999 Asylum Avenue
Suiie 204
Hariford, CT 06105
Telephone (860) 566-2024
Facsimile (860) 566-34006
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JAMES R. SMITH
COMMISSIONER

STATE OF CONNECTICUT
Office of Claims Comumissioner

June 22, 2009

Carolyn Shirshac

c/o East Hartford Healthcare & Rehabilitation
51 Applegate Lane

East Hartford, CT 06118

Re: Claim of CAROLYN SHIRSHAC - FILE NO. 21714

Dear Ms. Shirshac,

Your request for review of the decision of the Claims Commissioner has been
received and your claims will be submitted to the next regular session of the
General Assembly in February, 2010 pursuant to Connecticut General Statute
Section 4-159. A public hearing will be scheduled before the Judiciary
Committee after the session convenes on February 3, 2010.

When the Committee schedules a date for the public hearing, you may appear at
date and time and testify regarding your claim.

Information regarding the date of the public hearing can be obtained either by
review of meeting schedules on the State of Connecticut Legislative website
(www.cga.ct.gov), or by contacting the Office of the Judiciary Comimitiee by
telephone at (860) 240-0530 after the session convenes.

Very truly yours,
?ﬁm@ l?\gim;&% |
James R. Smith T

Commissioner

JRS/MmM

An Equal Opportunity Employer
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Educaﬁon:

Carolyn Shirshac
144 Center Street

Manchester, Connecticut. 06040
Ct RN license # R43947

Mary Hitchcock School of Nursing

Dartmouth College
Hanover, New Hampshire

University of Connecticut
Storrs, Connecticut

University .of Colorado
Denver, Colorado

g

Eastern Connecticut State University

Willimantic, Connecticut

Employment History:

Children’s Asthmatic and Research Institute

Denver, Colorado

Denver Children’s Hospital
Denver, Colorado

~ St. Luke’s Hospital

Houston, Texas

Texas Institute for Rehabilitation
And Research
Houston, Texas

Porter Memorial Hospital
Denver, Colorado

Professional Nurses Bureau
San Francisco, California
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1966-1969
R.N. Diploma

1964-1965
B.S. credits

.

1980
Business, Fine Arts

1988
Psychology

1969

1970-1972
Staff Registered Nurse,
ICU, Premature and

ewbhorn
i cAbood
1972-1974
Head Registered Nurse
Post Op. Cardiovascular

And Open Heart
Surgery ICU

1973
Coordinator;
Respiratory ICU

1976-1980
ICU and CCU

1981
Private Duty
~ And Hospital Staffing




Veteran’s Hospital 1990

Newingion, Connecficut : : MedSurg.

Gt, Blizabeth’s Healthcare 1996

East Hartford, Connecticut _ Charge Nurse,

Long-term care

Salmon Brook Healthcare . ‘ 1997

Glastonbury, Connecticut Charge Nurse, long-
: " Term and rehab

Bickford Healthcare 1998 .

Windsar, Connecticut Charge Nurse,

Rehab and geriatric

Ready Nurse 2001-2002 + current
Wast Hartsord Connecticut per-diein
17| Dee 2005
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Ty SILVERSCRIPT

Nashville, TN 37228 A CVS CAREMARK COMPANY
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CAROL E SHIRSHAC
04/30/2009

GiEE 5] APPLEGATE LANE '
. Member #: G0003085001

l{ HARTFORD HLTH
EAST HARTFORD CT 06118-1201 RxPCN#: ADV

Explanation of Benefits (EOB) for Your Medicare Prescription Drug Coverage (Part D)

THIS IS NOT A BILL. Keep this notice for your records.

This notice includes:
|, How much you’ve paid so far this year for your prescriptions

2. Your recent claims for prescriptions
3. Updates to our formulary drug list (if applicable)

S5601 08 J06 151442 06/2008 Page 1
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1. Summary of your Year-to-Date Medicare Prescription Drug Costs
Definitions of the terms used are provided on the next page of this document.

