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Chapter summary

Once an individual becomes eligible for Medicare and during certain
times of the year or after specified situations occur, they must make
several complex enrollment decisions about their coverage. In our annual
focus groups, beneficiaries often report confusion about enrolling in
Medicare and their different coverage options. Some stakeholders have
raised concerns that the growth in marketing by insurers and third-party
marketing organizations has increased confusion for some beneficiaries.
The complexity of the choices and numerous sources of information make
it increasingly difficult for individuals to understand the requirements and
relevant time frames so they can make the enrollment choice that is right
for them. Some choices can have implications for as long as the individual
has Medicare coverage. Given both the complexity of these choices

and the potentially high stakes involved, access to clear and accurate

information is especially important.

Generally, Medicare is for people 65 and older and certain people
under 65 who are eligible due to disability or end-stage renal disease.
The Medicare eligibility notification process is tied to eligibility for
Social Security. Individuals already receiving Social Security benefits
are notified of their eligibility and automatically enrolled in Medicare
Part A and Part B. Historically, eligibility for both Medicare and Social
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Security full retirement benefits generally began at age 65. However, as the
age for full retirement benefits from Social Security has gradually increased, a
growing number of individuals become eligible for Medicare before they begin
collecting Social Security benefits. For these individuals, there is no automatic
enrollment in Medicare and, prior to December 2021 when some individuals
began receiving notice by email, they were not notified of their eligibility for
coverage when they turned 65. Individuals who do not enroll in Medicare Part
A (if applicable because they must pay a premium for Part A), Part B, or Part D
during their initial enrollment period (i.e., the seven-month window around
turning 65) will owe late-enrollment penalties, typically for the rest of their
lives, after they eventually do enroll, unless certain circumstances (such as
having delayed enrollment because they were covered by an employer’s group

health plan) make them eligible for a special enrollment period.

Once enrolled in Medicare, beneficiaries must choose between receiving
benefits from the fee-for-service (FFS) Medicare program or from private
plans through Medicare Advantage (MA). Beneficiaries who do not enroll in

MA remain in FFS Medicare. Most MA plans include Part D prescription drug
coverage, an out-of-pocket cap, and supplemental benefits including reduced
cost sharing as part of their benefit package. Beneficiaries enrolling in FFS
Medicare may select a stand-alone Part D plan for prescription drug coverage
(known as a prescription drug plan, or PDP). Beneficiaries who enroll in FFS
Medicare may also obtain secondary insurance through a retirement plan or,

if eligible, through Medicaid; otherwise they may purchase a Medigap policy

to protect themselves against cost-sharing liabilities (e.g., the 20 percent FFS
coinsurance rate that applies to most Part B outpatient services). Beneficiaries
generally have few opportunities to enroll in a Medigap plan with guaranteed-
issue protections, so their initial decision of whether to enroll in FFS Medicare
with Medigap or in MA can have long-lasting implications. Whether they opt
for FFS Medicare with a Part D and a Medigap plan or MA, beneficiaries choose
from a number of different plans. In 2026, beneficiaries with FFS Medicare

can choose from 10 standardized Medigap plan types with numerous insurers
offering each type and have an average of 11 PDPs from which to choose, each
with differing premiums, formularies, and benefit structures. Beneficiaries who
opt for MA in 2026 choose from an average of 39 plans (offered by an average of
eight organizations) available in their area, with differing out-of-pocket costs,

provider networks, and supplemental benefits.
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Beneficiaries make enrollment and coverage decisions during different periods
over their lifetime: the initial enrollment period, an MA initial coverage period,
a Medigap enrollment period with federal guaranteed-issue rights, general
enrollment period, annual enrollment period, the open enrollment period that
applies to MA enrollees, and any special enrollment periods that may apply
depending on the individual’s circumstances. These enrollment periods can
add to the complexity of a beneficiary’s choices both because they occur at
different times throughout the year and because the requirements for each
period often differ by the part of Medicare. After their initial enrollment,
beneficiaries selecting MA or Part D may join, switch, or drop their plans during

certain times of the year unless a special enrollment period applies.

Beneficiaries in various focus groups and surveys conducted by MedPAC and
other researchers report that they consider numerous factors when making

a choice of FFS Medicare or MA and the plans within those options, including
financial protection, access to care, and extra benefits. Beneficiaries who enroll
in MA are typically subject to provider networks and utilization-management
tools such as prior authorization in exchange for lower premiums and a
maximum out-of-pocket cap. By contrast, FFS Medicare offers a broader
choice of providers with limited use of utilization-management tools but

can expose beneficiaries to high out-of-pocket costs or higher premiums if
they choose to acquire supplemental insurance such as Medigap. MA plans
typically offer a variety of supplemental benefits not available in FF'S Medicare,
such as dental, vision, and hearing benefits. While it can be challenging for
beneficiaries to understand each plan’s package of supplemental benefits,
especially when the package can change substantially from year to year, these
extra benefits help fill gaps in Medicare coverage and thus appeal to many
beneficiaries. When making enrollment choices, beneficiaries must weigh
these factors, considering their current health needs as well as potential future

health needs that may not be evident at initial enrollment.

Beneficiaries may want to change their Medicare coverage, including switching
from MA to FFS Medicare and vice versa, or change their MA plan for a wide
variety of reasons. Some of those reasons could reflect changes in their
personal circumstances or dissatisfaction with a current plan due to changes in
their plan or plan performance. At the same time, Medicare has some features
that make it harder for beneficiaries to switch MA plans or return to FFS
Medicare, including limited enrollment periods, the out-of-pocket maximum

resetting when switching MA plans during the year, a limited time period for
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guaranteed issue of Medigap policies (depending on the beneficiary’s state of
residence), and lack of an out-of-pocket maximum in FFS Medicare. Many of
those features, including limited enrollment periods, were designed to combat
adverse selection both within MA and between MA and FFS (that is, to prevent
beneficiaries from switching to certain types of coverage or plans when they

have expensive health care needs).

To make Medicare enrollment decisions, beneficiaries rely on a variety of

sources for information and advice, including;:

e CMS tools. CMS has several tools that can be accessed by visiting
Medicare.gov or calling the 1-800-MEDICARE help line. These tools
are designed to provide free, accurate, and objective information to
help navigate enrollment and coverage choices. Medicare.gov provides
numerous resources about Medicare enrollment and benefits, including
the Medicare & You handbook, Choosing a Medigap Policy guide, and the
Medicare Plan Finder tool. Plan Finder allows beneficiaries to compare
the features of MA plans, PDPs, and Medigap plans offered in their area.
Beneficiaries can customize the results shown on Plan Finder in several
ways (for example, they can use the tool to determine whether plans cover
their prescription drugs, pharmacies, and clinicians), but the tool has some
notable limitations (such as limited detail about MA supplemental benefits
and Medigap premiums). In our analysis of Medicare Current Beneficiary
Survey results, many respondents said they were satisfied with the
availability of information about the Medicare program, and awareness of
these CMS information sources was generally high.

e The federally funded State Health Insurance Assistance Program (SHIP).
The SHIP is a federal program that provides grants to the 50 states, the
District of Columbia, Guam, Puerto Rico, and the U.S. Virgin Islands to
deliver objective Medicare counseling, information, and assistance at
no cost to beneficiaries, and some grantees help enroll beneficiaries
in Medicare plans. SHIP counselors can be especially helpful for
beneficiaries because they have knowledge of local health care resources
and are able to provide one-on-one assistance specific to individual
beneficiary needs. However, SHIP funding has not kept pace with growth
in Medicare enrollment, and grantees depend on the availability of
volunteer staff. In semistructured interviews with individuals involved
with the SHIP, participants reported that SHIP counselors face capacity

constraints as call volumes have risen and as the growing complexity of
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Medicare enrollment decisions has led to longer counseling sessions that
require special expertise. A Commonwealth Fund survey conducted in
2022 found that 4 percent of MA enrollees and 5 percent of FFS enrollees
reported using the SHIP to guide their plan choice. Few beneficiaries in
our annual focus groups were aware of their local SHIP grantee, but those
who used it reported positive experiences.

e Insurance agents. Many beneficiaries rely on insurance agents to help
navigate their Medicare options. (“Agents” and “brokers” are trained
insurance professionals, and the terms are often used interchangeably; we
use the term “agents” in this chapter.) Agents are licensed individuals who
are paid by insurance companies to enroll people in insurance products.
Virtually all MA and Part D plans report using agents to sell their plans.
Agents typically secure contracts with multiple insurance companies,
but they are not required to contract with all available companies in
their market. As a result, a single agent will not necessarily present every
available plan to a beneficiary, something that may not be understood
by the beneficiary even if agents disclose it in their communications.

The ways in which agents are compensated for their services vary and

can be complex. Commonly, agents contract with multiple insurance
carriers that pay commissions tied to initial enrollment and retention of
beneficiary enrollment in the MA, Medigap, or Part D plans they sell. CMS
has established maximums on compensation per enrollment that MA and
Part D plans can pay agents, but agents may also receive supplemental
compensation (such as a bonus for meeting enrollment benchmarks),
which is not subject to federal limits. In our annual focus groups,

many beneficiaries report positive experiences working with agents to
determine the premiums and out-of-pocket costs of different plans.
Beneficiaries described how their insurance agents tailored suggestions
based on individual health needs, especially medication lists and clinician
preferences. But some stakeholders have voiced concern that agents have
financial incentives to steer beneficiary decision-making. These incentives
could favor enrollment in MA plans over Medigap plans and PDPs, in
higher-premium Medigap plans over lower-premium Medigap plans, and in

plans that offer bonuses for reaching enrollment benchmarks.

The Commission is concerned about the complexity of Medicare enrollment
choices and the sufficient availability of free, objective, and accurate resources

to help beneficiaries navigate their choices without facing unintended
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consequences such as an inability to obtain a Medigap policy on a guaranteed-
issue basis when desired. There may be a need for additional updates to

Plan Finder and greater support for the SHIP, as well as an increased role for
technology to help reduce the complexity of the choices that beneficiaries
face. The Commission will continue to monitor this issue and explore potential

policy options. m
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nce an individual becomes eligible for

Medicare and during certain times of the year

or after specified situations occur, they must
make several complex enrollment decisions about
their coverage. The complexity of the process makes
it increasingly difficult for Medicare beneficiaries to
understand the relevant requirements and time frames
necessary to select the enrollment option that is right
for them. Some enrollment decisions have lifelong
implications; for example, failing to enroll in Medicare
at the appropriate time can result in permanent late-
enrollment penalties. Given both the complexity of
these choices and the high stakes involved, access to
clear and accurate information is especially important.
Many beneficiaries report being satisfied with their
information sources, though a substantial share
say that it is difficult to understand their Medicare
choices and to find good sources of information.
Although beneficiaries have many potential sources of
information, those sources, including advertising, can
be overwhelming, influenced by financial incentives, or
misleading.

In our annual focus groups, some beneficiaries

have expressed confusion regarding enrolling in
Medicare, including having insufficient information
(NORC at the University of Chicago 2025, NORC at
the University of Chicago 2024).! These beneficiaries
reported that they did not have a clear understanding
of the different options for Medicare coverage as
they approached enrollment, and some continued to
express confusion about the different options. As one
beneficiary said in 2024:

When I turned 65, I hadn't prepared myself to
educate myself about these plans. As a matter of
fact, I just went in thinking, Medicare, all this is
going to be short. So . .. a Medicare agent came to
my house and he kind of ran through it and I'm not
comprehending all this stuff. He’s just throwing all
this information at you.

One beneficiary who was dually eligible for Medicare
and Medicaid noted in 2025:

It was truly, truly confusing and I don’t understand
how people who are real seniors, and are beginning
to lose touch ... I don't understand how they do it
because it’s confusing for me, and I'm supposed to
be relatively smart, I suppose.

