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of the United States and its territories.  You may be required to pay 100% of the charges 
at the time of service then submit copies of your receipts for reimbursement 
consideration.  Proof of payment, translations, and currency conversion will all be 
required with your claim submission.  Ambulance and other transportation services are 
not covered outside of the US or its territories.  

Urgent Care Services 

What do I do when my Doctor’s Office Is Closed? 

For non-critical but urgent care needs, you can reduce your out-of-pocket expenses and, in 
many cases, your wait time for care by using an urgent care center. All urgent care centers 
maintain extended weekday and weekend hours and are covered at the same cost-sharing 
regardless of whether they are in or out of network. Urgent care centers treat non-emergency 
conditions such as: 

• Animal bites 
• Cuts, scrapes and minor wounds 
• Minor burns 
• Minor eye irritations or infections  
• Rash, poison ivy 
• Sprains, strains, dislocations and minor fractures 

For a list of Urgent Care Clinics in your network, go to the Find a Doctor link at 
www.BlueMedicareFL.com.  

Services for Disease Management/Complex Case Management 

Florida Blue has Complex Case Management, Case Management and Disease Management 
services to help members, their families and care-givers with serious and long-term health 
problems.  By finding problems early, we have the opportunity to better help with cost-effective, 
quality health care.  The services are voluntary and offered at no additional cost. When you 
have questions about health care services or treatments or need help figuring out the health 
care system, call 1-800-955-5692 and choose option #4. You may also go to our member 
website for additional information. 

How do I access Mental Health or Behavioral Health Services? 

Florida Blue’s mental health services network is administered by New Directions. For specific 
information on these benefits, please refer to your Evidence of Coverage. New Directions 
follows industry standards regarding your ability to reach a provider easily and to get an 
appointment in a timely manner. New Directions evaluates quality improvement and utilization 
management activities and conducts member satisfaction surveys. 

New Directions’ Quality Improvement Committee continually addresses areas related to overall 
member satisfaction. Upon request, New Directions will make available to enrollees information 
about its Quality Improvement program, including a description of the program and a progress 
report on meeting its goals. To request a copy from New Directions, call 1-866-287-9569. For 
TTY, call the Florida Relay Service at 1-800-955-8770. 

New Directions has a system of mental health professionals, including psychiatrists, 
psychologists and licensed therapists, providing both inpatient and outpatient care. To arrange 
an appointment, select a participating provider from our provider directory or call New Directions 
directly at 1-866-287-9569, 24 hours a day, seven days a week. 

http://www.bluemedicarefl.com/
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How am I covered if I travel outside the State of Florida? 

Plans provide emergency coverage and coverage for urgently needed care. 

   A medical emergency is when you, or any other prudent layperson with an average knowledge 
of health and medicine, believe that you have medical symptoms that require immediate medical 
attention to prevent loss of life, loss of a limb, or loss of function of a limb. The medical 
symptoms may be an illness, injury, severe pain, or a medical condition that is quickly getting 
worse. 

   Urgently needed care is care provided to treat a non-emergency, unforeseen medical illness, 
injury, or condition that requires immediate medical care, but the plan’s network of providers is 
temporarily unavailable or inaccessible. 

You may be required to pay 100% of charges at the time services are rendered when received 
outside the United States and its territories. Claims may then be submitted for reimbursement. 

Under Medicare Advantage rules, if members are absent from the service area for more than six 
months, they must be disenrolled.  

How do I file a Claim? 

Always be sure to show your member ID card when you receive health care services. When you 
receive covered medical services and use providers who contract with Florida Blue, you will not 
have to file any claim forms. Contracting providers have either already been paid for their 
services or will file claims for you. If you receive emergency medical services and care from a 
provider who does not contract with Florida Blue, you may need to send your bill to Florida Blue 
at the address on your ID card. Please call Member Services first to determine whether or not a 
claim has been filed. 

How do I contact Member Services? 

Call 1-800-926-6565 from 8:00 a.m. – 8:00 p.m. local time, seven days a week from October 1 
through February 14, except for Thanksgiving Day and Christmas Day. However, from 
February 15 - September 30, our hours are 8:00 a.m. - 8:00 p.m. local time, five days a week, 
you will have to leave a message on Saturdays, Sundays and Federal holidays. We will return 
your call within one business day. Calls to these numbers are free. 

Multi-language Interpreter Services 

We have free interpreter services to answer any questions you may have about your plan.  To 
reach an interpreter, just call us at 1-800-926-6565. Someone who speaks the language in 
which you need assistance can help you.  This is a free service. 