Maximum Total SilverScript | Total you/others [Total that you /others Total that you /others} Amount left before
. you/others on your Paid: on your behalf | on your behalf paid | on your behalf paid catastrophic
Initial behalf pay in this paid: that counted toward| that didn't count coverage:
Oo<n.~. age period: your out-of-pocket toward your
Period costs: out-of-pocket costs:
$4,350.00 $2,187.95 $2,246.46 $2,246.46 $0.00 $2,103.54
No Maximum Total SilverScript | Total you/others
Paid: on your behalf ,
Catastrophic paid: Out-of Pocket Cost to Date: $2,246.46
Coverage ‘Total Drug Costs to Date: ~ 34,434.41
$0.00 $0.00

$5601_08_106_15144a 06/2008
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Initial Coverage Period -

You generally pay a copayment for each prescription
during this period. The initial coverage period ends
when your out-of-pocket drug costs reach $4,350.00
during the coverage year.

Out-of-Pocket Costs - :
Includes payments that you and/or certain others on
your behalf paid for covered drugs during the
coverage year. This includes payments made in the
initial coverage period this coverage year. Payments
made by certain others that count toward your
out-of-pocket costs include those made by family
members, Medicare’s extra help, State
Pharmaceutical Assistance Programs (SPAPs), and
most charities. This amount does not include
amounts paid by SilverSeript or ceriain others
making payments on your behalf. Payments made by
certain others that don’t count toward your
out-of-pocket costs include those made by group
health plans (like from a current or former employer
or union), other insurance, or Government-funded

§5601 08 106_15144a 06/2008

641709000030 1-0002-0002674

health programs. Once your out-of-pocket costs
reach $4,350.00, you move into the catastrophic
coverage period.

Catastrophic Coverage -

This peried begins once your out-of-pocket drug
costs reach $4,350.00. This is the period where you
pay $0.00 copayment for your covered drugs for the
remainder of the coverage year.

Total Drug Costs -

This is the total amount spent on your covered drugs
this coverage year by SilverScript, you, and/or all
others making payments on your behalf during ali
coverage periods. This amount also includes any
extra help you got from Medicare this year.

Note: We offer extra coverage for some drugs not
generally covered by Medicare. These drugs were
noted on your summary of claims section. The
amounts paid for these drugs don’t count toward
your out-of-pocket costs or total drug costs.

Page 3



2. Summary of Prescription Claims Processed from 04/01/2009 through 04/30/2009

Date Prescription | Name of Drug | Quantity Cost of Amount Amount | Amount Paid | Extra Notes
Prescription | Claim Number Filled Prescription | SilverScript | You Paid | by Secondary Help
Filled Paid Coverage/ from
Other Sources | Medicare
04/21/2009 |3290463 LITHIUM 30.00 $15.21 $0.00 $0.00 $0.00 $15.21
CARB CAP
_ 600MG
04/21/2009 | 3250473 OMEPRAZOL 30.00 $40.87 7 $0.00 $0.00 $0.00 $40.87
. E CAP20MG .
04/23/2009 3290460 ZYPREXA 30.00 $800.88 $0.00 $0.00 $0.001 $800.88
TAB 20MG
04/26/2009 | 3290468 LITHIUM 30.00 $10.61 - $0.00 $0.00 $0.00 $10.61
CARB TAB
300MG
04/27/2009 |3250463 SIMVASTATI 30.00 $29.77 $0.00 $0.00 $0.00 $29.77
. N TAB 20MG
Totals

e Total Drug Costs from 04/01/2009 to 04/30/2009; $897.34
e Qut-of Pocket costs: $897.34
¢ Amount you paid: $0.00

Total Amount left to pay before catastrophic coverage: $2,103.54
Notes:

The amount listed in “Amount Paid by Secondary Coverage/Other Sources” includes payments made by all sources other than yourself or extra help
from Medicare. Amounts paid on your behalf that do not count toward your out-of-pocket costs described in section 1 include those made by group
health plans (like from a current or former employers or union), other insurance, or Government-funded health programs. Amounts paid on your behaif
that do count toward your out-of-pocket costs include those made by family members, Medicare’s extra help, State Pharmaceutical Assistance
Programs (SPAPs), and most charities.