Adding to the confusion regarding Medicare choices,
many participants in our beneficiary focus groups
described the amount of information they received
about Medicare plans as overwhelming. These
participants reported receiving “constant” phone calls
and frequent mailings from insurance companies,
especially during open enrollment. A beneficiary who
eventually enrolled in a Medicare Advantage (MA) plan
said, “Well, before turning 65, [ was getting the mail. A
little overwhelming at first. . . . So, I just signed up with
that without, you know, thinking too much about it
Other participants reported receiving many phone calls
related to enrolling in Medicare plans, with one noting,
“Why is it—it’s like every day, somebody calling you
about your insurance? [ already did this for this year”
and another estimating the number of calls: “I get five,
six a day”

Many beneficiaries described turning to formal
resources for help making these decisions, including
agents, plan representatives, health fairs, and
Medicare.gov. Others described relying on guidance
and recommendations from less formal sources,
including family members and friends.

The experiences reported in our focus groups are
consistent with other research. For example, in 2023,
KFF also conducted focus groups with beneficiaries
and reported that most participants found the
process of selecting their coverage to be confusing,
difficult, and overwhelming (Freed et al. 2023). A
2022 Commonwealth Fund survey found that more
than half of beneficiaries used a variety of sources
for information and advice on Medicare plan choice
(e.g., insurance agents, Medicare.gov) (Leonard et al.
2022). Also, we examined results from the Medicare
Current Beneficiary Survey (MCBS) and found that
many respondents are generally satisfied with the
information available to compare their insurance
options; however, some beneficiaries also report that
they do not have the information needed to make
informed comparisons across coverage options (see
Appendix 2-B, p. 86, on results from CMS’s MCBS).

The Commission is concerned about the complexity

of Medicare enrollment choices and the sufficient
availability of free, objective, and accurate resources to
help beneficiaries navigate their choices without facing
unintended consequences such as an inability to obtain
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a Medigap policy on a guaranteed-issue basis when
desired. There may be a need for additional updates to
Plan Finder and greater support for the State Health
Insurance Assistance Program (SHIP), as well as an
increased role for technology to help reduce the
complexity of the choices that beneficiaries face. The
Commission will continue to monitor this issue and
explore potential policy options.

In this chapter, we explain Medicare eligibility and
enrollment options. We then discuss the complex
beneficiary enrollment environment with financial
implications, including the growing problem of
beneficiary notification as the full retirement age for
Social Security benefits has risen from age 65. Next,
we review the factors that beneficiaries consider when
choosing between fee-for-service (FFS) Medicare and
MA, including feedback from beneficiary focus groups
regarding how beneficiaries weigh these factors.

We also discuss issues related to switching between
MA, Part D, and Medigap plans. We then outline how
marketing by MA plans and third-party marketing
organizations may add to beneficiary confusion.
Finally, we take a closer look at the information sources
that beneficiaries use to make Medicare enrollment
decisions, with a focus on CMS information sources,
the SHIP, and insurance agents.

Medicare eligibility and enroliment
options

Individuals are eligible for Medicare either because
they have turned 65, they are disabled and have
received Social Security disability insurance payments
for two years, they have been diagnosed with end-stage
renal disease (ESRD), or they have just begun to receive
disability insurance payments and have a diagnosis of
amyotrophic lateral sclerosis (ALS). In 2022, 88 percent
of beneficiaries were eligible for Medicare because of
their age, 11 percent because they were disabled, and

1 percent because of an ESRD diagnosis (Medicare
Payment Advisory Commission 2025a).

Eligible individuals are entitled to Medicare Part A,
which helps pay for inpatient hospital stays, post-
acute care following those hospital stays, and hospice
care. Part A is available to 99 percent of Medicare
beneficiaries without a monthly premium because they

or their spouse or parent paid Medicare payroll taxes
for at least 10 years (40 quarters) (Centers for Medicare
& Medicaid Services 2025b).2 Individuals entitled to
Medicare Part A due to age, ESRD, or disability who do
not meet the required years of payroll taxes must pay
a monthly premium.® In 2026, the full Medicare Part A
premium is $565 per month (Centers for Medicare &
Medicaid Services 2025j).

Eligible individuals can also enroll in Medicare Part B,
which helps pay for clinician and other outpatient
services. For most beneficiaries (including those in an
MA plan), the Part B premium is deducted from their
monthly Social Security benefits.* In 2026, the standard
Part B premium is $202.90 per month for beneficiaries
with a modified adjusted gross annual income of up to
$109,000 (or $218,000 for a married couple) (Centers
for Medicare & Medicaid Services 2025b). Beneficiaries
with higher incomes pay higher Part B premiums,
known as the income-related monthly adjustment
amount (IRMAA) (Table 2-1) (Centers for Medicare

& Medicaid Services 2025b). The standard Part B
premium amount is the same for individuals entitled to
Medicare due to age, disability, or ESRD.

Prescription drug coverage is available through Part D,
either through stand-alone prescription drug plans
(PDPs) or MA plans that include drug coverage. Part D
enrollees with higher incomes are also required to pay
higher premiums due to the Part D IRMAA, based on
the same income thresholds used for Part B premiums.
The average stand-alone PDP premium in 2026 was
estimated at $44 per month, while the average cost

of the Part D portion of an MA premium was S9 per
month (Medicare Payment Advisory Commission 2026).

Once enrolled in Medicare, beneficiaries can choose
to continue in FFS Medicare (Part A, Part B, and Part
D) or enroll in MA plans (known as Part C, which
bundles Part A, Part B, and usually Part D together). In
addition to covering basic Part A and Part B services,
MA plans may provide “supplemental” benefits to their
enrollees, such as reduced cost sharing for Part A and
Part B services, reduced Part B and Part D premiums,
enhanced Part D benefits, and other benefits not
covered under FFS Medicare such as dental, vision,

or hearing services (Medicare Payment Advisory
Commission 2025b). Beneficiaries who enroll in FFS
Medicare may be eligible for Medicaid, purchase
secondary insurance such as Medigap, or obtain
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TABLE

2-1 Part B income-related monthly adjustment amounts, 2026
Income-related Total

Beneficiaries who file Beneficiaries who file monthly monthly
individual tax returns with modified joint tax returns with modified adjustment premium
adjusted gross income of: adjusted gross income of: amounts amounts
Less than or equal to $109,000 Less than or equal to $218,000 $0.00 $202.90
Greater than $109,000 and less than Greater than $218,000 and less than $81.20 $284.10
or equal to $137,000 or equal to $274,000
Greater than $137,000 and less than Greater than $274,000 and less than $202.90 $405.80
or equal to $171,000 or equal to $342,000
Greater than $171,000 and less than Greater than $342,000 and less than $324.60 $527.50
or equal to $205,000 or equal to $410,000
Greater than $205,000 and less than Greater than $410,000 and less than $750,000 $446.30 $649.20
$500,000
Greater than or equal to $500,000 Greater than or equal to $750,000 $487.00 $689.90

Note: The modified adjusted gross income is an individual's total (gross) income from all sources with certain adjustments from the most recent
federal tax return, generally two years prior (Social Security Administration 2024a).

Source: Centers for Medicare & Medicaid Services 2025k.

employer- or union-sponsored insurance coverage that
supplements the Medicare benefit package.

Beneficiaries who qualify for both Medicare and
Medicaid are known as “dually eligible beneficiaries”
Medicaid is a joint federal and state program designed
to help people with low incomes obtain the health
care they need. For dually eligible beneficiaries,
Medicare is the primary payer for acute and post-
acute services and Medicaid provides varying levels
of assistance with Medicare premiums and cost
sharing. For many beneficiaries, Medicaid also covers
services not included in the Medicare benefit, such as
long-term services and supports (Medicare Payment
Advisory Commission and the Medicaid and CHIP
Payment and Access Commission 2025). A total of 13.6
million individuals were dually eligible for Medicare
and Medicaid benefits in at least one month of 2022
(Medicare Payment Advisory Commission and the
Medicaid and CHIP Payment and Access Commission

2025). Dually eligible beneficiaries are more likely
than non-dually eligible beneficiaries to be enrolled
in a Medicare managed care plan and less likely to
have other secondary coverage, such as employer-
sponsored coverage or Medigap (Medicare Payment
Advisory Commission 2025a).

Under mandatory Medicaid eligibility pathways
referred to as Medicare Savings Programs (MSPs),
dually eligible beneficiaries qualify for assistance

that is limited to payment of Medicare premiums

and, in some cases, Medicare cost sharing. There are
four MSPs with differing requirements: the Qualified
Medicare Beneficiary Program, Specified Low-Income
Medicare Beneficiary Program, Qualifying Individual
Program, and Qualified Disabled and Working
Individual Program. States have the authority to expand
eligibility for MSP benefits by using less restrictive
methodologies for counting income and assets. As of
August 2025, 18 states and the District of Columbia
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have expanded eligibility for MSPs (Medicare Payment
Advisory Commission and the Medicaid and CHIP
Payment and Access Commission 2025).

Individuals may also qualify for Part D’s low-income
subsidy (LIS), also referred to as the Medicare Part D
Extra Help program, which assists individuals with
limited income and resources with payment for Part D
premiums and cost sharing. Individuals receive the LIS
automatically if they have full Medicaid coverage, have
help from their state in paying their Part B premiums
through an MSP, or are receiving Supplemental
Security Income (SSI) payments from Social Security,
while other individuals need to apply (Centers for
Medicare & Medicaid Services 2025f). Individuals
qualifying for the LIS will be automatically enrolled in a
PDP if they do not have one already.

Seventeen states also have State Pharmaceutical
Assistance Programs (SPAPs), which help pay
prescription drug-related costs for certain populations
with limited financial resources, including older adults
(Centers for Medicare & Medicaid Services 2026b,
McSpadden 2024). SPAPs typically pay for services

that wrap around Part D coverage but vary by state.
Individuals apply to their state to enroll in the MSPs
and SPAPs.

Complex enroliment environment with
financial implications

The Medicare eligibility notification process has

been historically tied to eligibility for Social Security.
Individuals already receiving Social Security benefits
are notified of their eligibility and automatically
enrolled in Medicare Part A and Part B. Historically,
eligibility for both Medicare and Social Security

full retirement benefits generally began at age 65.
However, as the age for full retirement benefits from
Social Security has gradually increased, a growing
number of individuals become eligible for Medicare
before they begin to collect Social Security benefits.
For these individuals, there is no automatic enrollment
in Medicare and historically they were not notified

of their eligibility for coverage when they turned

65. Individuals who do not enroll in Medicare Part A
(if applicable because they must pay a premium for
Part A), Part B, or Part D during their initial enrollment

period (IEP) (i.e., seven-month window around turning
65) will owe late-enrollment penalties, typically

for the rest of their lives, after they eventually do
enroll, unless certain circumstances (such as having
delayed enrollment because they were covered by

an employer’s group health plan) make them eligible
for a special enrollment period (SEP). After the IEP,
beneficiaries may continue to face enrollment and
coverage decisions during different periods over

their lifetime, such as the MA initial coverage period;
the Medigap enrollment period; general enrollment
period (GEP); annual enrollment period (AEP); the open
enrollment period (OEP) that applies to MA enrollees;
and any SEPs that may apply depending on the
individual’s circumstances. These enrollment periods
can add to the complexity of a beneficiary’s choices
both because they occur at different times throughout
the year and because the requirements for each period
often differ by the Medicare part. After their initial
enrollment, beneficiaries selecting MA or Part D may
join, switch, or drop their plans only during certain
times of the year unless an SEP applies. Beneficiaries
generally have few opportunities after their IEP to
enroll in a Medigap plan without medical underwriting,
meaning their initial decision of whether to enroll can
have long-lasting implications.

