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In this 
presentation 
we will 
Discuss:

* The Inflation Reduction Act

* The New York Landmark Budget Act. Expansion of 
Medicaid

• NY EPIC and how the program can be used to get out of 
a plan that is no longer compatible with your 
medications. 

• NY Laws that protect Seniors on Medicare

• Low Income Subsidy Part D

• 2023 Medicare Premiums and Amounts

• Pros and Cons of Medicare Supplement and Medicare 
Advantage



The Inflation reduction Act of 2022 
or IRA is a United States Federal 
Law which aims to:
Require drug manufacturers to pay a 
rebate to the Federal government if 
prices for single source drugs and 
biologicals covered under Part B and 
nearly all covered drugs under Part D 
increase faster than the rate of 
inflation. This inflation rebate took 
effect in 2022 with the rebate 
payments required beginning 2023.

*Starting January 1st, 2023, if you get a 60- or 90-
day supply of insulin, your costs cannot be more 

than 35$ for each month supply of covered insulin. 
You can find out more at www.kff.org or 

Medicare.gov about the IRA. 

*These actions are expected to lower beneficiaries 
out of pocket spending on prescription drug costs.  
The goal is to cap out of pocket spending. For 2024 

this inflation reduction act will aim to cap out of 
pocket Part D spending to $3,250, and a hard cap 
of $2,000 on out-of-pocket spending for Part D 

medications by 2025. 

http://www.kff.org/


The NY Landmark Budget Act 

Changes in NY States Medicare and 
Medicare Savings Program.
The 2022 Medicaid Income limits are 
$934 per individual in monthly income 
and $1,367 per couple in monthly 
income. 

*For 2023* These limits are expected 
to be increased and are expected to 
increase to $1,563 for an individual 
and $2,106 for a couple. The new 
budget also increases the permitted 
resource limit for Medicaid applicants. 
Currently, to be eligible for Medicaid 
an individual’s resources could not 
exceed $16,800 and a couple's 
resources could not exceed $24,600. 
Under the new law for 2023, an 
individual may be able to keep $28,134 
and a couple $37,908.  This income 
and asset limit could allow New 
Yorkers to qualify for Medicaid if they 
are 65+ years old, blind or disabled. 



As you can see the income 
amount being projected for 
Community Medicaid could 
allow more people to qualify. 
Community Medicaid is what 
provides Long Term Care to 
seniors, and it can also provide 
cost sharing assistance to Part 
A/B Medical bills.

Now that you know what Community 
Medicaid is-

We need to talk about the Medicare 
Savings Program. The Medicare 
savings Program is also administered 
by Medicaid, however, if you fall into 
one of the MSP categories, you are 
not eligible for LTC ( community 
Medicaid) But, you may be eligible for 
Part B premium assistance  and 
medical and hospital cost sharing if 
you are approved for the MSP ( Partial 
Medicaid) 

Now, Lets go into the different levels 
of the Medicare savings Program.



The Medicare 
Savings 
Program 
Income levels:

QMB: ( Qualified Medicare Beneficiary) 
People who are 65+ are expected to qualify 
for QMB with the same income limit as 
those qualifying for community Medicaid. 
QMB’s have a higher resource limit then 
those who qualify for community Medicaid. 
The LBA aims to get rid of the resource 
limits for QMB’s and QI’s. 

QMB: the state helps pay for a recipients 
Medicare Part B premium as well as any 
medical cost sharing expenses. A Medical 
provider is forbidden from balance billing a 
QMB recipient. 

These limits are based on the federal poverty 
level and will formally be announced in 
January. 

To find out more: Medicareinteractive.org 
and medicarerights.org 



SLMB is going away for 2023: All recipients who are SLMB ( 
Specified Low-income Medicare Beneficiary) are projected to 
move to QMB. SLMB is a MSP level where the recipient gets their 
Part B premium paid for by the state and  sometimes can receive 
cost sharing assistance for medical bills. SLMB’s could be balance 
billed by providers legally. This is going away in 2023.
QI: ( Qualified Individual) The State pays for the recipients Part B premium only. 
However, the recipient will be responsible for all medical and hospital cost sharing 
expenses. These recipients will be balance billed. Projected 2023 Income limits for 
QI: Individual: $2,107 Couples: $2,839.

The numbers will be finalized in January, but these are the current projections 
based on the FPL. I will provide the finalized numbers in January so RSS members 
can see if they qualify. Keep your eye out in January! 



Questions???

I help seniors save money by finding healthcare 
solutions suitable to their financial and healthcare 
needs.

