription. 

Part A: Refer to “Medicare Part A.” 

Part B: Refer to “Medicare Part B.” 

Part C: Refer to “Medicare Part C.” 

Part D: Refer to “Medicare Part D.” 

Part D drugs: Refer to “Medicare Part D drugs.” 

Personal Health Information (also called Protected Health Information) (PHI): Information about 
you and your health, such as your name, address, social security number, physician visits, and medical history. 
Refer to Molina Dual Options' Notice of Privacy Practices for more information about how Molina Dual Options 
protects, uses, and discloses your PHI, as well as your rights with respect to your PHI. 

Primary Care Provider (PCP): Your primary care provider is the doctor or other provider you use first for 
most health problems. They make sure you get the care you need to stay healthy. 

They also may talk with other doctors and health care providers about your care and refer you to them. 
In many Medicare health plans, you must use your primary care provider before you use any other health 
care provider. 
Refer to Chapter 3 for information about getting care from primary care providers. 

Prior Authorization (PA): An approval from Molina Dual Options you must get before you can get a specific 
service or drug or use an out-of-network provider. Molina Dual Options may not cover the service or drug if you 
don’t get approval. 

Some network medical services are covered only if your doctor or other network provider gets prior authorization 
from our plan. 

Covered services that need our plan’s prior authorization are marked in the Benefits Chart in Chapter 4. 

Some drugs are covered only if you get prior authorization from us. 

Covered drugs that need prior authorization are marked in the List of Covered Drugs and the rules are 
posted on the plan website. 

Prosthetics and Orthotics: These are medical devices ordered by your doctor or other health care provider. 
Covered items include, but are not limited to, arm, back, and neck braces; artificial limbs; artificial eyes; and 
devices needed to replace an internal body part or function, including ostomy supplies and enteral and parenteral 
nutrition therapy. 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 164
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Quality Improvement Organization (QIO): A group of doctors and other health care experts who help 
improve the quality of care for people with Medicare. They are paid by the federal government to check and 
improve the care given to patients. Refer to Chapter 2 for information about how to contact the QIO for your state. 

Quantity limits: A limit on the amount of a drug you can have. Limits may be on the amount of the drug that 
we cover per prescription. 

Real Time Benefit Tool: A portal or computer application in which enrollees can look up complete, accurate, 
timely, clinically appropriate, enrollee-specific covered drugs and benefit information. This includes cost sharing 
amounts, alternative drugs that may be used for the same health condition as a given drug, and coverage 
restrictions (prior authorization, step therapy, quantity limits) that apply to alternative drugs. 

Referral: A referral means that your primary care provider (PCP) must give you approval before you can use 
someone that is not your PCP. If you don’t get approval, Molina Dual Options may not cover the services. You 
don’t need a referral to use certain specialists, such as women’s health specialists. You can find more information 
about referrals in Chapter 3 and about services that require referrals in Chapter 4. 

Rehabilitation services: Treatment you get to help you recover from an illness, accident or major operation. 
Refer to Chapter 4 to learn more about rehabilitation services. 

Service area: A geographic area where a health plan accepts members. For plans that limit which doctors and 
hospitals you may use, it is also generally the area where you can get routine (non-emergency) services. Only 
people who live in our service area can get Molina Dual Options. 

Skilled Nursing Facility (SNF): A nursing home with the staff and equipment to give skilled nursing care 
and, in most cases, skilled rehabilitative services and other related health services. 

Skilled Nursing Facility (SNF) care: Skilled nursing care and rehabilitation services provided on a continuous, 
daily basis, in a skilled nursing facility. Examples of skilled nursing facility care include physical therapy or 
intravenous (IV) injections that a registered nurse or a doctor can give. 

Specialist: A doctor who provides health care for a specific disease or part of the body. 

State Medicaid agency: The South Carolina Department of Health and Human Services (SCDHHS) is 
designated as the single state agency for the administration of the Medicaid program (called “Healthy Connections 
Medicaid”) in South Carolina. SCDHHS is a cabinet-level agency under the Governor of the State of South 
Carolina. 

Step therapy: A coverage rule that requires you to first try another drug before we will cover the drug you are 
asking for. 

Supplemental Security Income (SSI): A monthly benefit paid by Social Security to people with limited 
incomes and resources who are disabled, blind, or age 65 and older. SSI benefits are not the same as Social 
Security benefits. 