A growing number of individuals need to
take steps to enroll in Medicare

The Medicare automatic enrollment process has

been historically tied to eligibility for Social Security.®
Individuals who are about to reach age 65 and receive
Social Security benefits are notified of Medicare
eligibility and automatically enrolled in Medicare Part A
and Part B when they turn 65.” Individuals who do

not receive Social Security benefits at age 65 are not
automatically enrolled in Medicare Part A and Part B
and need to take steps to enroll, and historically, these
individuals may not have been notified of the need to
take action.

The Social Security Administration (SSA) is responsible
for determining the Medicare eligibility of individuals
and for notifying CMS of their enrollment. If individuals
are receiving or have applied for Social Security
benefits four months before they turn 65, the SSA

will send their records to CMS four months before
they turn 65. CMS notifies these individuals about
their automatic enrollment in Part A and Part B and
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sends the IEP package to the individual three months
before the month the individual turns 65. This package
includes the “Welcome to Medicare” letter, the
Welcome to Medicare booklet that provides an overview
of the Medicare program, the Medicare card, and a Part
B refusal card and return envelope for those enrollees
who do not wish to be enrolled in Part B (Social
Security Administration 2024b). In a separate mailing,
CMS also sends the Medicare & You handbook to these
individuals. Only individuals who receive or have
applied for Social Security benefits four months before
turning 65 are automatically enrolled in Medicare when
they first become eligible.

The Social Security Amendments of 1983 gradually
raised the full retirement age for Social Security
benefits, also known as the Old-Age, Survivors, and
Disability Insurance (OASDI) Program, from 65 to 67.
The age for full retirement benefits for individuals born
in 1960 or later is 67, although individuals can retire
early and collect reduced Social Security benefits
beginning at age 62. Individuals receiving Social
Security benefits four months before turning 65 will be
notified of their Medicare eligibility and automatically
enrolled in Medicare at age 65.

Historically, most individuals were receiving full
retirement benefits from Social Security at age 65,
which is the same age for Medicare eligibility, so

the majority of eligible individuals were notified

of Medicare eligibility and automatically enrolled.
However, the share of 65-year-olds receiving Social
Security has decreased over the last few decades,
falling from 92 percent in 2002 to 60 percent in 2016
(Medicare Payment Advisory Commission 2019). The
increase in the age for full Social Security benefits
means that Medicare-eligible individuals not receiving
Social Security benefits four months before turning 65
are not automatically enrolled in Medicare at age 65.
This situation was not a problem historically because
the eligibility age for the two programs was aligned. As
the age of eligibility for full Social Security benefits has
risen, many people are still working at age 65 and are
delaying Social Security.

Individuals who are not automatically enrolled in
Medicare at age 65 must take active steps to enroll.
These individuals may use one of the following
methods to enroll: apply on the SSA website, complete
a form and mail or fax the form to the local Social

Security office, call the SSA to set up an appointment,
or visit the local Social Security office (Centers

for Medicare & Medicaid Services 20250). Of the
approximately 3.6 million individuals who turned 65
in 2012 (as projected by the Census Bureau), based on
previous analysis, we estimate that 30 percent, or 1.1
million, were not receiving Social Security benefits
and may not have been notified of the need to enroll
in Medicare (Medicare Payment Advisory Commission
2019, Census Bureau 2012).

In December 2021, the SSA and CMS began
collaborating on an outreach campaign to send emails
to individuals approaching age 65 who are not yet
receiving Social Security benefits to remind them of
the need to enroll in Medicare. Originally the campaign
was limited to individuals who had established an
online “my Social Security account” with the SSA, but
the campaign has since been broadened to include
any individuals who have provided an email address to
the SSA. Individuals who have an email address on file
with the SSA and are approaching 65 years old receive
monthly email reminders about the need to enroll in
Medicare on time and avoid penalties.?

The disconnect between the applicable age for
Medicare eligibility and the full retirement age for
Social Security means that an increasing number of
Medicare-eligible individuals will not be automatically
enrolled in Medicare and may be unaware of their
eligibility status because they did not take action

to enroll. Some individuals who registered an email
address with the SSA may not receive or see an email
regarding the need to enroll. These individuals could
be at risk for gaps in coverage and late-enrollment
penalties that may be imposed for the rest of their lives.

In addition, some individuals find it confusing that
they must enroll in Medicare through the SSA but that
once they have enrolled, the relevant federal agency
to contact is CMS. Individuals will also interact with
private-insurance companies if they select Medicare
Advantage, Part D, or Medigap, potentially leading to
further confusion.

Multiple enroliment periods and potential
late-enrolilment penalties

Once an individual becomes eligible for Medicare,
they must make many complex enrollment decisions
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that may affect coverage and cost for the rest of their
lives. Generally, individuals who do not enroll in Part B
or Part D during their IEP will owe late-enrollment
penalties if they eventually do enroll and are ineligible
for a SEP. Beneficiaries selecting MA may join, switch,
or drop their MA plan only during certain times of the
year unless an SEP applies.

Beneficiaries generally have few opportunities, after
their IEP, to enroll in a Medigap plan without medical
underwriting, meaning their initial decision of whether
to enroll can have long-lasting implications. There are
guaranteed-issue protections during a one-time six-
month Medigap enrollment period that begins when a
person is 65 or older and newly enrolled in Medicare
Part B, as well as during periods precipitated by certain
events, including periods that may vary by state.
Outside of these periods, a Medigap policy may not be
available to purchase due to medical underwriting in

states without additional guaranteed-issue protections.

In our June 2019 report to the Congress, we examined
a cohort of 2.9 million beneficiaries we followed who
turned 65 in 2012 and were enrolled in Medicare Part
A and/or Part B sometime between 2012 and 2017
(Medicare Payment Advisory Commission 2019). By
2017, about 40,000 beneficiaries—roughly 1.5 percent
of the 2012 cohort—were paying Part B late-enrollment
penalties. We found that about 20 percent of those
paying penalties in 2017 also delayed enrolling in

Part A and may not have been notified of the potential
penalties for delaying Part B when they turned 65
(Medicare Payment Advisory Commission 2019).

Enroliment periods

Beneficiaries make many complex enrollment decisions
during different periods over their lifetime, both when
they are first eligible for Medicare and later when they
can change aspects of their coverage. The following
enrollment periods are available to beneficiaries:

e the IEP for Part A, Part B, and Part D, the seven-
month window around turning 65;

e aninitial coverage period for MA (known as the
initial coverage election period) once an individual
enrolls in Part A and Part B;

e a GEP for Part A and Part B;

e the AEP for MA and Part D;

* the MA open enrollment period, an annual period
for people already enrolled in MA to switch;

* aMedigap enrollment period when federal
guaranteed-issue rights are available; and

* any SEPs or guaranteed-issue rights that may apply
depending on the individual’s circumstances.

These enrollment periods can add to the complexity of
a beneficiary’s choices because they occur at different
times throughout the year and may depend on the
beneficiary’s circumstances.

Enroliment periods when an individual first becomes
eligible for Medicare When an individual first becomes
eligible for Medicare, they have different periods in
which they can enroll in Part A, Part B, and Part D,
select MA coverage, and purchase a Medigap policy
with guaranteed issue (Table 2-2).

Initial enrollment period When aged individuals are
first eligible for Medicare, they have a seven-month
IEP to sign up for Part A, Part B, and Part D. The seven-
month IEP begins three months before the month an
individual turns 65, includes the month they turn 65,
and ends three months after the month they turn 65.
For aged individuals who enroll before the month they
turn 65, Part A and Part B coverage begins the month
when the individual turns 65. For aged individuals who
enroll the month they turn 65 or during the six months
after, Part A coverage will begin at age 65 and Part B
coverage will begin the month after enrollment. Aged
individuals who do not have to pay a premium for Part
A and who miss the IEP may sign up for Part A anytime
after they turn 65, and the Part A coverage starts six
months before Part A enrollment or when they apply
for benefits from Social Security (Centers for Medicare
& Medicaid Services 2024f). For individuals who must
pay a premium for Part A, coverage begins the next
month after enrollment. Generally, Part D coverage

is effective the first of the month following the plan’s
receipt of the enrollment request, assuming the
individual is enrolled in Part A and /or Part B.

After the IEP, beneficiaries face penalties for late
enrollment unless an SEP applies. Beneficiaries will pay
a Part B late-enrollment penalty for each full 12-month
period during which the individual could have been
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TABLE
2-2

Enrollment period Description

Medicare initial enrollment periods when turning 65

Length of time

First period for beneficiary to enroll
in Part A, Part B, and Part D

Initial

7-month window around turning 65 (3 months before
birth month, birth month, and 3 months following the
birth month) or, for Part D, the 7-month window around
initial Part A and/or Part B enrollment

First period to enroll in MA after
initial Part A and Part B enrollment

MA initial coverage

Concurrent with the IEP unless the individual does not
enroll in Part B during the IEP, then the 3-month period
before enrolling in Part A and Part B for the first time
through the 2-month period after eligibility for MA or the
end of the IEP, whichever is later

Medigap First period to purchase a Medigap 6-month window beginning after the individual is 65 and
policy with guaranteed issue is also enrolled in Part B
Note: MA (Medicare Advantage), IEP (initial enrollment period). This table does not include relevant time frames that may apply for individuals with

end-stage renal disease or disabilities.

Source: Centers for Medicare & Medicaid Services 2024e, Centers for Medicare & Medicaid Services 2024f.

enrolled in Part B (not including the IEP).? Beneficiaries
will pay a Part D late-enrollment penalty if they go
without Part D or other creditable prescription drug
coverage for any period of 63 or more days in a row
during which the individual could have been enrolled in
Part D (not including the IEP). Creditable prescription
drug coverage is coverage that is expected to pay,

on average, at least as much as Medicare’s standard
prescription drug coverage (Centers for Medicare &
Medicaid Services 2025q).

For example, an individual born on June 10, 1955, turned
65 on June 10, 2020, when the full retirement age is 66
years and two months. Assuming this individual does
not receive Social Security benefits before the full
retirement age, they will not be automatically enrolled
and will need to initiate enrollment on their own. In
this example, the individual does not have to pay a
premium for Part A. Their IEP begins in March 2020
(three months before their birthday) and concludes at
the end of September (three months after their birth
month). If this individual enrolls in Part A and Part B
and requests to enroll in a PDP in April 2020, then

Part A, Part B, and Part D coverage will begin in June
2020. If the individual enrolls in Part A and Part B and
requests to enroll in a PDP on August 14, 2020, then the
individual’s Part A coverage will begin in June 2020, and
the Part B and Part D coverage will begin in September
2020. This individual would not be subject to late-
enrollment penalties.

Individuals entitled to Social Security benefits based on
disability are automatically enrolled in Part A and Part B
after receiving disability benefits for 24 months, except
those with ALS, who are entitled to Part A and Part B
the first month they are entitled to disability benefits
and are automatically enrolled then.

Individuals entitled to Part A and Part B based on

ESRD begin their Medicare coverage at different times,
depending on whether the individual is on dialysis

or getting a kidney transplant. If the individual is

on dialysis, Medicare coverage usually starts on the
first day of the fourth month of a regular course of
dialysis (after a three-month waiting period) or the
first month a regular course of dialysis begins if the
individual engages in home dialysis training, the doctor
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expects the individual to finish training and do dialysis
treatments at home, and the individual maintains a
regular course of dialysis (Centers for Medicare &
Medicaid Services 2025e). In addition, if an individual
has employer or union group health coverage and
becomes eligible for Medicare because of permanent
kidney failure, there is a coordination period of 30
months in which the employer or union coverage pays
first and Medicare pays second (Centers for Medicare
& Medicaid Services 2025e). If the individual is getting
a kidney transplant, Medicare coverage can begin the
month of kidney transplant or two months before the
month of transplant if the individual was hospitalized
during those months in preparation for the transplant
(Centers for Medicare & Medicaid Services 2025e).

