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The health insurance situation in the U.S. is messy and confusing.  While it is 

impossible to present a comprehensive picture of this complex industry, there are 
some essential elements that must be considered, regardless of what insurance 
you have. 

 
Consult your annual insurance manual:  All health insurers must provide written 
annual updates about their policies.  If you are contemplating engaging a new 
provider, elective surgery, mental health care or, really, any change in your 
medical care, it is important that you consult this document prior to arranging for 
the service. You should also call the Customer Service or Member Relations 
number on the back of your card to verify that the provider and/or service is 
covered. This is particularly important if you are planning to go to the hospital for 
a procedure that might involve uncovered physicians.  
 
Essential considerations:   

● Which types of care providers (ex. physicians, Nurse Practitioners, etc.) are 
covered by your policy? 

● Who is responsible for billing (you or your provider)? 
● What types of services are covered by your policy? 
● What to do when you are disputing a charge? 
●  Avoiding the out-of-network provider trap in a hospital setting  
● Avoiding the Medicaid trap 

 
Most Riderwood residents have:  

Primary Health Insurance from one or more of these sources:   
1. A Medicare product such as Original Medicare, Medicare Advantage or 

Medicaid 
2. TriCare for active-duty and retired military service members    
3. Private Health Insurance 
4. Health Maintenance Organization (HMO)  
5. A contract with a Concierge physician practice 
6. A Health Savings Account (HSA) 
 
 



Secondary Health Insurance Policies:   
1. A Medi-Gap policy (AARP, union sponsored, etc.)   
2. Long-Term Care Insurance   

 
What is a Provider?:  Individuals and groups who provide health care services are 
referred to in this Overview as “providers” but who is covered and what services 
are covered are determined by insurers, most of which have panels of in-network 
or preferred providers.  Not all independent providers are connected with all 
forms of insurance so it is essential that, when contemplating making an 
appointment with a new provider, you should first check with your insurer to 
avoid being surprised with a large bill for a provider or for a non-covered service.  

To become a preferred provider, individuals must go through an application 
process and agree to certain cost-related conditions.  From the provider’s 
perspective, being a preferred provider offers the benefit of receiving referrals 
from the insurer.  
 Provider access operates a bit differently in Health Maintenance 
Organizations (HMOs). They usually employ providers on staff and require that 
members select a Primary Care Physician (PCP), who manages the member’s 
health care, determining when it is appropriate to refer to specialists, both in- and 
out-of-network, and a member of the Health Education or Care Coordination 
teams.  HMOs generally attempt to provide all care in-house as a cost-saving 
strategy.  
 
Explanation of Benefits (EOB)/Medicare Summary Notice (MSN):  Health insurers 
send out monthly summaries of activity with respect to bills for your medical care.  
If you have a policy with an annual deductible before insurance kicks in, the EOB 
will also include information about your deductible status. Always review your 
summary statements carefully to be sure that you actually received those 
services.  The statements provide information about reporting suspicious or 
fraudulent billing or filing an appeal.   
 If you have Medicare, Part D (prescription drugs), you will also receive a 
separate monthly summary of charges associated with your prescription 
medications.   
 
 
 
 
 



Original Medicare  
Medicare came into being in 1965 with a plan to provide basic coverage for 

individuals 65 and older or who have been deemed eligible due to long term 
disability.  That plan is now called Original Medicare and it pays 80% of 
established costs for covered services and providers.  If you don’t have a Medi-
Gap policy, you are responsible for the 20% copay.  
The Centers for Medicare and Medicaid Services (CMS) publishes an annual 
manual that addresses what most consumers need to know about these 
insurance products, what services and providers are covered, and premium 
payment information.  Since regulations and service coverage frequently change, 
consumers should read the manual and keep it handy for reference. See 
“Medicare & You: The Official U.S. Government Medicare Handbook”: 
https://www.medicare.gov/Pubs/pdf/10050-Medicare-and-You.pdf  

Medicare has a number of component parts:   
● Part A covers: blood; inpatient hospital stays; hospice care; skilled 

care in a nursing facility care (not including custodial or long-term 
care); Home Health care;  

● Part B covers: many other medical expenses like outpatient 
treatment; ambulance service; preventive services; mental health; 
advance care planning; durable medical equipment like oxygen 
equipment;  

● Part C:  Medicare Advantage plans (see below)  
● Part D: optional coverage of prescription drugs.  