Have questions about your plan? Fee free to contact me 
at 347-518-2902 or email me at: Cait.Stiene-
Forese@medreg.com



Short 
Application: 
MSP

The Long Application: Medicaid



Now that you know the difference between 
Community Medicaid and the MSP: Lets get into 
LIS also known as Low Income Subsidy:

Low Income Subsidy is a federal program administered by social security and it can help drastically 
reduce outpatient prescription copayments as well as reduce Part D premiums if your plan has one. 
Most Medicare Advantage plans have the Part D built in, known as MAPD’s.  LIS does not offer medical 
cost sharing it is for outpatient prescription help only. 

For 2022, the LIS Income Limit for full extra help is currently $1,719 in monthly income per individual 
and $ 2,309 for couples. An individual’s assets cannot exceed $8,400 and a couple’s assets cannot exceed 
$12,600. 

For 2023, the asset limits for individual are  $9,090 and for couples $13,360.  Monthly income limits will 
be released in early 2023 according to CMS.gov



Not everyone will qualify for LIS, but many will qualify for NYEPIC.

*NY EPIC can help with prescription drug plan 
costs. 

*NY EPIC also allows individuals to make a one-
time plan change to their part D drug plan or 
MA-PD plan one time a year.

*If you have NYEPIC You are allowed a yearly 
one -time Special Election Period ( SEP) per 
calendar year when on NYEPIC, it can be used at 
anytime, but only once per calendar year.

*Even if you do not take drugs currently, 
NYEPIC is good to have incase you do get 
prescribed a costly medication that doesn’t 
work with your current plan. 



NY has more protection laws for Medicare 
beneficiaries than any other state in the US!

What are some of the protection laws? First, NY is a MOM state. NY has Medicare Overcharge Measure 
laws. If you see a provider that accepts Medicare, but is not on Medicare assignment, the provider is only 
allowed to bill a 5% excess charge. Most states it is a 15% excess charge. 

NY is one of the very few states that is a guaranteed issue state for Medicare supplement ( Medi Gap) 
policies. That means that regardless of age or health status, a beneficiary can sign up for a Medicare 
supplement policy with no health questions asked.  



Most states do medical underwriting when it comes to 
Medicare Supplement policies. Most people who become new 
to Medicare have a 6-month window to sign up for a Medicare 
Supplement policy with no health questions asked..

This is true for most states, but not for NY. The only limitation 
NY has when it comes to Medicare Supplement ( Medigap) 
policies is you could incur a 6-month waiting period for a pre-
existing condition. However, if you did not have a 63- day lapse 
in coverage, the waiting period is waived.



How the 6-Month Waiting Period Works in NY

1. An individual decides to switch their Medicare Advantage plan to a Medigap Policy with a Part 
D plan. ( Waiting period is waived)

2. An individual decides to change their Medicare supplement policy to another Medicare 
supplement policy. ( Waiting period is waived)

3. An individual is on a retiree plan from their former employer, and they want to switch to a 
Medicare Supplement policy. ( Waiting period is waived) 

4. An Individual with Original Medicare only, wants to add a Medicare supplement policy. They 
will be able to purchase the policy. ( 6 month waiting period will be enforced) Having a 
Stand-Alone Part D plan with Original Medicare will not waive the waiting period!

5. If you are new to Medicare and did not have insurance prior to turning 65, the waiting period 
is waived, so long as you are in your 6- month open enrollment window, which starts the day 
of your Medicare Part B effective date.

This information can be found on www.dfs.ny.gov

http://www.dfs.ny.gov/


Questions???

I help seniors save money by finding healthcare 
solutions suitable to their financial and 
healthcare needs.

Have questions about your plan? Fee free to 
contact me at 347-518-2902 or email me at: 
Cait.Stiene-Forese@medreg.com



THE MEDICARE AMOUNTS FOR 2023

*For 2023, the standard Part B premium will be 164.90. Most 
people pay the standard premium. Individual income must 
be $97k or less, couples must be $194k or less in order to 
pay the standard.

*If your income is higher than $97k for individual and 194k 
for couple, you will be subject to IRMAA ( Income Related 
Monthly Adjustment Amount)

Individual Couples  IRMAA   Total  

**Individuals collecting social security will receive an 8.7% increase 
on their monthly SS check. 

The Medicare amounts can be found on CMS.gov



**People who are higher income also must pay 
Part D IRMAA in addition to Part B IRMAA**

Individual          Couples           D IRMAA  

Reminder: If you are under the income 
amounts of $97k for individual, and $194k for 
couples, you will not be subject to the Part D 
or B IRMAA amounts. Your only 
responsibility is the standard part B monthly 
premium which for 2023 is $164.90

All the information provided can be found on 
CMS.gov



If you just have Original Medicare Only, these costs will apply to you. 2023 
Medicare costs under Part A/B.