Beneficiaries who qualify for Medicaid or the MSPs or
who are eligible for Medicare due to ESRD do not pay
the Part A (applicable only to those paying a premium
for Part A) or Part B late-enrollment penalties.'°

Previously, individuals may have enrolled in a high-
deductible health plan along with a health savings
account (HSA), which is a tax-advantaged account
that is used to pay for certain medical expenses

not covered by insurance, such as deductibles and
coinsurance (Congressional Research Service 2020).
Once enrolled in Medicare, individuals can no longer
contribute to an HSA, and any contributions made
after Medicare enrollment are known as excess
contributions and subject to a tax penalty (Internal
Revenue Service 2025). Individuals can withdraw the
excess contribution before their tax filing date for the
year the contributions were made. Some individuals
contributing to an HSA may not realize that when
they enroll in Medicare Part A, the enrollment will

be retroactive to the previous six months (or to the
age of 65, whichever is shorter). If these individuals
do not stop their HSA contributions before Medicare
enrollment or withdraw their excess contributions by
the applicable tax filing date, they will be subject to tax
penalties.

MA initial coverage period for people who have just
enrolled in both Part A and Part B Beneficiaries are
eligible to enroll in an MA plan after having initially
enrolled in both Part A and Part B. For beneficiaries
who enrolled in Part A during their IEP but not Part B,
there is an initial coverage period for MA enrollment
for beneficiaries newly enrolled in Part B that begins
three months before the beneficiary first has both

Part A and Part B and ends two months after the
beneficiary first has both Part A and Part B or the last
day of the Part B IEP, whichever is later. During this
period, beneficiaries can enroll in an MA plan with or
without drug coverage. Beneficiaries who desire MA
coverage but missed their IEP to enroll in Part A and
Part B or missed the MA initial coverage period after
first enrolling in Part A and Part B, and are ineligible
for an SEP, must generally wait for the AEP described
below (October 15 through December 7) to enroll in MA,
effective January 1. Individuals enrolling in a Medicare
Advantage Prescription Drug plan (MA-PD) plan after
going 63 days without Part D or creditable coverage
may pay a late-enrollment penalty for Part D.

Individuals paying a late-enrollment penalty for Part

B or Part D (or Part A if they are paying a premium for
Part A) must continue to pay those late-enrollment
penalties after they enroll in MA, as applicable. There
are no MA late-enrollment penalties, so individuals
enrolling in MA at any time after they were first eligible
to enroll do not pay any additional penalties, beyond
any late Part B or Part D (or Part A if they are paying a
premium for Part A) enrollment penalties.

Part D initial coverage period for people who have just
enrolled in either Part A or Part B A beneficiary must
enroll in either Part A or Part B to be eligible to join a
PDP. If the beneficiary does not enroll in a PDP during
the seven months around turning 65, the individual
may enroll in a PDP during the seven-month period
around when the individual became eligible to enroll
in a PDP because the individual enrolled in Part A and/
or Part B. If the beneficiary remains in FFS Medicare
and misses the IEP and is ineligible to enroll during
an SEP, the beneficiary may next enroll during the
AEP described below (October 15 through December
7). Beneficiaries who enroll in Part D 63 days or more
after their IEP and do not have creditable coverage
face late-enrollment penalties and a gap in coverage.
Beneficiaries who qualify for the LIS do not pay the
Part D late-enrollment penalty.

For example, an individual turning 65 on June 10,

2020, who was not notified of Medicare eligibility or
automatically enrolled, learns that they are entitled to
Part A after the IEP (March 2020 through the end of
September 2020) has concluded. This individual enrolls
in Part A in May 2022. They do not pay a premium for
Part A and choose not to enroll in Part B or Part D at the
same time because of the premiums. In October 2022,
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they decide that they would like to enroll in a combined
MA and prescription drug plan. However, they have

not yet enrolled in Part B, which is required before MA
enrollment. Unless an SEP applies, this individual will
have to wait until the next GEP (January 1, 2023, through
March 31, 2023) to enroll in Part B and will be subject to
Part B late-enrollment penalties. If this individual enrolls
in Part B in February 2023, Part B coverage starts on
March 1, 2023. The MA initial coverage period after the
individual first has Part A and Part B coverage begins in
December 2022 and ends in April 2023. If this individual
requests MA enrollment on March 15, 2023, MA coverage
begins on April 1, 2023. If the individual, after starting
Part B coverage on March 1, 2023, decides not to enroll
in MA before April 30, 2023 (including a combined MA
and prescription drug plan), and stays in FFS Medicare
instead, the individual will have to wait until the AEP
described below (October 15 through December 7, 2023)
to enroll in a PDP for coverage effective on January 1,
2024, unless an SEP applies. This outcome results

from missing the Part D initial coverage period after
becoming eligible for Part D when they first obtained
Part A in May 2022. In addition to Part B late-enrollment
penalties, this individual will be subject to Part D late-
enrollment penalties.

Medigap enrollment Individuals in FFS Medicare
seeking insurance to cover any cost sharing may
choose to enroll in Medigap. Federal law allows
Medigap enrollment with guaranteed-issue protections
during a one-time six-month Medigap enrollment
period that begins with the first day of the first

month on which an individual is 65 or older and is

also enrolled in Medicare Part B. Generally, during the
Medigap enrollment period, a beneficiary may buy any
Medigap policy sold in the beneficiary’s state from any
insurer that is licensed in that state to sell one without
medical underwriting (known as “guaranteed issue”).

After Medigap enrollment, an insurer cannot make
beneficiaries wait for coverage to start, except for
coverage related to a preexisting condition. In some
cases, the insurer can delay coverage of out-of-pocket
costs for preexisting conditions for up to six months,
called a “preexisting-condition waiting period.” After
six months, the Medigap policy will cover the out-of-
pocket costs for services related to the beneficiary’s
preexisting condition. However, if a beneficiary is
buying a Medigap policy to replace certain kinds

of health coverage that Medigap deems “creditable
coverage, such as employer-sponsored insurance or a
commercial plan, the beneficiary can avoid or shorten
the preexisting-condition waiting period.

State law determines whether insurers must offer
Medigap policies to individuals under age 65. Thirty-
Six states require insurers to offer at least one kind
of Medigap policy without medical underwriting to
Medicare beneficiaries under age 65 with disabilities
during a Medigap enrollment period (CSG Actuarial
2025). Seven states (Hawaii, Kansas, New Jersey,
Oklahoma, Oregon, Pennsylvania, Virginia) offer
eligibility for at least one plan for beneficiaries under
age 65 when they are first eligible for Part B, at the
same Medigap premium as for beneficiaries ages 65
and older (CSG Actuarial 2025). Individuals under age
65 with disabilities will have guaranteed-issue rights
when they turn 65 and may obtain a new Medigap
policy at that time with a premium set at the state’s
rate for 65-year-olds.

Enrollment periods when Medicare beneficiaries can
change their coverage There are periods of time
throughout the year when beneficiaries can change
some of their coverage: the GEP for Part A and Part B;
the AEP for MA and Part D; the OEP for enrollees in
MA,; and the SEPs for Part A, Part B, Part D, and MA, and
Medigap guaranteed-issue rights (Figure 2-1, p. 52).

Annual enrollment period for Medicare Advantage and
prescription drug plans Each year during the AEP,
which occurs from October 15 through December 7, all
individuals enrolled in Part A and /or Part B may join
or switch MA plans or PDPs or return to FFS Medicare.
(Beneficiaries face some issues related to switching
between MA and FFS, which are discussed later in

the chapter.) Individuals may change their minds and
switch plans multiple times during the AEP. The last
selection made during the AEP is effective. This new
coverage begins January 1 of the following year.

The Social Security Act requires the Part B premium
for the following year to be announced in September;
occasionally, however, the premium amount is
announced in November, which leaves less time for
beneficiaries to review their budget and plan options.
MA plans or PDPs can make changes to their plans each
year, such as changes to their cost-sharing amounts

or to which providers and pharmacies are in their
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Enroliment periods when Medicare beneficiaries can change their coverage

Annual

Annual period for all
enrollees to join, switch, or
drop MA or Part D plans

General

After missing the IEP,
the next period to enroll
in Part A and Part B

MA Open

Annual period for MA

enrollees to switch or m
drop MA plans

Special

All programs have federal
SEPs, and Medigap may
have additional state
enrollment periods

Varies depending on the individuals’ circumstances

Note: MA (Medicare Advantage), IEP (initial enrollment period), SEP (special enrollment period). The annual enrollment period is also commonly referred
to as the “open enrollment period.” This figure does not include relevant time frames that may apply for individuals with end-stage renal disease or

disabilities.

Source: Centers for Medicare & Medicaid Services 2024f.

networks. Individuals currently enrolled in plans should
review the materials their plans send them, like the
“Evidence of Coverage” and “Annual Notice of Change”
documents as well as the “Summary of Benefits”
document. If their plans are changing, individuals should
make sure their plans will still meet their needs for the
following year. Those beneficiaries who are satisfied
with their current plan do not need to do anything
during the AEP to remain in their current plan.

General enrollment period for people who did not

enroll in Part B (or Part A if they must pay a premium)
during their IEP Individuals who are not automatically
enrolled or did not enroll in Part A during their IEP can
enroll in Part A at any time after they are first eligible
for coverage if they do not have to pay a premium for
Part A. Aged individuals who did not enroll in Part B (or

Part A if they must pay a premium for Part A) during
their IEP and are not eligible for an SEP can enroll in
Part A and/or Part B between January 1 and March 31,
known as the GEP. Coverage for individuals enrolling
during the GEP begins the first day of the month
following the month of enrollment. These individuals
may face lifelong Part B late-enrollment penalties for
not enrolling when they were first eligible and may
experience a gap in their coverage. Beneficiaries who
qualify for Medicaid or the MSPs or are eligible for
Medicare due to ESRD do not pay the Part A premium
(if applicable) or Part B premium or penalties.

Open enrollment period for people enrolled in Medicare
Advantage Individuals enrolled in an MA plan may
switch their plan or return to FFS Medicare and join

a PDP during the OEP, which occurs from January 1
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TABLE
2-3

Part of the

Medicare program  Penalty description

Medicare’s late-enroliment penalties vary in amount and duration, 2026

Penalty amount per
month after delayed

enrollment for 12 months Duration

Part A 10% of Part A premium (up to $565 per $56.50 Twice the number of
month depending on the number of uncovered years
work credits)

Part B 10% of Part B premium ($202.90 per $20.30 As long as the individual
month) for each full 12-month period of retains Part B coverage
delayed enrollment

Part C See Part B and Part D (and Part A if See Part Band Part D See Part Band Part D
paying a premium for Part A)* (and Part A if paying a (and Part A if paying a

premium for Part A)* premium for Part A)*
pPart D 1% of Part D national base beneficiary $4.70 As long as the individual
premium ($38.99 per month) for each retains Part D coverage
uncovered month
Note: * Beneficiaries enrolled in a Medicare Advantage plan (Part C) continue to pay Part B and Part D (and Part A if paying a premium for Part

A) premiums and any late-enrollment penalties associated with them. Penalties associated with late enrollment in Part A are not common
because 99 percent of Medicare enrollees are eligible for premium-free Part A and face no late-enrollment penalties. The monthly penalty is
always rounded to the nearest $0.10. This table shows the amount of the penalty in 2026, but the amount of the penalty will increase each year

as the premium increases.