You can add/remove coverages in options B and D only at specific 
enrollment times.  Within Original Medicare and Medicare Advantage, consumers 
have a wide range of plans to choose from.  

When you choose your preferred plan, Part B premiums are deducted from 
your Social Security check if you are on Social Security. If you are not on Social 
Security, you will be billed for the monthly Medicare premium. Most Riderwood 
residents qualify for receiving their Part A premiums at no additional cost. 
  
Medi-Gap Policies:  In the years since Medicare’s creation, insurers such as 
United Healthcare, have created policies to cover the copays (20% or 50%) not 
covered by Original Medicare. These supplemental plans are known as Medi-Gap 
policies.   

Original Medicare was set up so that billing (filing claims) for the 80% 
coverage is the responsibility of the medical provider.  However, if you have a 



Medi-Gap policy or another secondary insurance carrier, you need to ask each 
medical provider who will file claims for reimbursement. 

Note: Since not all health care providers are signed up with Medicare, be 
sure to ask when you make an appointment with a new provider if they accept  
Medicare. If not, you will be responsible for all of the provider’s charges.   
 
Medicare Advantage. 
 Medicare Advantage plans (Part C) have evolved because consumers 
wanted more than the basic coverage that Original Medicare offered even though 
premiums for Medicare Advantage Plans tend to be somewhat higher. The 
Advantage Plans are operated by private health insurance companies under 
contract with Centers for Medicare and Medicaid Services (CMS), the Federal 
agency that oversees Medicare and Medicaid.  Many organizations, universities 
and companies offer Medicare Advantage plans. Erickson Living offers Erickson 
Advantage to all of its residents.  It is operated by United Healthcare.   
 As is the case with Original Medicare, there are many optional plans within 
Advantage plans. The options differ in levels and types of coverage for services 
and providers, annual deductibles, amounts of copay.  The Advantage Plans offer 
some level of coverage for services such as dental, hearing, vision, transportation 
to medical appointments and some Home Care.    
 Note:  a supplemental Medi-Gap policy is not allowed with Medicare 
Advantage. Billing is the responsibility of the medical provider, but, ultimately, 
you will be responsible for any co-pays due.  You may pay these co-pays at the 
time of service or through billing arrangements after service. 

Some Riderwood residents are members of an area Health Maintenance 
Organization (HMO), such as Kaiser Permanente, Johns Hopkins University 
Hospital, or George Washington University. Generally, when HMO members 
become eligible for Social Security, they transition to the HMO’s Medicare 
Advantage plan.  

Each insurer sponsoring a Medicare Advantage plan selects from the CMS 
menu of covered services what types of services it will cover.  Insurers may offer 
more services to consumers who select more costly plans and fewer to consumers 
who opt for less costly plan options.  If you have an HMO policy or an HMO-
connected Medicare Advantage plan, do not assume that your policy will cover 
services from Riderwood’s Medical Center and rehabilitation providers, even if 
you have an urgent need for care. 



Though Riderwood does not have general contracts with any of the area 
HMOs, shortly before the onset of the Covid-19 pandemic, there were signs that 
area HMOs were willing to be more flexible about coverage for limited services 
from Riderwood’s health care providers.  For instance, both Johns Hopkins and 
Kaiser Permanente will support limited rehabilitation services rendered by 
Riderwood providers as long as their Primary Care Provider (PCP) authorizes this 
service.   

A resident contemplating a move to Arbor Ridge, who is connected to an 
HMO or an HMO-connected Advantage plan, should receive guidance in writing 
from the HMO’s Member Services regarding how to obtain covered medical 
services while residing at Arbor Ridge. 

  
TriCare  

Most Riderwood residents, who have TriCare health insurance policies, 
come to Riderwood well aware of how their policy works, how they obtain 
reimbursement, obtain medication and so on.  Be sure to advise your health care 
agent(s) about your situation.  
 
Private Health Insurance Policies  

Private health insurers have their own policies with respect to coverage and 
billing.  Customer Service representatives can provide referrals to providers within 
network and assist with out-of-network provider issues. You can find that number 
on the back of your medical card.   