Tier: A tier is a group of drugs of generally the same type (for example, brand name, generic, or over-the-counter 
drugs). 

Urgently needed care: Care you get for an unforeseen illness, injury, or condition that is not an emergency 
but needs care right away. You can get urgently needed care from out-of-network providers when you cannot 
get to a network provider because given your time, place or circumstances, it is not possible, or it is unreasonable 
to obtain services from network providers. (For example, you can get urgently needed care when you are outside 
the plan’s service area and you require medically needed immediate services for an unforeseen condition, but it 
is not a medical emergency.) 

If you have questions, please call Molina Dual Options at (855) 735-5831, TTY: 711, 7 days a week, 8 a.m. to 
8 p.m. ET. The call is free. For more information, visit MolinaHealthcare.com/Duals. 165
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ATTENTION: If you speak English, free language assistance services are available to you. Appropriate auxiliary 
aids and services to provide information in accessible formats are also available free of charge. Call 1-855-735-5831 
(TTY: 711) or speak to your provider. 

Spanish: 

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos para asistirle en su idioma. También 
dispone de ayudas y servicios auxiliares gratuitos para proporcionar información en formatos accesibles. Llame 
al 1-855-735-5831 (los usuarios de TTY pueden llamar al 711) o hable con su proveedor. 

Chinese: 

請注意：如果您說中文，我們會為您提供免費的語言協助服務。我們還免費提供適當的輔助工具及服務，以無障​
礙格式提供資訊。請撥打 1-855-735-5831 (TTY: 711) 或與您的醫療服務提供者聯絡。​

Tagalog: 

TAWAG-PANSIN: Kung nagsasalita ka ng Tagalog, may mga libreng serbisyo ng tulong sa wika para sa iyo. 
May mga naaangkop na auxiliary aid at mga serbisyo din para magbigay ng impormasyon sa mga accessible 
na format nang walang bayad. Tawagan ang 1-855-735-5831 (TTY: 711) o kausapin ang iyong provider. 

French: 

REMARQUE : si vous parlez français, des services d’aide linguistique gratuits sont disponibles. Des outils et des 
services auxiliaires adaptés visant à fournir des informations dans un format accessible sont également disponibles 
gratuitement. Appelez le 1-855-735-5831 (ATS : 711) ou contactez votre prestataire. 

Vietnamese: 

LƯU Ý: Nếu quý vị nói Tiếng Việt, chúng tôi có cung cấp các dịch vụ hỗ trợ ngôn ngữ miễn phí. Chúng tôi cũng​
cung cấp miễn phí các phương tiện hỗ trợ và dịch vụ phụ trợ phù hợp để cung cấp thông tin theo những dạng​
thức dễ tiếp cận. Hãy gọi số 1-855-735-5831 (TTY: 711) hoặc trao đổi với nhà cung cấp của quý vị.​

German: 

HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfügung. 
Geeignete Hilfsmittel und Dienste für die Übermittlung von Informationen in zugänglicher Form sind ebenfalls 
kostenlos verfügbar. Rufen Sie unter 1-855-735-5831 (TTY: 711) an oder wenden Sie sich an Ihren Anbieter. 

Korean: 

주의: 한국어를 구사하는 경우, 언어 지원 서비스를 무료로 이용할 수 있습니다. 접근 가능한 형식으로 정보를 제​
공하기 위한 적절한 보조 도구와 서비스도 무료로 이용할 수 있습니다. 1-855-735-5831(TTY: 711)번으로 전화하​
거나 제공자에게 이야기하시기 바랍니다.​

Russian: 

Внимание! Если вы говорите на русском, для вас доступна бесплатная помощь переводчика. Также 
доступны бесплатные соответствующие вспомогательные средства для получения информации в доступном 
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формате. Звоните 1-855-735-5831 (TTY: 711) или поговорите с вашим поставщиком медицинского 
обслуживания. 

Arabic: 

​تنبيه: إذا كنت تتحدث العربية، فسوف تكون خدمات المساعدة اللغوية متاحة لك مجانًا. كما تتوفر أدوات مساعدة وخدمات إضافية مناسبة
​لتوفير المعلومات بصيغ يمكن الوصول إليها من دون أية تكلفة. اتصل على الرقم 5831-735-855-1 (الهاتف النصي: 711) أو تحدث

​إلى مقدم الخدمات.