Source: Centers for Medicare & Medicaid Services 2025a, Centers for Medicare & Medicaid Services 2025b.

through March 31 of each year. This coverage is
effective the first of the month after the plan receives
the request to enroll. This period is an opportunity for
individuals enrolled in an MA plan who wish to change
plans or return to FFS Medicare. Any individual enrolled
in an MA plan, whether they recently enrolled during
the previous AEP or have been enrolled in the plan for a
long time, may use this period. Individuals may switch
plans or return to FFS Medicare only one time during
this period.

Special enrollment periods and situations specific

to Medigap There are a variety of Medicare SEPs,
which apply in certain situations when an individual
may need to enroll or change their enrollment due

to circumstances often beyond their control. Each

SEP has detailed requirements that must be met to
qualify. However, not every circumstance that may
affect insurance coverage has an SEP. Circumstances
that often qualify for an SEP include a coverage gain or

loss, an error made by a party advising the individual,
changes in the individual’s location, certain changes
made to the MA or PDP plan, or other exceptional
circumstances. We discuss three common situations
in Appendix 2-A (p. 81): no longer being covered by

an employer’s group health plan, trial rights, and a
significant change in a plan’s provider network, as well
as issues specific to Medigap.

Late-enroliment penalties

Late-enrollment penalties are different for Medicare
Part A, Part B, and Part D (Table 2-3). Late-enrollment
penalties only apply to Part A if an individual must pay
a premium. Most individuals do not pay a premium
for Part A and would not be subject to a late-
enrollment penalty.

If an individual has to pay a premium for Part A but
did not enroll in Part A when first eligible during their
IEP, they may have to pay a higher monthly premium
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if they decide to enroll later. The monthly premium for
Part A may increase up to 10 percent. The individual
will have to pay the higher premium for twice the
number of years that the individual could have had Part
Abut did not enroll. SEPs may apply depending on the
circumstances.

If an individual did not sign up for Part B when

first eligible, the individual may have to pay a late-
enrollment penalty for as long as the individual has
Medicare. The individual’s monthly premium for Part B
will go up 10 percent for each full 12-month period that
the individual could have had Part B but did not enroll.
Penalties accrue only after a full 12-month window in
which the individual was eligible but did not enroll.
SEPs may apply depending on the circumstances.
Beneficiaries who qualify for Medicaid or the MSPs or
are eligible for Medicare due to ESRD do not pay the
Part B penalty.

Beneficiaries can enroll in an MA plan after having
enrolled in both Part A and Part B without incurring

an additional late-enrollment penalty for delayed MA
enrollment. However, individuals facing a Part B or Part
D (or Part A if applicable) late-enrollment penalty must
continue to pay those penalties after enrolling in an MA
plan, as applicable.

A person may owe a late-enrollment penalty if, after
their IEP (when they first enroll in Medicare Part

A and/or Part B), they go without Part D or other
creditable prescription drug coverage for any period of
63 or more days in a row. The penalty is calculated by
multiplying 1 percent of the national base beneficiary
premium ($38.99 in 2026) by the number of full,
uncovered months that the person did not have Part D
or creditable coverage.!! The monthly penalty is added
to the monthly Part D premium. SEPs may apply
depending on the circumstances. Beneficiaries who
qualify for Part D’s LIS do not pay the Part D penalty.

For those individuals who must pay a Part A premium,
the penalty applies for only twice the number of
uncovered years. In contrast, the Part B and Part D
penalties are incurred for as long as the beneficiary
maintains Medicare coverage (with certain exceptions
described previously). In general, relatively few
beneficiaries face late-enrollment penalties. In 2021,
roughly 0.05 percent of Part A enrollees (30,000
people), 1.3 percent of Part B enrollees (779,000 people),

and 5 percent of Part D enrollees (2.5 million people)
paid a penalty (Komisar and Lind 2024).

In 2021, for Part B enrollees, the average late-
enrollment penalty equaled 27 percent of the standard
premium (Congressional Research Service 2022).
Assuming the average Part B penalty is also 27 percent
in 2026, we estimate that the average Part B penalty
this year is about $55 per month. As for Part D, using
Medicare enrollment data, we found that the average
late-enrollment penalty in that program has grown
over time, from 27 percent of the base beneficiary
premium in 2014 to 36 percent in 2024. Assuming some
continued growth, we estimate that the average Part D
penalty in 2026 equals 37 percent of the base premium,
or roughly $14 per month.

Factors affecting the choice to enroll
in or switch between FFS Medicare
and MA

After a beneficiary has enrolled in Medicare, they
must choose between receiving benefits from the
FFS Medicare program or from private plans through
the MA program. Within the FFS and MA coverage
options, beneficiaries face additional decisions.
Beneficiaries who enroll in FFS Medicare often buy
Medigap insurance to protect themselves against
cost-sharing liabilities. Beneficiaries selecting
Medigap choose from 10 standardized Medigap plan
types, and there are numerous insurers offering
each plan type (see text box, pp. 56-57, on Medigap
policies) (Centers for Medicare & Medicaid Services
2025d). Beneficiaries enrolling in FFS Medicare may
also select a stand-alone PDP for prescription drug
coverage. Beneficiaries choose from an average of

11 PDPs in their region with differing formularies

and benefit structures (Medicare Payment Advisory
Commission 2026). Within MA, beneficiaries choose
from an average of 39 plans (offered by an average of
eight insurers) available in their area. Beneficiaries
mainly choose from health maintenance organizations
(HMOs) or preferred provider organizations (PPOs),
which can have differing cost-sharing and provider-
network requirements (Medicare Payment Advisory
Commission 2025c).1? Most MA plans offer Part D and
some supplemental benefits.
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About 90 percent of people under the age of 65

have health care coverage either through employer-
sponsored insurance, individual insurance, or Medicaid
(Tolbert et al. 2026). Thus, beneficiaries may have some
familiarity and experience with health insurance and
utilization management, such as prior authorizations,
when they enter the Medicare program. Even with

this experience, selecting Medicare coverage and

plans may be difficult because of differences in the
financial protections, access, and extra benefits
offered. As discussed below, researchers have found
that individuals have more difficulty selecting coverage
options when they have many choices.

Beneficiaries consider various factors when making

a choice to enroll in or switch between FFS Medicare
and MA, and when choosing among the plans within
those options, including financial protection, access

to care and specific providers, and extra benefits.
Beneficiaries weigh these factors, considering their
current health needs as well as future health needs that
may not be evident at initial enrollment. There may
also be financial implications, beyond the enrollment
penalties described above, that can make it difficult for
a beneficiary to switch from one MA plan to another or
from MA to FFS Medicare.

Research on consumer decision-making
has found that individuals have difficulty
making optimal decisions about health
coverage when they have many choices

Researchers have found that individuals have more
difficulty selecting a health plan when they have many
choices. Studies included in a review of the literature on
consumer decision-making for health plans have found
that, as the number of choices increases, individuals are
less likely to correctly identify the lowest-cost plan, less
likely to review all of their coverage options, and more
likely to select a plan that is clearly inferior to another
available plan (Taylor et al. 2016).!* Many of those

studies found that individuals had difficulties when the
number of choices increased. The same literature review
found that many people have difficulty understanding
concepts such as coinsurance and deductibles, tend to
put more emphasis on premiums over cost sharing when
picking plans, and are influenced by how plan choices
are presented.

Studies have also found that people are prone to status
quo bias, in that they remain enrolled in initial plan

choices even if prices change or if new, potentially
better choices become available. One study found that,
because of the difficulty associated with selecting a
plan, beneficiaries feel little incentive to reevaluate
their plan choice after achieving general satisfaction
with their plan (Stults et al. 2018). Another study that
analyzed MCBS and CMS Medicare Compare data
found that MA beneficiaries have a strong preference
for remaining with the same MA plan over time (Atherly
et al. 2020). The same study also found that, when
individuals did switch MA plans, they were more likely
to switch between plans offered by the same insurer
rather than switch between insurers.

One study that compared growth in MA enrollment
with growth in the number of MA plans found that
enrollment grew faster in areas where the increase in
the number of plans was relatively small (fewer than 15
plans), suggesting that beneficiaries were more likely
to enroll when they had a more manageable number of
choices (McWilliams et al. 2011). The same study also
found that beneficiaries with some degree of cognitive
impairment did a poorer job of selecting plans that
would minimize their out-of-pocket costs.

Since the literature described above was published,
there has been an increase in the development and
use of artificial intelligence (Al) and machine-learning
technologies to support people’s insurance-choice
decisions. Researchers are beginning to study how
Al-based decision support tools could affect plan
choice. For example, one study found that when an
Al-based machine-learning decision support tool was
used by skilled agents in a private retiree Medicare
insurance exchange selling MA plans, consumer costs
went down on average (i.e., annual premium and
predicted out-of-pocket costs) and heterogeneity
across agents’ performance was reduced (Gruber et
al. 2020). While the decision tool is a complement to
agents’ skill on average, this study found thatitis a
substitute across the skill distribution; “lower-quality
agents” provide better recommendations with an
Al-based tool than the top agents did without it. The
same study also found that individuals enrolled in plans
not recommended by the Al-based decision support
tool were more than twice as likely to switch plans
the following year compared with individuals who
enrolled in a recommended plan. As another example,
a randomized controlled trial of digital expert advice
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Medigap policies are standardized

eneficiaries with fee-for-service (FFS)
BMedicare can obtain a Medigap policy to

protect themselves against cost sharing
(e.g., 20 percent of Part B outpatient services).
Medigap policies are subject to federal and state
law and regulation. Unlike many other insurance
policies, all Medigap policies are standardized,
but the premiums can vary. Federal law specifies
10 standardized policies (Table 2-4), and Medigap
plans are names in most states by letters A-D, F,
G, and K-N, with the same letter offering the same
basic benefits. (In Massachusetts, Minnesota, and
Wisconsin, Medigap policies are standardized
differently.) This standardization facilitates
“apples-to-apples” comparisons among policies.
Some Medigap policies also cover services that

FFS Medicare does not cover except in limited
circumstances, like a portion of emergency medical
care when traveling outside the U.S. In 2024,
Medigap Plans F and G were the most popular plans,
with about 41 percent of beneficiaries with Medigap
in each of those plans.

Plan F, which is no longer available to new
policyholders eligible for Medicare after January
1, 2020, covers all cost sharing. Plan G is the
most comprehensive policy available to new
policyholders, covering the Part A deductible and
all cost sharing for Part A- and Part B-covered
services but not the Part B deductible, which is
$283in 2026. m

(continued next page)

in the context of prescription drug insurance found
that digital expert advice provided consumers with
information but also altered how consumers value
product features (Bundorf et al. 2024). With the digital
expert advice, consumers were more likely to switch
their plans and select a plan with lower expected
costs. However, researchers found that individuals for
whom they predicted the largest effects from exposure
to expertise were the least likely to demand such
expertise, which may signal that passively offering
these tools is unlikely to reach those who need the
most help navigating the selection of insurance.

Weighing financial protection, access to
care, and extra benefits

Beneficiaries in various focus groups and surveys
conducted by MedPAC and other researchers report
considering various factors when making a choice

of FFS or MA and the plans within those options,
including financial protection, access to care and
specific providers, and extra benefits (Freed et al. 2023,
Leonard et al. 2022, NORC at the University of Chicago

2025). Beneficiaries who enroll in MA accept provider
networks and utilization-management tools such as prior
authorization in exchange for lower premiums and an
out-of-pocket maximum, though they pay more if they
seek care from out-of-network providers. By contrast,
FES offers broader choice of providers with limited
utilization management but can expose beneficiaries to
high out-of-pocket costs unless they purchase additional
coverage. MA plans also typically offer a variety of extra
benefits not available in FFS, such as dental, vision,

and hearing benefits. While it can be challenging for
beneficiaries to understand each plan’s package of
supplemental benefits, these extra benefits help fill

gaps in Medicare coverage and appeal to beneficiaries.
Beneficiaries weigh these factors, considering their
current health needs as well as future health needs that
may not be evident at initial enrollment.

