SAMPLE LETTER (Extra Help)

Request for a Coverage Determination

[MONTH-DAY-YEAR]

Dear

I am enrolled in [PLAN NAME.] and I am requesting a “Coverage Determination.”  On [DATE], I went to [PHARMACY NAME] to fill my prescription for [DRUG NAME].  I had to pay a larger amount out-of-pocket than I should have because of the reason(s) indicated below.  Therefore, I am requesting a “Coverage Determination” that I am entitled to for reimbursement of the extra money that I had to pay out-of-pocket to get my prescribed drug.  

I have been approved to get “Extra Help” (Low-Income Subsidy) with my Medicare prescription drug costs, but was required to pay more than the “Extra Help” amounts because of the following reason(s): 

· The plan could not verify that I have been approved for the “Extra Help.”

· The pharmacy could not verify that I have been approved for the “Extra Help.”

· The plan has incorrect information about the amount of “Extra Help” I have been approved to receive.

· Other: __________________________________________________________

________________________________________________________________

Because of the reason(s) indicated above, I was required to pay [DOLLAR AMOUNT] out-of-pocket so that I could leave the pharmacy with my prescribed drug.  This amount is more than the amount I should have paid because I am entitled to “Extra Help.”  Please see the attached copy of my pharmacy receipt.  I have also included a copy of my letter from [MEDICARE or the SOCIAL SECURITY ADMINISTRAION] stating that I have qualified for “Extra Help.”  
I am requesting that I be reimbursed for [REIMBURSEMENT AMOUNT] (Note for the Enrollee: The reimbursement amount is equal to the total amount you paid out-of-pocket minus the co-pay or co-insurance amount that you should have paid because you are entitled to “Extra Help.”)  
You may contact me by telephone [PHONE NUMBER] or in writing [ADDRESS].
Thank you,

[YOUR SIGNATURE]

[YOUR PRINTED NAME]
Enrollee’s Name: ____________________


Plan Name: _________________________


Plan Id Number: _____________________
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