Italian: 

ATTENZIONE: Se parla italiano, sono disponibili servizi di assistenza linguistica a titolo gratuito. Sono inoltre 
disponibili gratuitamente ausili e servizi adeguati per fornire informazioni in formati accessibili. Chiami il numero 
1-855-735-5831 (TTY: 711) o si metta in contatto con il suo fornitore. 

Portuguese: 

ATENÇÃO: se você fala português, serviços de assistência linguística gratuitos estão à sua disposição. Também 
estão disponíveis sem custo materiais e serviços auxiliares apropriados para fornecer informações em formatos 
acessíveis. Ligue para o número 1-855-735-5831 (TTY: 711) ou fale com seu fornecedor de serviços de saúde. 

French Creole: 

ATANSYON: Si w pale Fransè Kreyòl, sèvis asistans lenguistik disponib gratis pou ou. Èd ak sèvis oksilyè 
apwopriye pou bay enfòmasyon nan fòma aksesib disponib gratis egalman. Rele 1-855-735-5831 (TTY: 711) 
oswa pale ak founisè w la. 

Polish: 

UWAGA: Jeśli mówisz w języku Polskim, możesz skorzystać z bezpłatnych usług pomocy językowej. Bez żadnych 
opłat dostępne są również odpowiednie pomoce i usługi dostarczające informacji w przystępnych formatach. 
Zadzwoń pod numer 1-855-735-5831 (TTY: 711) lub porozmawiaj ze swoim świadczeniodawcą. 

Hindi: 

Ukrainian: 

УВАГА! Якщо ви розмовляєте українською, можете скористатися безкоштовною послугою мовної підтримки. 
Також ви можете безкоштовно скористатися відповідними допоміжними засобами та послугами для 
отримання інформації в доступних форматах. Телефонуйте за номером 1-855-735-5831 (TTY: 711) або 
зверніться до свого постачальника послуг. 

Pashto: 

​پام وکړئ که چیرې تاسو پښتو وایئ، نو د ژبې د وړیا مرستې خدمات تاسو ته شتون لري. د لاسرسي وړ فارمیټونو کې د معلوماتو
​چمتو کولو لپاره مناسب مرستندویه مرستې او خدمات هم وړیا شتون لري. 5831-735-855-1 ته زنګ ووهئ (TTY: 711) یا خپل

​چمتو کونکي سره خبرې وکړئ
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Bengali: 

মনোযোগ দিন: আপনি বাংলা ভাষাতে কথা বললে, বিনামূল্যের ভাষা সহায়তা পরিষেবা আপনার জন্য উপলব্ধ রয়েছে।​
অ্যাক্সেসযোগ্য বিন্যাসে তথ্য প্রদানের জন্য উপযুক্ত সহায়ক সহায়তা ও পরিষেবাগুলিও বিনামূল্যে পাওয়া যায়। 1-855-735-5831​
(TTY: 711) নম্বরে কল করুন বা আপনার প্রদানকারীর সাথে কথা বলুন।​

Farsi: 

​توجه: در صورت تکلم به زبان فارسی، خدمات کمک زبانی به صورت رایگان در دسترس شماست. همچنین، خدمات و کمکهای لازم
​برای ارائه اطلاعات به صورتهای مختلف و قابل دسترسی، به صورت رایگان در اختیار شما قرار میگیرد. با شماره 1-855-735-5831

​(کاربران TTY: 711) تماس بگیرید تا با ارائه دهنده خدمات خود مشورت کنید.

Albanian: 

VINI RE: Nëse flisni Shqip, janë të disponueshme shërbime falas të asistencës gjuhësore anë të disponueshme 
për ju. Ndihmat dhe shërbimet e duhura ndihmëse për të ofruar informacion në formate të aksesueshme janë 
gjithashtu të disponueshme pa pagesë. Telefononi 1-855-735-5831 (TTY: 711) ose flisni me ofruesin tuaj. 

Dari: 

​توجه: اگر شما دری صحبت میکنید، خدمات کمک زبان رایگان برای شما موجود است. کمک ها و خدمات کمکی مناسب برای فراهم
​ساختن معلومات در فارمت های قابل دسترس همچنان بصورت رایگان موجود است. به شماره  1-855-735-5831(TTY: 711) زنگ

​بزنید یا با فراهم کننده خود صحبت کنید.