Beneficiaries may want to switch their Medicare
coverage or plan for a wide variety of reasons. Some of
those reasons could reflect changes in their personal
circumstances, such as a new diagnosis or a change in
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Medigap policies are standardized (cont.)

2-4 Covered benefits and out-of-pocket costs in standardized Medigap plans, 2024

Medigap standardized plan type

A B (of D F G K L M N
Part A hospital
coinsurance and costs v v v v v v v v v 4
Part B coinsurance or 4 4 4 v v v 50% 75% v $20/$50
cost sharing
Blood (first 3 pints) v v v v v v 50% 75% v v
Hospice coinsurance or v v v v v v 50% 75% v v
cost sharing
SNF coinsurance 4 4 4 4 50% 75% 4 4
Part A deductible v v v v v 50% 75% 50% v
Part B deductible v v
Part B excess charges 4 4
Foreign-travel 80% 80% 80% 80% 80% 80%
emergency
Out-of-pocket limit N/A N/A N/A N/A N/A N/A $7,220 $3,610 N/A N/A
Lives covered 109 134 405 146 5,084 5109 69 28 1 1,321
(in thousands)
Percentage enrolled 1 1 3 1 41 41 <1 <1 <1 n

Note: SNF (skilled nursing facility), N/A (not applicable). Three states (Massachusetts, Minnesota, and Wisconsin) have different plan types and
are not included in this chart. The ¥ indicates that the plan covers all cost sharing for that benefit. Percentages indicate that the plan
covers that share of the total cost sharing. The “$20/$50" indicates that the plan covers all but $20 for physician office visits and all but
$50 for emergency room visits. Plans C and F are no longer available to people new to Medicare on or after January 1, 2020. However,
those eligible for Medicare before January 1, 2020, but who have not yet signed up may be able to buy Plan C or Plan F. Plans F and
G offer a high-deductible plan in some states. Plans K and L show how much they will pay for approved services before a beneficiary
meets their out-of-pocket yearly limit and Part B deductible. After a beneficiary meets their out-of-pocket yearly limit and Part B
deductible, the plan pays 100 percent of the beneficiary’s cost. The enrollment percentages do not sum to 100 percent due to rounding.
The number of beneficiaries represented in this chart is 12.4 million.

Source: MedPAC analysis of National Association of Insurance Commissioners data 2024, Medicare Payment Advisory Commission 2025a.

financial circumstances. Beneficiaries may also want beyond the enrollment penalties described above, can
to switch their MA or Part D plans due to undesirable make it difficult for a beneficiary to switch from one
changes in their current plan or switch their Medigap MA plan to another or from MA to FFS Medicare.

policy if premiums increase. But financial implications,
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Financial protection

Most MA plans have lower premiums compared with
FFS with Medigap and PDP coverage. In 2026, more
than three-quarters of MA enrollment is projected
to be in “zero-premium” plans with drug coverage,
while FFS enrollees may pay, on average, a premium
of $217 per month for a Medigap policy and $44 per
month for a Part D plan (Freed et al. 2024b, Medicare
Payment Advisory Commission 2026, Medicare
Payment Advisory Commission 2025c).1*!® In 2024, the
average monthly MA-PD premium for all plan types
was $12 for HMO plans and $16 for local PPO plans
(Freed et al. 2024a).

MA plans may also attract some beneficiaries because
they typically have a different cost-sharing structure
than FFS. MA plans must have an annual cap on out-
of-pocket spending for in-network Part A and Part B
services, known as a maximum out-of-pocket (MOOP)
limit, while FFS does not have an annual cap.' In 2025,
the MOOP limit for in-network services was $9,350,

but many plans used some of the rebates they receive
under the MA payment system to offer a lower limit, and
the average MOOP limit for MA enrollees was $5,320
(Ochieng et al. 2025). Compared to FFS, many MA plans
also use rebates to reduce cost sharing for certain
services, such as primary care visits (where enrollees
often pay no cost sharing) and inpatient care. These
features provide some protection against high out-of-
pocket costs and may be appealing to beneficiaries who
either cannot or do not want to purchase a Medigap
policy. However, for beneficiaries who use more medical
services, the cost sharing in an MA plan may be higher,
in aggregate, than the amount they would have spent on
premiums for a Medigap policy.

Beneficiaries who purchase Medigap insurance
exhibit a strong preference for Medigap plans that
reduce or eliminate cost sharing: Over 80 percent of
those beneficiaries are in Plans F and G, which have
the most comprehensive coverage (see text box, pp.
56-57, on Medigap policies). Although comprehensive
supplemental coverage available to new enrollees limits
most out-of-pocket liability for beneficiaries, research
has shown that secondary insurance coverage may
induce service use (Direct Research 2014). Research
also finds that even relatively small levels of cost
sharing are associated with reduced use of care,
including necessary services (Artiga et al. 2017).

In our annual focus groups, beneficiaries who chose
MA plans mentioned cost as a driver of their decision
to enroll (NORC at the University of Chicago 2025)."
Several beneficiaries mentioned low or no out-of-
pocket expenses (including premiums) or cost sharing
as their primary reason for choosing MA over FFS
Medicare. One beneficiary enrolled in MA noted, “It
was a good choice. It was basically zero deductible on
most doctor visits, hospital stays, etc” Another noted, “I
retired on disability. . . . I didn’t want . . . out-of-pocket
[costs]”

A 2022 Commonwealth Fund survey also found that
20 percent of MA enrollees surveyed reported that the
limit on out-of-pocket costs was the main reason they
chose their Medicare coverage and the second-highest
reason for choosing MA, with more benefits being the
most reported reason for choosing MA (Leonard et al.
2022). In contrast, only 4 percent of FFS beneficiaries
surveyed reported lower cost as the main reason

they chose their Medicare coverage (least commonly
reported reason), with more provider choice being the
most reported driver of the FFS choice.

Access to care

FFS enrollees have broader choice of providers and are
largely not subject to utilization management. MA plans
are required to provide the same set of benefits that
are available under FFS Medicare. MA enrollees who
are in an HMO plan often must select an in-network
primary care provider (PCP) who manages referrals to
specialists and, except for urgent or emergency care,
they are generally liable for out-of-network provider
charges (not to exceed 100 percent of the FFS amount).
MA enrollees who are in PPO plans have more flexibility
because they are not required to name a PCP and are
allowed to see both in- and out-of-network specialists
without a referral; however, they may pay higher cost
sharing for out-of-network providers compared with
in-network providers (which may include preferred
and nonpreferred providers). MA plans can require
enrollees to obtain prior authorization to access
certain services, a practice that has limited use in FFS
Medicare.!® Potential impacts of prior-authorization
requirements on receiving care may not be fully
apparent when beneficiaries first enroll in Medicare,
especially if they are healthy and have not experienced
the prior-authorization process with previous insurers.
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MA plans negotiate payments with individual providers.
MA plans can also use utilization-management tools
to contain spending and prevent beneficiaries from
receiving unnecessary or low-value services. On the
one hand, provider networks and prior authorization
have the potential to promote more efficient

care, including better quality outcomes (Medicare
Payment Advisory Commission 2024). On the other
hand, misapplication of these tools could lead to
delay or denial of beneficiary care. CMS currently
regulates certain aspects of both tools, through
network-adequacy standards and Medicare coverage
requirements, but limitations persist in current data-
collection and enforcement mechanisms. In 2024,
nearly all MA enrollees were in plans that required
prior authorization for some categories of services;
those requirements varied across MA plans (Freed et
al. 2024a). Because prior-authorization requirements
vary by service type and by plan, they can affect
beneficiaries with certain conditions and their ability
to obtain services from some provider types and
specialties more than others.

In our focus groups, many FFS beneficiaries described
choosing FFS Medicare over MA because they wanted
unrestricted access to clinicians or because their
clinician recommended FFS Medicare. Participants
with serious or chronic health conditions, as well as
those who described themselves as relatively healthy,
described choosing FFS Medicare because it allowed
them to access a broader range of specialists without
needing referrals or facing network restrictions.
Several participants noted that their physicians steered
them in the direction of FFS Medicare. One said, “My
doctors, because I need a monthly treatment, wanted
all the people who get this treatment to have traditional
Medicare” While we cannot verify the details and
circumstances of beneficiary reports, several
beneficiaries who chose FFS Medicare cited negative
perceptions or experiences with MA. A few participants
expressed distrust of or dissatisfaction with MA plans,
especially regarding examples they had heard of denials
of care. One mentioned:

An Advantage plan is fine as long as you don’t get
sick. I just had a lady call me. Her husband had a
stroke a few months ago. He needs a wheelchair.
The plan she has with Advantage won't give it to
her. He needs therapy. They won't give it to her.

A 2022 Commonwealth Fund survey also found that
FFS beneficiaries made their coverage choice for

more access to providers, with 40 percent of FFS
beneficiaries surveyed citing more doctor, hospital, and
health care provider choice as the main reason they
chose to remain in FFS Medicare (Leonard et al. 2022).

Extra benefits

In addition to covering basic Part A and Part B services,
MA plans may provide “supplemental” benefits to their
enrollees, such as enhanced Part D benefits and other
benefits not covered in FFS Medicare such as dental,
vision, or hearing services (non-Medicare services)
(Medicare Payment Advisory Commission 2025b).
Nearly all plans now have dental, vision, and hearing
benefits. Dental benefits account for about 40 percent
of spending on supplemental benefits (Government
Accountability Office 2023). MA plans have increasingly
offered coverage of nonmedical benefits and use of
“flex” cards. (Flex cards are prefunded debit cards
through which plans can administer benefits that

are offered.) It can be challenging for beneficiaries to
understand each plan’s package of benefits.

A few beneficiaries in our focus groups were drawn

to MA plans because of the additional benefits not
typically included in traditional Medicare. They
specifically cited their use of flex cards for over-the-
counter items and plans that offered dental and vision
coverage. One noted, “I used to get $160 a month for
frivolity stuff—toothpaste, aspirin, that kind of stuff”
Another reported, “[One MA plan] wasn't offering
dental care, eye care, or anything. . .. So [ joined
[another MA plan] and was able to get what I needed”

Many dually eligible beneficiaries in our focus groups
described the importance of extra benefits not typically
included in FFS Medicare when choosing an MA plan.
These participants frequently mentioned dental, vision,
transportation, wellness incentives, and flex cards as
key motivators. One participant noted, “My aunt had
told me [her plan] gives a $250 card that you can pay
your bills or your gas with. So, I called them. They set
me up.” Another explained, “Mine was offering dental,
vision, and physical. . . . T have a lot of health issues, so
[my priority] was to know what I was covered with” A
third said, “I can pay for cash bills, healthy food, and
that $250 comes [in] handy”
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A 2022 Commonwealth Fund survey also found that MA
enrollees valued extra benefits in their coverage choice,
with 24 percent of MA enrollees surveyed citing more
benefits as the main reason they chose their Medicare
coverage (Leonard et al. 2022).

Issues related to switching in MA, Part D,
and Medigap

Beneficiaries may want to switch their Medicare
coverage for a wide variety of reasons. Some of

those reasons could reflect changes in their personal
circumstances. For example, beneficiaries might have
received a new cancer diagnosis or experienced a
recent health-related event like an injury or a heart
attack. Their financial situation may have changed,
such as when they can no longer afford a Medigap
plan’s premium, or their preferences for how they
receive health care may have changed (for example, the
desire to switch to a new doctor or the need to see a
specialist with experience treating their condition who
may not be in their current plan’s network).

Beneficiaries may also want to switch their MA or Part
D plans due to undesirable changes in their current
plan, such as increased premiums or cost sharing,

the exclusion of a particular provider from the plan’s
network, expanded use of prior authorization or

other forms of utilization management, changes in

the coverage or cost of a beneficiary’s medications, or
changes to the plan’s package of supplemental benefits.
Beneficiaries may wish to switch their Medigap policy if
premiums increase.