Medical providers who accept these insurance policies must comply with 
the billing requirements set by each company.  For residents of Maryland, the 
insurance coverage they offer must comply with state law.  Insurers of Maryland 
residents come under the jurisdiction of the Maryland Insurance Commission, 
which regulates minimum requirements for benefit coverage. In the event of a 
dispute or other matter concerning coverage or billing, the Commission can often 
assist with resolving the issue. It is best to begin that process by submitting a 
written documentation.       
 
Special note about Federal Blue Cross/Blue Shield:  Many Riderwood residents 
have this insurance due to their pre-retirement employment. Be sure to check 
with each medical provider you use to learn who is responsible for filing claims.  
Online automatic billing, when available through the provider, is the easiest way 
to manage co-pays and other non-reimbursable expenses.   



 
Health Maintenance Organization (HMO) 
 Some Riderwood residents may have opted to continue on non-Medicare 
HMO policies even though they were eligible for the HMO’s Advantage plans.  
HMOs offer many levels of plans to fit the budgets and needs of members, but 
overall, they tend to be somewhat less costly than the Advantage plans.   

Like all HMO plans, they have in-network providers and most require that 
the Primary Care Provider (PCP) offer referrals to specialists who are usually 
within the network as a cost-control measure.  

HMOs have contracts with specific hospitals. When members are 
hospitalized, they will be seen by HMO providers who will determine both the 
length of stay and the discharge plan.  HMOs also have contracts with short-term 
rehabilitation and continuing care facilities (assisted living, dementia care, and 
long-term care).  Only in exceptional cases can out-of-network facilities be 
compensated under an individual contractual arrangement.   This usually happens 
when highly specialized care is not offered by the usual facility.   
 
Concierge Programs 

Some medical practices operate outside of the health insurance system.  
They offer an array of plans that provide access to their services.  
 
Long Term Care Insurance    

Private insurers generally provide no coverage for room, board and Home 
Care in Independent Living, Assisted Living/dementia care or Long-Term Care. 

Medicare also doesn’t cover costs associated with these services, though, 
according to the 2021 Medicare handbook, CMS regulations now allow some 
coverage for Home Care under both Original Medicare and Medicare Advantage.  

Options for coverage:   
● Pay out of pocket 
● Spend down your assets to qualify for Medicaid (see below) 
● Use the benefits associated with a Long-Term Care (LTC) policy 

 
 If you were wise enough to purchase a Long-Term Care (LTC) Insurance 

policy when you were younger and healthy, you are among a tiny minority in the 
U.S. and that small pool of policy holders is what makes these policies so costly.  

LTC policies differ widely in the cost of premiums, length of coverage, 
services of coverage, start dates, compound inflation, acceptable service 
providers, and so on. Most policies have a maximum period of coverage but 



within that coverage period, will compensate policy holders for home care by an 
aide from an approved agency and daily charges while residing in a continuing 
care facility.  When you sign up for a policy, you select the level of daily 
compensation and that is tied to your premium.  Periodically, you will be given 
the option to lower the cost of your premium if you accept certain conditions.   

If you have a policy, become familiar with the ins and outs of coverage prior 
to need so that you are prepared. Most policies have a 90-day waiting period 
prior to start of coverage. Arbor Ridge has a staff member whose sole job is to 
work with billing and finance for Arbor Ridge residents. As of June 2021, that 
person is Michelle Forster (301-572-8435). 

Most LTC policies require that policy holders or their agents pay the 
facility’s bill and then request reimbursement. Whether services involve 
reimbursable care support at home or any level of care at Arbor Ridge, anticipate 
delays in reimbursement to you, at least for the first few months as routine billing 
is established. 
 
What About Medicaid 
 Many Americans are confused about the difference between Medicare and 
Medicaid.  Medicaid was designed to provide basic health insurance to individuals 
who have assets totaling $2,500 or less.  While Medicaid can cover costs for 
housing, food and custodial care for people who are in a Skilled Nursing facility, 
including Long-Term Care, there are strict and complex rules regarding financial 
eligibility.   Maryland Medicaid does not currently cover those costs for individuals 
in Independent Living or Assisted Living/Memory (dementia) Care.  

Part of the process for determining eligibility involves detailed analysis of 
five years of financial records to assess whether assets were appropriately spent 
during those years.  If it is determined that rules were broken, eligibility will be 
delayed or denied.  In simple terms, transferring assets to a family member or a 
charitable organization during that time, can render an individual ineligible.   