Making My Wishes Known – What if I’m incapacitated? 

If you are incapacitated and cannot make decisions about your medical care, your wishes can 
be known if you have an advance directive. It ensures that your doctor, the health care facility 
and anyone else faced with making a decision about your medical treatment know what you 
would want. An advance directive is a witnessed oral or written statement that indicates your 
choices and preferences with respect to medical care. It preserves your right to accept or 
decline medical care even if you cannot speak for yourself. Below are examples: 

• A living will 
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• A health care surrogate designation (a person who has limited decision making powers)  
• A durable power of attorney for health care (a person becomes an attorney-in-fact and 

can make all decisions regarding your care) 
• A do-not-resuscitate order 

You may obtain information regarding advance directives from the following sources:  

• Your physician or health care provider 
• Your local hospital or skilled nursing facility 
• The Agency for Health Care Administration (AHCA) website, www.MyFlorida.com, 

provides downloadable information, forms and a wallet card 

Provide a copy of your advance directive to family members and all your physicians so that it 
becomes part of your medical record. We also recommend keeping a copy in the glove 
compartment of your car. For more information, contact your Member Services representative, 
physician or local hospital. 

If you have complaints concerning noncompliance with the advance directive requirements, you 
may contact AHCA: 

Agency for Health Care Administration 
Subscriber Assistance Program 

2727 Mahan Drive 
Tallahassee, FL 32308 

How does Florida Blue manage and protect my health care experience? 

Utilization Management 

Utilization Management (UM) is part of our benefits management process and currently includes 
activities such as authorizations, concurrent review, discharge planning, retrospective review 
and the Case Management program. 

The authorization process is designed to review and record your inpatient hospital admissions 
and other services (e.g., outpatient services, office surgery, self-injectable medications, etc.) for 
medical appropriateness and coverage under your plan. 

The concurrent review process is designed so nurses/concurrent review coordinators can 
evaluate and monitor your inpatient admission(s) throughout your stay. 

Discharge planning is designed to provide your timely and appropriate discharge from the acute-
care hospital setting to your home or an appropriate alternate facility. 

Retrospective review is an evaluation of the medical appropriateness of care/services that you 
have already received. 

Case Management is a voluntary program that may be made available to you by Florida Blue if 
you have a catastrophic or chronic condition. For questions related to Utilization 
Management/Case Management, please call Member Services at the number on the back of 
your Member ID card. 

Provider Financial Incentives Policy 

We have the following policy on provider financial incentives. It is designed to assist 
practitioners, providers, employees and supervisors involved in, or who supervise those involved 
in, making coverage and benefit utilization management and/or utilization review decisions. 

http://www.myflorida.com/
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Utilization management and/or utilization review decision making is based only on: 

• The factors set forth in Medicare’s definition of medical necessity (for coverage and 
payment purposes) that are in effect at the time of service; and 

• Whether coverage and benefits exist under a particular plan. 

Florida Blue is solely responsible for determining whether expenses incurred (or to be incurred) 
or medical care are (or would be) covered or paid under a contract or policy. 

In fulfilling this responsibility, Florida Blue shall not be deemed to participate in or override the 
medical decisions of any member’s practitioner or provider. 

Florida Blue does not specifically reward practitioners or other individuals conducting utilization 
management and/or utilization review for issuing denials of coverage or benefits. 

Financial incentives for utilization management and/or utilization review decision makers do not 
encourage decisions that result in underutilization. The intent is to minimize coverage and 
payment for unnecessary or inappropriate health care services, reduce waste in the application 
of medical resources and minimize inefficiencies that may lead to the artificial inflation of health 
care costs. 

How do I contact Florida Blue if I have a problem or concern about my coverage? 

Florida Blue has processes in place to address problems or concerns you may have about 
coverage under your plan, the payment decisions we make and the quality of care you receive.  
Chapter 2 of your “Evidence of Coverage” contains information on how to contact us to report a 
problem. Chapter 9 of the “Evidence of Coverage” provides detailed information about the 
processes you should use to report and resolve different types of problems and concerns. 

Preventive Care Guidelines – Which Health Care Screenings are recommended for me? 

Working with your PCP to stay well is as important as receiving treatment when you are sick. 
The latest United States Preventive Health Task force guidelines are available at 
www.uspreventiveservicestaskforce.org. This information will help you and your doctor make 
sure you get the tests, immunizations (shots) and guidance you need to stay healthy at the 
different stages of your life. 