But Medicare has some features that beneficiaries must
consider if they want to switch coverage and plans.
First, as described above, beneficiaries are largely
prohibited from enrolling or changing plans outside

of certain limited enrollment periods, although there
are a variety of SEPs that allow beneficiaries in certain
situations to switch plans at other times. Second, in

the MA market, if a beneficiary switches MA plans
during eligible enrollment periods during a year, the
annual maximum out-of-pocket resets, which may

be a financial burden. For example, if in February a
beneficiary in an MA plan has already reached half of
their out-of-pocket limit amount due to the use of
certain services with large cost sharing, if they use the
OEP to switch MA plans in March, the new plan will not
credit them with the spending incurred in the previous

plan toward their out-of-pocket limit. Instead, the plan
will begin the new plan’s annual out-of-pocket limit
calculation at SO without giving the enrollee credit for
their out-of-pocket spending under the previous plan.
In contrast, in Part D, when a person switches PDPs
during the year, the balance of the amount that counts
toward a person’s annual out-of-pocket threshold
(known as the person’s true out-of-pocket costs)
transfers to the new drug plan. Third, in the Medigap
market, beneficiaries who try to buy a policy outside
of the Medigap enrollment period, a state-designated
period, or an SEP may also be subject to medical
underwriting, where the insurer may not sell the

plan to the beneficiary due to the beneficiary’s health
conditions. These features are primarily intended to
prevent or reduce adverse selection.

If beneficiaries want to switch plans, they must
consider that FFS Medicare does not have an annual
limit on out-of-pocket costs, while MA and Part D do
(as described above). Beneficiaries who are accustomed
to limited cost sharing (because they have been
enrolled in private plans before age 65 and in Medicare
have been enrolled only in MA) may not anticipate

the impact that the lack of out-of-pocket maximum
in FFS Medicare could have on their finances and
therefore may underestimate the need for Medigap
coverage. Some beneficiaries wishing to leave MA,
such as after a new diagnosis, and return to FFS may
find it difficult to do so because they cannot afford

to incur FFS’s higher out-of-pocket costs but also

find Medigap premiums to be too expensive or may
be unable to purchase a Medigap policy at all due to
underwriting. A recent study found that the rate of
switching from MA to FFS in the year after a cancer
diagnosis was more than twice as high in states with
Medigap guaranteed-issue protections (4.7 percent)
than in those without (2.7 percent), underscoring the
protective association of state Medigap regulations in
facilitating a switch to FFS (Kwon et al. 2025). In our
June 2012 report to the Congress, the Commission,
noting that no upper limit exists on the amount of
Medicare cost-sharing expenses a beneficiary in FFS
can incur, recommended a redesign of Medicare’s FFS
benefit package including an out-of-pocket maximum
(see text box on the Commission’s recommendation to
reform Medicare’s benefit design) (Medicare Payment
Advisory Commission 2012).
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The Commission’s 2012 recommendation to reform Medicare’s benefit design

nder the current fee-for-service (FFS)
' ' benefit design, no upper limit exists on

the amount of Medicare cost-sharing
expenses that a beneficiary can incur. Without
additional coverage, the FFS benefit design exposes
Medicare beneficiaries to substantial financial risk.
In June 2012, the Commission recommended that
the Congress direct the Secretary to develop and
implement a FFS benefit design that would replace
the current design and would include:

e an out-of-pocket maximum;
* deductible(s) for Part A and Part B services;

* replacing coinsurance with copayments that may
vary by type of service and provider;

» secretarial authority to alter or eliminate cost
sharing based on the evidence of the value
of services, including cost sharing after the
beneficiary has reached the out-of-pocket
maximum;

* no change in beneficiaries’ aggregate cost-sharing
liability; and

* an additional charge on supplemental insurance.

The Commission’s recommended redesign of
Medicare’s FFS benefit package provides better
protection against high out-of-pocket spending and
thus enhances the overall value of the FFS benefit,
mitigating the need for beneficiaries to purchase
supplemental insurance (Medicare Payment
Advisory Commission 2012). It also creates clearer
incentives for beneficiaries to make more informed
decisions about their use of discretionary care while
holding the aggregate beneficiary cost-sharing
liability about the same as under current law.

The redesign allows for ongoing adjustments and
refinements in cost sharing as evidence of the value
of services accumulates and evolves. An additional
charge on supplemental insurance would recoup at
least some of the additional costs imposed on the
Medicare program due to the insurance effect of
supplemental coverage. However, it would still allow
beneficiaries to buy supplemental coverage if they
wish to do so. m

MA marketing may contribute to
confusion

MA insurers and third-party marketing organizations
(TPMOs) rely on marketing to attract and retain
enrollees, such as TV ads, direct mailings, phone calls,
and digital ads." In the 2022 Commonwealth Fund
survey, 3 percent of respondents in FFS and 7 percent
of MA respondents reported using advertisements

on TV or somewhere else to guide their plan choice
(Leonard et al. 2022). Though MA organizations must
submit all marketing materials, all election forms,

and certain designated communications materials for

CMS review, some stakeholders have raised concerns
about an increase in marketing by plans and TPMOs,
arguing that the volume of ads, mailings, and calls may
be overwhelming to some beneficiaries and that some
marketing materials may be misleading. CMS has noted
an increase in the number of beneficiary complaints
about MA insurers’ marketing activities. Stakeholders
have also raised concerns about the increasing role of
lead generators and offshore entities in MA marketing.
The increase in concerns about MA marketing may

be associated with a finding that the number of MA
beneficiaries who “rapidly disenroll” from their plan
tripled from 2017 to 2022 (rising from 3.5 percent to
12.2 percent) (defined as switching to FF'S Medicare or
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a new MA plan within the OEP during the first three
months of the year) (Balkan et al. 2026).

Beneficiaries receive lots of marketing
about MA, and some marketing may be
misleading

A KFF study found that beneficiaries are “flooded” with
TV ads for MA plans, with nearly 650,000 airings (more
than 9,500 per day) during the 2022 AEP on mainly
local media markets (Fuglesten Biniek et al. 2023).
Many participants in our annual beneficiary focus
groups reported being overwhelmed by the amount

of marketing information they received (NORC at the
University of Chicago 2025, NORC at the University of
Chicago 2024). These participants reported receiving
“constant” phone calls and frequent mailings from
insurers, especially during the AEP. Other participants
reported receiving many phone calls related to
enrolling in MA plans, with one noting, “Why is it—

it’s like every day, somebody calling you about your
insurance? I already did this for this year already” and
another estimating the number of calls: “I get five, six a
day”

Digital advertising, communication, and outreach

by health plans and TPMOs are common sources of
Medicare information for beneficiaries, and today
these efforts compete with nonprofit and government
sources for beneficiary attention (Commonwealth Fund
2021b). In 2021, the Commonwealth Fund conducted a
series of online searches with Medicare keywords and
found that agents’ and insurers’ Medicare resources
are widely available online and are likely to be among
the first information sources seen in online searches.
Agents and health plans accounted for a third of

the search results and 87 percent of all ads (paid
placements); only 7 percent of ads were from the
federal government.

Increasing beneficiary complaints about
Medicare marketing

In 2022, CMS reported that it has “seen an increase in
beneficiary complaints associated with TPMOs and
has received feedback from beneficiary advocates and
stakeholders concerned about the marketing practices
of TPMOs who sell multiple MA and Part D products”
(Centers for Medicare & Medicaid Services 2022b). In
2020, CMS received a total of 15,497 complaints related
to marketing. In the first 11 months of 2021, there were

39,617 complaints. CMS stated that many of these
complaints were related to TPMO marketing (Centers
for Medicare & Medicaid Services 2022b).

CMS said its “experience in reviewing beneficiary
complaints and listening to recorded calls between
agents/brokers and beneficiaries revealed many
instances during which agents/brokers failed to
provide enough information” or “provided inaccurate
information about plan benefits” (Centers for Medicare
& Medicaid Services 2023a). CMS also identified
instances where agents “led beneficiaries to believe

the beneficiaries were calling Medicare rather than

an insurance agent” (Centers for Medicare & Medicaid
Services 2023a). According to CMS, in listening to
hundreds of marketing and enrollment calls, the agency
found “in the majority of the calls (over 80 percent),
agents and brokers failed to ask pertinent questions to
help a beneficiary enroll in a plan that best meets the
individual’s needs” (Centers for Medicare & Medicaid
Services 2023a). Examples included “beneficiaries being
told that if their medication was not on the formulary,
the doctor could tell the plan, and the plan would
simply add it; or incorrectly stating that ‘nothing would
change’ when beneficiaries asked if their current health
coverage would stay the same” (Centers for Medicare &
Medicaid Services 2022a).

CMS stated that these “complaints are typically filed by
enrollees or their caregivers through 1-800-MEDICARE
or CMS regional offices, and generally allege that a
beneficiary was encouraged or pressured to join an MA
plan, and that once enrolled, the plan was not what the
enrollee expected or what was explained to them when
they spoke to an agent or broker” (Centers for Medicare
& Medicaid Services 2023b). CMS stated that “the rise
in MA marketing complaints noted above suggests that
agents and brokers are being influenced to engage

in high pressure tactics, which may in turn cause
beneficiary confusion about their enrollment choices,
to meet enrollment targets or earn ‘administrative
payments’ in excess of their compensation payment”
(Centers for Medicare & Medicaid Services 2023b).

In 2022, the Senate Committee on Finance released a
report on Medicare beneficiary complaints regarding
the marketing of MA plans and PDPs by plans and
TPMOs (U.S. Senate Committee on Finance 2022).
The Committee found evidence of “aggressive or
deceptive MA and Part D marketing practices” that
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were “widespread, not isolated events” The Committee
said that “[a]gents were found to sign up beneficiaries
for plans under false pretenses, such as telling a
beneficiary that coverage networks include preferred
providers even when they do not”

Changes in third-party marketing
organizations over time

CMS defines TPMOs as “organizations and individuals,
including independent agents, who are compensated
to perform lead generation, marketing, sales, and
enrollment related functions as a part of the chain

of enrollment (the steps taken by a beneficiary from
becoming aware of an MA plan or plans to making

an enrollment decision)” (Centers for Medicare &
Medicaid Services 2008a). In conversations with some
agents and others in the industry, we commonly
heard that the structures and roles of organizations
and individuals involved in marketing MA plans and
enrolling beneficiaries have changed over time.

We heard that individual agents, field marketing
organizations (FMOs), call centers, marketing firms,
and lead generators are all lumped together under
the current TPMO definition but serve different roles.
In 2022 and 2025, the Senate Finance Committee
majority and minority staff, respectively, reported

on the growing, complex network of marketing
organizations in MA (U.S. Senate Committee on
Finance 2025, U.S. Senate Committee on Finance 2022).
The committee reported that MA plan marketing
efforts were initially handled by smaller, independent
brokerages and agents. While some brokers still
operate independently or in small brokerages,
marketing activities are now largely overseen by FMOs
that provide back-end administrative support for
agents and brokers and serve as the primary contact
for insurers (U.S. Senate Committee on Finance

2025). FMOs can be large national organizations or
smaller regional organizations. The report highlighted
questionable lead-generation techniques, the role of
onshore and offshore call centers, and a “marketing
and administrative payments arms race” (U.S. Senate
Committee on Finance 2025). In recent proposed
rules, CMS issued a request for information on ways
to modify the current definition of TPMOs and to
delineate the roles of and requirements applicable to
the different kinds of TPMOs (Centers for Medicare &
Medicaid Services 2025i).