How does the Benevolent Care Fund fit into the picture?  Riderwood’s 
Benevolent Care Fund (BCF) is in place for residents who are running out of assets 
and need supplemental financial help to meet their financial obligations to 
Riderwood while in any level of care at Riderwood. Eligibility criteria for assistance 
from the Benevolent Care Fund is identical to that of Medicaid.   

Qualifying for the BCF means that the resident must spend down all assets 
to no more than $2,500. That will include the resident deposit paid at admission 
plus any real property or other asset.  



When a resident is medically qualified for Long-Term Care and has spent 
down assets to no more than $2,500, the resident may apply for Medicaid.  
Regardless of how long the approval process takes, the start date is the date of 
application.      
 
Billing Issues 

Billing process:  It is the usual practice of private medical providers, 
including hospitals, to bill insurers at higher rates than your insurer allows for the 
codes connected to the visit or procedure. When you see your monthly insurance 
statement Explanation of Benefits (EOB), you may be shocked at the amount your 
provider is billing. Think of the whole matter as a negotiated settlement that can, 
sometimes, take months of back and forth to resolve.  Meanwhile you, as the 
consumer, may receive multiple statements from your provider and you will see 
the pending matter on your EOBs as the process of negotiation moves along. 
When your provider has agreed to the amount the insurer is willing to pay, the 
EOB will include that information.    

Once the provider has accepted payment from the insurer, you are not 
responsible for any uncovered amount beyond your copay.  
 

Billing by out-of-network providers:  The Biden administration has created 
new rules to support a 2020 law covering “surprise billing” by out-of-network 
providers that consumers may encounter, particularly in a hospital setting, 
whether for an emergency or for an elective procedure.   

Until this law goes into full effect in January 2022, be aware that you may 
encounter a specialist or two who, though legitimately involved in providing a 
billable, specialized service, is not in your insurer’s network.  This can lead to 
unexpected out-of-pocket expenses.   

If you are planning an elective procedure, it is best to work through 
insurance billing issues beforehand. Of course, this cannot work with emergency 
procedures.  So, what to do?  You can try to work with your insurance provider 
after the fact, but, if the insurer is unwilling to provide coverage, you can try to 
negotiate the price with the medical provider.  Failing all of the above, you may 
be liable for full payment. This is where the Maryland Insurance Commission can 
sometimes help to arrive at a negotiated solution.  This advisory does not pertain 
to Medicare billing issues.  
 
 



Insurance and Riderwood’s Medical Center 
 Riderwood’s Medical Center is part of Erickson Living’s network of medical 
centers.  In addition to participating with Erickson Advantage, Medical Center 
providers participate with other common health insurance plans.  In addition to 
the six primary care physicians, the Medical Center employs mental health 
personnel, podiatric physicians and phlebotomists. The lab can conduct blood 
tests for off-campus physicians.     
 
Care Path Program:  Even if you receive your primary medical care outside of 
Riderwood, you should participate in the Care Path Program. This involves 
completing a form about your health history and medications, authorizing your 
outside providers to share your records with the Medical Center, and having a 
brief visit with one of Riderwood’s physicians. Not all insurers cover the office visit 
associated with this program. 

Your information is scanned in so that is available to Erickson’s medical 
providers and a hospital in the event of a medical emergency.  Of course, it is 
important to periodically update the information.  

  
 
 
 
 
 
 
 
 
 
 
 
 
A warning about Original Medicare’s three-day hospital stay requirement to 
qualify for inpatient rehabilitation coverage.  If you have Original Medicare, you 
must be in the hospital for 3 nights as an admitted patient (not an observation 
patient) to qualify for coverage for post-hospital inpatient rehabilitation at Arbor 
Ridge or elsewhere.  Medicare Advantage plans have no requirement for inpatient 
rehabilitation other than a referral due to “medical necessity.” 
 

Some typical patterns when Medical Providers accept Patients’ Insurance Plans: 
    

1.Provider sends claims to all insurers; claims are paid directly to Provider; patient 
may get bill for Co-Pay. Medicare and Medicare Advantage Plans follow this 
pattern.  

Provider service    
2.Patient pays in full at point of service; Provider sends claims to insurer/s; 
insurer/s reimburse patients later. 

 
3.Patient pays in full at point of service; Patient sends claims to insurer/s; insurer/s 
reimburse patients later. 