S5601_08_106_15144a 06/2008 Page 4
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3. Updates to SilverScript’s Drug List (formulary)

SilverSeript may remove drugs from our
upcoming changes. Unless otherwise noted in t

formulary or add rules about whether and when certain drugs are covered during the year. This chart lists
he chart below, these changes will be effective in 60 days.

Name of Affected Drug

Effective Date

Description of Change

Reason For Change

PHENAZOPYRIDINE TABS 100
MG

August 1, 2009

Deletion of Drug from Formulary

1

Medicare Will No Longer Cover

RAPTIVA INJ

v

Deletion of Drug from Formulary

supplies run out

Manufacturer Withdrawal - Until

* This change will not affect your coverage for this drug for the remainder of the plan year if you are curr

#* The amount you will pay depends on which coverage period you are in. Call our Customer Service nu

these drugs.

**x Removal of drug from formulary,

a change in its preferred or tiered cost-sharing status, or a classification change such as prior authorization

needed, quantity limits apply and/or step therapy limits.

o Prior authorization - This means your doctor must contact the plan before the plan will cover the drug.

is medically necessary for it to be covered.
e Quantity limits - This means there is a limit to the

s Step therapy - This means one or mose 3

$5601_08_106_15144a 06/2008

ently taking this drug

mber to find out how much you will pay for

Your doctor must show that the drug

dosage amount or how many pills you can get at a time.

imilar lower cost drugs must be tried before the step-therapy drug is covered.
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What to do if you have any quesﬁons.
If you have questions, please call toll-free 1-866-235-5660, 24 hours a days, 7 days a week or, visit
www.silverscript.com on the web. TTY users should call 1-866-236-1069.

Para obtener una copia de esta informacién en espafiol, llame GRATIS al 1-866-235-5660. Los usuarios de
TTY deben llamar al 1-866-236-1069. -

Whiat to do if you disagree with the accuracy of this Explanation of Benefits.

If you have a question or complaint about any information contained here we encourage you to contact us
at the number shown. If still dissatisfied you have the right to file a grievance with us. Grievances should
be sent to SilverScript Grievance Team, P.O. Box 280500, Nashville, TN, 37228, 1-866-788-5143.

What to do if you disagree with a Medicare Drug Plan’s coverage decision.

If we deny your request for a drug you haven’t received, or deny your request to pay you back for a drug
you have received, we will send you a letter explaining our decision. If you disagree with our decision, you
can request an appeal within 60 calendar days from the date of our first decision. You can request a
standard or fast (expedited) appeal. We will automatlcally give you a fast appeal if your physician tells us
that your life or health may be seriously jeopardized by waiting for a standard decision. You can request an
appeal by:

e  Writing a letter to SilverScript Appeals Dept P.O. Box 52000 MC 109, Phoenix, AZ, 85072.

¢ Calling 1-866-235-5660.

e Sending a fax to 1-866-884- 0475,

Your doctor needs to give us a statement explaining that the drug you need is medically necessary to treat

your condition if you or your doctor believe: '

¢  You need a drug that isn’t on our list of covered drugs (formulary),

e  The plan should waive a coverage rule or limit on a drug you need, or

¢  You can’t take any of the drugs on our preferred tier for your condition, and you would like us to
cover a non-preferred drug at the preferred cost-sharing amount.

Your doctor needs to give us a statement by fax number 1-888-836-0730 or calling us at 1-800-294-5979,

Suspect fraud?

If you suspect fraud, please contact SilverScript Grievance Team, P.0. Box 280500, Nashville, TN, 37228,
1-866-235-5660. Or, call 1-800-MEDICARE (1-800-633-4227), 24 hours a day/7 days a week. TTY users
should call 1-877-486-2048.

Do you have limited income and resources?

You may qualify for extra help paying your Medicare prescnptlon drug costs. For more information about
applying for extra help, visit www.socialsecurity.gov on the web or call Social Security at 1-800-772-1213,
TTY users should call 1-800-325-0778.
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