Japanese: 

注意：日本語をお話しになれる場合、無料の言語補助サービスをご利用になれます。利用可能な形式で情報を​
提供するための適切な補助器具・サービスも無料でご利用になれます。1-855-735-5831 (TTY: 711)に電話する​
か、プロバイダーにご相談ください。​
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Molina Dual Options Member Services 

Contact Information Method 

(855) 735-5831 This call is free. CALL 
7 days a week, 8 a.m. to 8 p.m. ET.   
Assistive technologies, including self-service and voicemail options, are available on 
holidays, after regular business hours and on Saturdays and Sundays. 
We have free interpreter services for people who do not speak English. 

711 This call is free. TTY 
7 days a week, 8 a.m. to 8 p.m. ET. 

For Medical Services/For Healthy Connections Medicaid Drugs (non-Part D): Fax: (843) 
740-1749 

FAX 

For Part D Prescriptions Services: Fax: (866) 290-1309  

For Member Services: WRITE 
P.O. Box 40309 
North Charleston, SC 29423-0309 
For Healthy Connections Medicaid Drugs (non-Part D): 
P.O. Box 40309 
North Charleston, SC 29423-0309 
For Part D Prescription Services: 
7050 Union Park Center, Suite 200 
Midvale, UT 84047 

MolinaHealthcare.com/Duals WEBSITE 

http://www.MolinaHealthcare.com/Duals
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	1. H2533_25_6310_SCMMPNoticeofAvail Approved...SC-H2533-MMP-MLI-EN-25...ATTENTION: If you speak English, free language assistance services are available to you. Appropriate auxiliary aids and services to provide information in accessible formats are also available free of charge. Call 1-855-735-5831 (TTY: 711) or speak to your provider.Spanish:ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos para asistirle en su idioma. También dispone de ayudas y servicios auxiliares gratuitos para proporcionar información en formatos accesibles. Llame al 1-855-735-5831 (los usuarios de TTY pueden llamar al 711) o hable con su proveedor.Chinese:請注意：如果您說中文，我們會為您提供免費的語言協助服務。我們還免費提供適當的輔助工具及服務，以無障礙格式提供資訊。請撥打 1-855-735-5831 (TTY: 711) 或與您的醫療服務提供者聯絡。Tagalog:TAWAG-PANSIN: Kung nagsasalita ka ng Tagalog, may mga libreng serbisyo ng tulong sa wika para sa iyo. May mga naaangkop na auxiliary aid at mga serbisyo din para magbigay ng impormasyon sa mga accessible na format nang walang bayad. Tawagan ang 1-855-735-5831 (TTY: 711) o kausapin ang iyong provider.French:REMARQUE : si vous parlez français, des services d’aide linguistique gratuits