Skilled Nursing: 0$ per day. 
Days 1-20. $194.50 per day, 
days 21-100.

There is no-cap on your out-
of- pocket expenses if you 
just have original Medicare 
Only. 



As Comprehensive as Original Medicare is, there are gaps. An Individual may choose a 
Medicare Supplement Policy to “ Supplement” or fill in those gaps that Original 
Medicare doesn’t cover. ( Plan C and F cannot be purchased for those who turned 65 starting 1/1/2020 or those 

who have a Medicare Start date of 1/1/2020 ) Those who turned 65 prior to 1/1/2020 or had a Medicare Part A start date 
before 1/1/2020 can still purchase Plan C or Plan F) You must have Medicare Part A+B in order to purchase a medi-gap plan.



How a Medicare Supplement Policy works:

Medicare Part A/B is your primary insurance, the supplement is only there to 
follow your Medicare. You must show two cards when going to the DR.  You 
will have a third card for your outpatient prescription drug plan. 

There is no network, if the provider accepts Original Medicare, they must accept 
the supplement plan. The provider bills Medicare, and Medicare sends the 
remaining balance to the supplement plan. You must always carry all 3 cards 
with you. 
Pros of a Medicare Supplement Policy

1.You have nationwide access to providers. Approximately 96% of providers 
nationwide accept Medicare. NO NETWORKS

2. You have predictable out of pocket expenses

3. Your DR has the final say in managing your healthcare under OM. If the DR 
deems it medically necessary, Medicare will cover it without requiring a prior 
authorization. Under certain conditions OM may require a prior authorization.



The Cons of Medicare Supplement Plans

1. Since NY is a guaranteed issue state for Medicare Supplement Plans, the 
premiums are higher than states that do Medical underwriting. An 
Individual will have 3 premiums they must pay monthly. 1. Part B 
premium 2. Supplement Premium 3. Drug plan premium.  

2. Medicare Supplement plans do not offer any ancillary benefits such as 
dental, vision or hearing. If an individual wants ancillary benefits, they will 
need to purchase a stand-alone dental, vision or hearing plan, resulting in 
additional monthly premiums.

3. Whether you use your supplement policy or not, you are required to pay 
the premium.

4. Supplement premiums can increase each year, this in turn over time can 
make these policies costly for an individual on a fixed income.



Medicare Advantage: You are still part of the Medicare program; however, 
your red white and blue card will not work as you now have a private 
insurance company managing your healthcare. The DR sends the bill to the 
private insurance company, NOT MEDICARE.

On a Medicare Advantage Plan, you use 1 card for everything, Most Medicare 
Advantage plans will have the drug coverage built in. You must have both 
Medicare Part A+B. You still need to pay your Part B premium.

Pros of a Medicare Advantage Plan:
1. Most Medicare Advantage plans have a low premium or a 0$ premium
2. You are capped on your out-of-pocket expenses on a Medicare 

Advantage plan. Pay as you go. You will have copayments on your 
Medicare Advantage Plan. Most Medicare Advantage Plans have a yearly 
Maximum Out Of Pocket of $7,550 for 2022 for in network services. This 
is not a deductible. Every copayment you pay or coinsurance gets counted 
towards the MOOP, in the event you reach the MOOP, the plan pays the 
remainder of your medical costs for the year. The MOOP restarts again 
come the new calendar year.



• Many Medicare Advantage plans will include extra ancillary benefits such as 
dental, vision and hearing for no additional premium or a small additional 
premium.  

Benefit Structure of a Medicare Advantage Plan:

ABC Medicare Advantage Plan HMO- 0$ Monthly Premium MOOP: $7,550 for in network services

Primary Care Doctor: 0$                                                                     Medical Deductible: 0$

Specialist visit: 40$

Inpatient hospital: 450$ copayment per day, days 1-5, 0$ per day, day 6 and beyond.

Outpatient hospital surgical services: 395$ copay

Ambulatory surgical services: 300$ copay

Hospital Observation Services: 395$ copay per stay

Outpatient X-Rays: 50$ copayment Lab Services: 0$ Preventative Services: 0$

MRI’s and Ct-scans: 275$ copay    Chemotherapy and Part B drugs: 20% 

Emergency Room: 90$ copay

Ambulance: Ground or Air: 300$ copay

Gym membership included. Dental benefit: Plan pays up to 2k in dental  Hearing Aides: Plans pays up to 750$ 

per ear at select hearing providers. Vision: Plan pays up to 150$ each year towards eyeglasses and contacts

Part D: Yes: Tier 1: 0$ Tier 2: 6$ Tier 3: 45$ Tier 4: 35% Tier 5: 25% ( drugs that are Tier 3-5 have a 300$ Part D 

deductible) You must pay your Part B premium.