We encourage you to talk with your doctor about these recommendations and ask questions if 
you don’t understand something. Bring this information to your doctor when you have an 
appointment. It is best to make appointments for preventive care check-ups at least six weeks in 
advance. 

Quality Care and Services 

We’re committed to providing you with access to quality care and services. To help us 
understand where improvements can be made, we periodically conduct customer satisfaction 
surveys. We also analyze a number of indicators that relate to effectiveness and accessibility of 
care, as well as use of services, using the Healthcare Effectiveness Data and Information Set 

(HEDIS®) established by the National Committee for Quality Assurance (NCQA). NCQA is an 
independent, nonprofit organization whose mission is to evaluate and report on the quality of the 
nation’s managed care organizations. 

The HEDIS scores identify health plans’ areas of strengths and opportunities for improvement. 
By taking action to improve our scores, we are confident that we are also improving the care we 
provide you. 

http://www.uspreventiveservicestaskforce.org/
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Some of the things we have done to improve care include providing educational materials to 
members and providers on various topics and collaborating with physician groups to develop 
best practices for providing recommended care and screenings. We also expanded our Disease 
Management and Case Management programs for members with chronic conditions such as 
diabetes and congestive heart failure to help them better manage their health. 

Our programs encourage cooperation and communication between us, the physician and you, 
to gain the best possible health care experience.  We recommend working with your physician 
to get all appropriate preventive health screenings and care to help you gain and maintain 
optimal health. 

The table below highlights some of the HEDIS 2016 Effectiveness of Care results, comparing 
the rates for our Medicare HMO and PPO plans with the national averages. 

 
 
 
 
 
 

2016 Medicare Advantage HEDIS® Effectiveness of Care Results* 
 

Quality Measure HMO 
HMO 
4-Star 

PPO 
PPO 

4-Star 
RPPO 

RPPO 
4-Star 

Adult BMI Assessment 96.67% 90 85.02% 90 85.02% 90 

Controlling High Blood Pressure 69.85% 75 71.11% 75 71.11% 75 

Breast Cancer Screening 76.95% 74 77.30% 74 77.30% 74 

Colorectal Cancer Screening 68.96% 71 74.75% 71 74.75% 71 

Comprehensive Diabetic Care       

Diabetic Retinal Exam (DRE) 58.52% 75 67.25% 75 67.25% 75 

Nephropathy 96.54% 93 96.28% 93 96.28% 93 

HbA1c Controlled 69.38% 71 65.51% 71 65.51% 71 

Persistence of Beta Blocker 89.37% 94 92.59% 93 92.59% 93 

Osteoporosis Screening 27.21% 51 21.74% 51 21.74% 51 

*Source: NCQA’s Quality Compass® 2016 
 

 

 

 

Member Experience 

The Consumer Assessment of Healthcare Providers and Systems (CAHPS®) results report 
member satisfaction with services provided by their doctors and health plans during 2015. The 
annual survey covers aspects such as the ability to get needed care, get care quickly, and the 
overall ratings of care plan and doctors. The accompanying chart compares the responses of 
Florida Blue’s Medicare Advantage members with the Medicare Star rating. 

We also monitor members’ verbal and written complaints to assess customer needs and 
expectations. Providing a snapshot of member concerns, this enables Florida Blue to address 
member issues one-on-one, as well as develop initiatives to improve service to all members. 

 

 



Your Member Rights and More 
Medicare Advantage Plans  

 

______________________________________________ 
                                                                                                                                                               Page 11 of 11 

2016 CAHPS® 

Medicare Advantage 2016 CAHPS® Results* 

Composite Measures 
HMO 
2016 

CMS 
Star 

PPO 
2016 

CMS 
Star 

RPPO 
2016 

CMS Star 

Getting Care Quickly 53%  51%  51% 

How Well Doctors Communicate 79% NA 78% NA 79% NA 

Getting Needed Care 58%  63%  64% 

Health Plan Customer Service 76%  76%  71% 

Coordination of Care 70%  71%  70% 

Rating Measures   
 

  
 

  
 

Overall Health Care 59%  61%  60% 

Personal Doctor 75% NA 76% NA 76% NA 

Specialist 70% NA 75% NA 77% NA 

Overall Health Plan 47%  55%  49% 

Note: NA items are not Star rated 

*Source: 2016 Medicare CAHPS®. CAHPS® is a registered trademark of the Agency for Healthcare 
Research and Quality. 

 

 