sont disponibles. Des outils et des services auxiliaires adaptés visant à fournir des informations dans un format accessible sont également disponibles gratuitement. Appelez le 1-855-735-5831 (ATS : 711) ou contactez votre prestataire.Vietnamese:LƯU Ý: Nếu quý vị nói Tiếng Việt, chúng tôi có cung cấp các dịch vụ hỗ trợ ngôn ngữ miễn phí. Chúng tôi cũng cung cấp miễn phí các phương tiện hỗ trợ và dịch vụ phụ trợ phù hợp để cung cấp thông tin theo những dạng thức dễ tiếp cận. Hãy gọi số 1-855-735-5831 (TTY: 711) hoặc trao đổi với nhà cung cấp của quý vị.German:HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfügung. Geeignete Hilfsmittel und Dienste für die Übermittlung von Informationen in zugänglicher Form sind ebenfalls kostenlos verfügbar. Rufen Sie unter 1-855-735-5831 (TTY: 711) an oder wenden Sie sich an Ihren Anbieter.Korean:주의: 한국어를 구사하는 경우, 언어 지원 서비스를 무료로 이용할 수 있습니다. 접근 가능한 형식으로 정보를 제공하기 위한 적절한 보조 도구와 서비스도 무료로 이용할 수 있습니다. 1-855-735-5831(TTY: 711)번으로 전화하거나 제공자에게 이야기하시기 바랍니다.Russian:Внимание! Если вы говорите на русском, для вас доступна бесплатная помощь переводчика. Также доступны бесплатные соответствующие вспомогательные средства для получения информации в доступном формате. Звоните 1-855-735-5831 (TTY: 711) или поговорите с вашим поставщиком медицинского обслуживания.Arabic:ﺗﻨﺒﻴﻪ: إذا ﻛﻨﺖ ﺗﺘﺤﺪث اﻟﻌﺮﺑﻴﺔ، ﻓﺴﻮف ﺗﻜﻮن ﺧﺪﻣﺎت اﻟﻤﺴﺎﻋﺪة اﻟﻠﻐﻮﻳﺔ ﻣﺘﺎﺣﺔ ﻟﻚ ﻣﺠﺎﻧًﺎ. ﻛﻤﺎ ﺗﺘﻮﻓﺮ أدوات ﻣﺴﺎﻋﺪة وﺧﺪﻣﺎت إﺿﺎﻓﻴﺔ ﻣﻨﺎﺳﺒﺔ ﻟﺘﻮﻓﻴﺮ اﻟﻤﻌﻠﻮﻣﺎت ﺑﺼﻴﻎ ﻳﻤﻜﻦ اﻟﻮﺻﻮل إﻟﻴﻬﺎ ﻣﻦ دون أﻳﺔ ﺗﻜﻠﻔﺔ. اﺗﺼﻞ ﻋﻠﻰ اﻟﺮﻗﻢ 1-855-735-5831 (اﻟﻬﺎﺗﻒ اﻟﻨﺼﻲ: 711) أو ﺗﺤﺪث إﻟﻰ ﻣﻘﺪم اﻟﺨﺪﻣﺎت.Italian:ATTENZIONE: Se parla italiano, sono disponibili servizi di assistenza linguistica a titolo gratuito. Sono inoltre disponibili gratuitamente ausili e servizi adeguati per fornire informazioni in formati accessibili. Chiami il numero 1-855-735-5831 (TTY: 711) o si metta in contatto con il suo fornitore.Portuguese:ATENÇÃO: se você fala português, serviços de assistência linguística gratuitos estão à sua disposição. Também estão disponíveis sem custo materiais e serviços auxiliares apropriados para fornecer informações em formatos acessíveis. Ligue para o número 1-855-735-5831 (TTY: 711) ou fale com seu fornecedor de serviços de saúde.French Creole:ATANSYON: Si w pale Fransè Kreyòl, sèvis asistans lenguistik disponib gratis pou ou. Èd ak sèvis oksilyè apwopriye