CONS OF A MEDICARE ADVANTAGE PLAN

You must use a network of providers, on a traditional HMO, you can only go out of network in an 
emergency if you are outside the service area. you must remain in the network in order to receive 
medical services.  NETWORK LIMITATONS 

Because you pay as you go, in the event your health changes, out of pocket costs can start to pile 
up if you are seeing several providers per month.

For Example: Outpatient Cancer treatments and Dialysis will typically cost 20% on most Medicare 
Advantage Plans, in this scenario, the individual will most likely reach their MOOP. This can be 
costly if the individual is on a fixed income. Even though the cost is capped, hitting the MOOP can 
be stressful for those on a fixed income that do not qualify for any type of assistance. The MOOP 
restarts each calendar year.

Medicare Advantage Plans in general require prior authorizations. DR’s may need to submit more 
medical documentation in order to get certain elective treatments approved. The plans DR’s 
review the documentation and may approve an alternative treatment instead of what your DR 
ordered. Plan has the final say over your healthcare, not your DR.







2023 Standard Part D Phase



If you are on an expensive Medication, these are some of the creative ways you can save:

1. Your Medication may have a manufacturer program. Many manufacturer programs accept Medicare Part D 
recipients. You will need to meet the programs requirements in order to qualify. Some programs will have an 
income limit, other programs may require you to spend a certain amount each year on all your medications 
before they grant approval. If you are approved, the medication will be delivered to your DR’s office for you to 
pick up. Ask your pharmacist if there are any manufacturer programs available. Call the manufacturer 
program to see how you can qualify. DON’T ASSUME YOU DON’T QUALIFY BASED ON THE WEBSITE 
Information, CALL THE PROGRAM TO FIND OUT MORE.

2. Use a GoodRX or drug discount card: Believe it or not, sometimes a medication can be cheaper if you don’t run 
it through the insurance. GoodRX can have better prices for certain medications than what you’d pay on your 
drug plan. YOU CANNOT USE A DRUG DISCOUNT CARD together with your Part D plan, you can only use on or 
the other.  Ask your pharmacist if it would be cheaper to run it through the insurance or a discount card, each 
month the prices can fluctuate, ask every time you refill if there are any discounts.

3. You have the right under Medicare Part D to ask your plan to make an exception. If you google your drug plan 
company name and  the phrase“ Request for Medicare Prescription Drug Determination Form”  Your plans form 
will come up at the top of the search results. Print the form, bring the form to your DR that prescribes the 
medication and ask the DR to state why it is Medically necessary for you to take this medication.  



You will then check the box where it says tiering reduction. The DR will then fax the form directly to the plan. It will 
take about 2-3 weeks for the plan to decide. There is no guarantee you will get the cost of the medication reduced, but 
having a DR sign the form gives you a fighting chance at getting that exception approved. If the plan denies it, appeal 
it, and try again. 

4. There could be a generic that is just as effective as the brand name drug but is less expensive. For example: Lipitor 
costs $393 for a 30-day supply, Atorvastatin on average ( generic for Lipitor) cost $6 for a 30 -day supply. DO NOT try 
the generic until you have consulted with your pharmacist and healthcare provider. 

5. Each insurance company has their preferred pharmacies they prefer working with. This is known as an in-network 
pharmacy. If you use a non preferred pharmacy, you could be paying higher cost share for your medications.

6. There are pharmacies that are 340B pharmacies. 340B  is a program that requires pharmaceutical manufacturers 
participating in Medicaid to sell outpatient drugs at discounted prices to healthcare organizations that care for 
patients in vulnerable communities. You do not need to qualify for Medicaid in order to use these pharmacies. You will 
need to find out which pharmacy is a 340B pharmacy and find out the protocol’s you need to take in order to gain 
access to the program. The process is a bit complicated, but once approved, the individual can save a lot of money by 
using a 340b pharmacy.  Large hospital systems tend to participate in the 340b program. You will need to consult with 
your provider to see if they participate with the 340b program as it does require a different prescription. 



I help seniors find the most suitable plan for 
their financial and healthcare needs. 

I hope you found this presentation helpful. Feel 
free to contact me below at-

Cait.Stiene-Forese@medreg.com or call 347-
518-2902 if you have any questions or need to 
review your current coverage. 

Credentials: LA-1519386 NPN: 18913467
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