pou bay enfòmasyon nan fòma aksesib disponib gratis egalman. Rele 1-855-735-5831 (TTY: 711) oswa pale ak founisè w la.Polish:UWAGA: Jeśli mówisz w języku Polskim, możesz skorzystać z bezpłatnych usług pomocy językowej. Bez żadnych opłat dostępne są również odpowiednie pomoce i usługi dostarczające informacji w przystępnych formatach. Zadzwoń pod numer 1-855-735-5831 (TTY: 711) lub porozmawiaj ze swoim świadczeniodawcą.Hindi:Ukrainian:УВАГА! Якщо ви розмовляєте українською, можете скористатися безкоштовною послугою мовної підтримки. Також ви можете безкоштовно скористатися відповідними допоміжними засобами та послугами для отримання інформації в доступних форматах. Телефонуйте за номером 1-855-735-5831 (TTY: 711) або зверніться до свого постачальника послуг.Pashto:ﭘﺎم وکړئ ﮐﻪ ﭼﯿﺮې ﺗﺎﺳﻮ پښﺗﻮ واﯾﺊ، ﻧﻮ د ژﺑﯥ د وړﯾﺎ ﻣﺮﺳﺘﯥ ﺧﺪﻣﺎت ﺗﺎﺳﻮ ﺗﻪ ﺷﺘﻮن ﻟﺮي. د ﻻﺳﺮﺳﻲ وړ ﻓﺎرﻣﯽټوﻧﻮ ﮐﯥ د ﻣﻌﻠﻮﻣﺎﺗﻮ ﭼﻤﺘﻮ ﮐﻮﻟﻮ ﻟﭙﺎره ﻣﻨﺎﺳﺐ ﻣﺮﺳﺘﻨﺪوﯾﻪ ﻣﺮﺳﺘﯥ او ﺧﺪﻣﺎت ﻫﻢ وړﯾﺎ ﺷﺘﻮن ﻟﺮي. 1-855-735-5831 ﺗﻪ زنګ ووﻫﺊ (TTY: 711) ﯾﺎ ﺧﭙﻞ ﭼﻤﺘﻮ ﮐﻮﻧﮑﻲ ﺳﺮه ﺧﺒﺮې وکړئBengali:মনোযোগ দিন: আপনি বাংলা ভাষাতে কথা বললে, বিনামূল্যের ভাষা সহায়তা পরিষেবা আপনার জন্য উপলব্ধ রয়েছে। অ্যাক্সেসযোগ্য বিন্যাসে তথ্য প্রদানের জন্য উপযুক্ত সহায়ক সহায়তা ও পরিষেবাগুলিও বিনামূল্যে পাওয়া যায়। 1-855-735-5831 (TTY: 711) নম্বরে কল করুন বা আপনার প্রদানকারীর সাথে কথা বলুন।Farsi:ﺗﻮﺟﻪ: در ﺻﻮرت ﺗﮑﻠﻢ ﺑﻪ زﺑﺎن ﻓﺎرﺳﯽ، ﺧﺪﻣﺎت ﮐﻤﮏ زﺑﺎﻧﯽ ﺑﻪ ﺻﻮرت راﯾﮕﺎن در دﺳﺘﺮس ﺷﻤﺎﺳﺖ. ﻫﻤﭽﻨﯿﻦ، ﺧﺪﻣﺎت و ﮐﻤﮏ‌ﻫﺎی ﻻزم ﺑﺮای اراﺋﻪ اﻃﻼﻋﺎت ﺑﻪ ﺻﻮرت‌ﻫﺎی ﻣﺨﺘﻠﻒ و ﻗﺎﺑﻞ دﺳﺘﺮﺳﯽ، ﺑﻪ ﺻﻮرت راﯾﮕﺎن در اﺧﺘﯿﺎر ﺷﻤﺎ ﻗﺮار ﻣﯽ‌ﮔﯿﺮد. ﺑﺎ ﺷﻤﺎره 1-855-735-5831 (ﮐﺎرﺑﺮان TTY: 711) ﺗﻤﺎس ﺑﮕﯿﺮﯾﺪ ﺗﺎ ﺑﺎ اراﺋﻪ دﻫﻨﺪه ﺧﺪﻣﺎت ﺧﻮد ﻣﺸﻮرت ﮐﻨﯿﺪ.Albanian:VINI RE: Nëse flisni Shqip, janë të disponueshme shërbime falas të asistencës gjuhësore anë të disponueshme për ju. Ndihmat dhe shërbimet e duhura ndihmëse për të ofruar informacion në formate të aksesueshme janë gjithashtu të disponueshme pa pagesë. Telefononi 1-855-735-5831 (TTY: 711) ose flisni me ofruesin tuaj.Dari:ﺗﻮﺟﻪ: اﮔﺮ ﺷﻤﺎ دری ﺻﺤﺒﺖ ﻣﯿﮑﻨﯿﺪ، ﺧﺪﻣﺎت ﮐﻤﮏ زﺑﺎن راﯾﮕﺎن ﺑﺮای ﺷﻤﺎ ﻣﻮﺟﻮد اﺳﺖ. ﮐﻤﮏ ﻫﺎ و ﺧﺪﻣﺎت ﮐﻤﮑﯽ ﻣﻨﺎﺳﺐ ﺑﺮای ﻓﺮاﻫﻢ ﺳﺎﺧﺘﻦ ﻣﻌﻠﻮﻣﺎت در ﻓﺎرﻣﺖ ﻫﺎی ﻗﺎﺑﻞ دﺳﺘﺮس ﻫﻤﭽﻨﺎن ﺑﺼﻮرت راﯾﮕﺎن ﻣﻮﺟﻮد اﺳﺖ. ﺑﻪ ﺷﻤﺎره 1-855-735-5831 (TTY: 711) زﻧﮓ ﺑﺰﻧﯿﺪ ﯾﺎ ﺑﺎ ﻓﺮاﻫﻢ ﮐﻨﻨﺪه ﺧﻮد ﺻﺤﺒﺖ ﮐﻨﯿﺪ.Japanese:注意：日本語をお話しになれる場合、無料の言語補助サービスをご利用になれます。利用可能な形式で情報を提供するための適切な補助器具・サービスも無料でご利用になれます。1-855-735-5831 (TTY: 711)に電話するか、プロバイダーにご相談ください。