Medicare information sources: CMS,
SHIP, and insurance agents

In our annual beneficiary focus groups, many
beneficiaries described turning to formal resources for
help making Medicare enrollment decisions, including
insurance agents, plan representatives, health fairs,
and Medicare.gov (NORC at the University of Chicago
2025, NORC at the University of Chicago 2024). Others
described relying on guidance and recommendations
from less formal sources, including family

members and friends. In this section, we focus on three
of these sources: CMS tools, the federally funded SHIP,
and insurance agents.

CMS information sources include
Medicare.gov, 1-800-MEDICARE, and
Medicare Plan Finder

CMS has several tools available to individuals and their
families or caregivers that can be accessed by visiting
Medicare.gov or calling the 1-800-MEDICARE help
line. These tools are designed to provide beneficiaries
with unbiased information to help them navigate their
enrollment and coverage choices.

Medicare.gov

Medicare.gov has numerous resources about Medicare
enrollment and benefits, including the Medicare & You
handbook, the Choosing a Medigap Policy guide, and
the Medicare Plan Finder tool (discussed below). The
annual Medicare & You handbook includes information
about Medicare coverage, Medicare plan enrollment
options, and what is new in Medicare for the current
year. The annual Choosing a Medigap Policy guide
explains what Medigap policies cover, when individuals
have guaranteed-issue rights to Medigap policies, and
the steps to buy a Medigap policy.

1-800-MEDICARE

The toll-free 1-800-MEDICARE line and a live chat

on Medicare.gov are available 24 hours a day except

for certain federal holidays. Customer inquiries

are received through the telephone, mail, email,
telecommunications device for the deaf/teletypewriter
(TDD/TTY), fax, and webchat. Individuals call
1-800-MEDICARE to obtain information about MA,
prescription drug plans, or Medigap policies available
in their area; what services are covered by Medicare;
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and the status of claims, among other topics. Calls
placed to 1-800-MEDICARE are answered initially by
an interactive voice-response system that routes a call
to a customer service representative or provides other
information, such as a recording. Customer service
representatives rely on written scripts to answer
callers’ questions and may also consult other tools,
such as information on Medicare.gov.

In 2025, 1-800-MEDICARE received 24.2 million

calls, with the interactive voice-response system
completely managing 30 percent of call volume

(7.3 million calls) (Centers for Medicare & Medicaid
Services 2026¢). CMS targets a five-minute average
speed of answer for calls to 1-800-MEDICARE, but we
do not have current data on actual wait times (Centers
for Medicare & Medicaid Services 2026c). In 2023, 49
percent of MCBS respondents reported that they were
aware of 1-800-MEDICARE, and 33 percent reported
calling the phone line (see Appendix 2-B, p. 86, on
results from the MCBS).

Medicare Plan Finder

One key resource for Medicare beneficiaries seeking
information about their coverage options is the
Medicare Plan Finder, an online search tool available

at Medicare.gov. CMS initially developed Plan Finder

in 1998 and has made numerous modifications to

it since then to incorporate newer technology and
reflect changes in Medicare, such as the addition of
the Part D drug benefit and the ability of MA plans to
offer a broader range of supplemental benefits (Centers
for Medicare & Medicaid Services 2019, Government
Accountability Office 2019). Plan Finder can be found at
www.medicare.gov/plan-compare.

To use Plan Finder, beneficiaries enter their ZIP code
and indicate whether they want information about

MA plans, stand-alone Part D prescription drug plans
(PDPs), or Medigap plans. Beneficiaries who indicate
interest in MA plans or PDPs are asked whether they
receive assistance from Medicaid, the Medicare Savings
Programs, or Part D’s low-income subsidy. (When
beneficiaries indicate that they receive one of these
types of assistance, Plan Finder automatically adjusts
the cost information for plans and the order in which
plans are listed.) Plan Finder provides information for
all conventional MA plans, MA special-needs plans, and
PDPs offered in a beneficiary’s county of residence,

including plan premiums, deductibles, cost-sharing
amounts, and annual out-of-pocket limits. Beneficiaries
can enter information about the prescription drugs and
pharmacies they use and, for each PDP and MA plan
with drug coverage, get a personalized estimate of their
total annual spending for premiums and cost sharing.
For MA plans, Plan Finder indicates whether the plan
offers at least some coverage for approximately 25
distinct types of supplemental benefits. If a beneficiary
selects an MA plan or PDP, they can enroll in the plan
directly through the website.

For beneficiaries interested in traditional FFS Medicare,
Plan Finder has some information on Medigap

plans, such as the specific policies that are available

(all Medigap plans use 1 of 10 standardized benefit
packages, but insurers may not sell every type of
policy), an estimated premium, and contact information
for each insurer. Beneficiaries who want to select a
Medigap plan must contact the insurer to determine
their exact premium and enroll in the plan.

It is not clear how often beneficiaries use Plan Finder.
According to a 2022 Commonwealth Fund survey that
asked beneficiaries which sources of information they
used to select a plan, 5 percent of beneficiaries in
traditional FFS Medicare and 9 percent of beneficiaries
in MA used the Medicare hotline or Medicare.gov
(Leonard et al. 2022). In 2023, less than half of
respondents (46 percent) in the MCBS reported
visiting the Medicare.gov website for any purpose

(see Appendix 2-B, p. 86, on results from the MCBS).
However, those figures may significantly understate
the use of Plan Finder because several other sources

of information that beneficiaries rely on—such

as insurance agents, friends and family, and SHIP
counselors—may use Plan Finder themselves in
assisting beneficiaries. In our beneficiary focus groups,
several beneficiaries have reported using Plan Finder to
review their coverage options, although relatively few
said they relied on it as their only source of information
in making a decision (NORC at the University of
Chicago 2025, NORC at the University of Chicago 2024).

In 2025, CMS made two significant changes to Plan
Finder. First, information about the specific providers
that participate in an MA plan’s network was added,
making it easier for beneficiaries to understand which
plans have their providers in network. Previously,
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beneficiaries needed to visit the websites for each
individual plan to find this information. Second,

more detail about each MA plan’s coverage of various
supplemental benefits was added, such as the in-
network and out-of-network cost-sharing amounts
and whether the plan limits its coverage in some way.
Previously, for most types of benefits, Plan Finder
simply indicated whether plans had “some coverage” or
“no coverage”

Although Plan Finder has improved over time, it still
has some limitations. For example, with respect to MA
supplemental benefits, Plan Finder provides relatively
little information about issues such as potential

limits on a plan’s coverage, requirements to obtain
services from specific providers, or the need to obtain
prior authorization. Similarly, regarding Medigap,

the premium information in Plan Finder may not

be accurate for beneficiaries who are interested in
buying a plan in situations where they might have to
go through medical underwriting.2° Both limitations
are clearly noted in Plan Finder, and they are difficult
to incorporate into a search tool given the substantial
plan-level variation in MA supplemental benefits and
the state- and insurer-level variation in policies that
affect Medigap premiums.

The addition of information from plans’ provider
directories, in particular, addresses a key gap in Plan
Finder’s capabilities, but further improvements will be
needed. The approach that CMS employed last year
was an interim step that used provider data collected
by a private company (SunFire Matrix) and did not
have information for all plans. However, CMS has
started requiring all plans to submit their provider
directories to the agency and aims to incorporate
these data into Plan Finder in time for the next AEP,
which starts in October. The provider data now used
in Plan Finder are also largely limited to individual
clinicians, and beneficiaries can include only up to
five providers in their search; future improvements
could allow beneficiaries to enter information about
more than five clinicians and see if plans cover other
important providers such as specific hospitals or skilled
nursing facilities. There are long-standing concerns
that the information in MA provider directories can be
inaccurate—for example, a provider’s address may have
changed or they may not be accepting new patients.?!
(The provider directories for other types of health

insurance can have similar problems.) Inaccuracies in
the underlying data from MA provider directories could
make Plan Finder less useful and could result in some
beneficiaries selecting plans that do not actually cover
all of the providers they use.??

CMS has expressed interest in incorporating
artificial intelligence-based tools into its
information sources

In February, CMS issued a request for information
(RFI) about existing commercial products or services
that use Al technology and “are capable of enhancing
the Medicare experience for beneficiaries” (Centers
for Medicare & Medicaid Services 2026f). The agency
expressed interest in using Al tools in a variety of ways
that would affect each of the information sources
discussed in this section, such as:

* developing virtual assistants and chatbots to
provide “real-time conversational support” to
beneficiaries;

* automating routine inquiries to the
1-800-MEDICARE helpline;

* translating plan documents and other Medicare
information into plain English; and

* developing personalized plan recommendations
that incorporate data from a beneficiary’s FFS
claims, Part D claims, and MA-plan encounters to
help them select plans that meet their needs.

In the RFI, CMS said that it anticipated issuing formal
solicitations for Al-related tools in the future but did
not discuss its plans in detail.

The State Health Insurance Assistance
Program is a key federal source of Medicare
counseling for beneficiaries

The SHIP is a federal program that provides grants

to the 50 states, the District of Columbia, Guam,
Puerto Rico, and the U.S. Virgin Islands to deliver
objective information, outreach, and counseling

at no cost to Medicare beneficiaries. Established

in 1990, the SHIP is currently administered by

the Administration for Community Living (ACL) within
the Department of Health and Human Services. Local
grantees deliver individual assistance through in-
person, phone, online, and written communications
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and are not compensated by insurers. Grantees rely
heavily on the availability of volunteer staff to provide
SHIP services. From April 2022 to March 2023, paid
staff and volunteer SHIP counselors assisted nearly

4.3 million beneficiaries and their families or caregivers
through counseling sessions or outreach events—about
6 percent of the Medicare population (Administration
for Community Living 2025). From July 2025 to
December 2025, 10,043 paid staff and volunteer SHIP
counselors provided individual counseling to nearly 1.2
million beneficiaries.?® The SHIP is funded through a
combination of discretionary and mandatory federal
funding from the Medicare trust funds and state and
local funding. Federal funding over the past 17 years has
not kept pace with growth in Medicare enrollment.

In our annual beneficiary focus groups, few
beneficiaries were aware of their local SHIP

grantees, but those who used them reported positive
experiences (NORC at the University of Chicago

2025, NORC at the University of Chicago 2024). A
Commonwealth Fund survey conducted in 2022 found
that 4 percent of MA enrollees and 5 percent of FFS
enrollees reported using the SHIP to guide their plan
choice (Leonard et al. 2022).

As part of our work examining the complexity of
enrollment choices in Medicare, we conducted
semistructured interviews with ACL staff that direct
the SHIP, staff at the SHIP Technical Assistance

(TA) Center, and counselors or staff from seven
grantees. We focused on the interviewees’ experiences
working with beneficiaries to help them make
Medicare enrollment decisions, as well as the functions
and challenges of the SHIP. We selected SHIP grantees
to interview in areas with varying MA penetration
rates, shares of beneficiaries who are dually eligible
for Medicare and Medicaid, and differing Medigap
guaranteed-issue policies. As described below, all
interviewees reported funding and capacity challenges
as call volumes have risen, counseling sessions

have lengthened, and more expertise is required of
volunteers.

SHIP funding and operations

Local SHIPs are the primary federally funded source
of community-based individualized counseling for
beneficiaries navigating their enrollment and coverage
decisions. SHIP grantees provide no-cost assistance to

beneficiaries about FFS Medicare (Part A and Part B),
MA (Part C), the Medicare Prescription Drug Program
(Part D), Medigap, and Medicaid (Congressional
Research Service 2023). SHIP counselors provide
one-on-one counseling to help beneficiaries make
informed enrollment and benefit decisions. In addition
to individual counseling, grantees conduct public
education and outreach on a variety of topics related
to Medicare, including plan comparison, enrollment
periods, and understanding coverage and benefits. The
SHIP also receives federal funding dedicated to
outreach to hard-to-reach Medicare beneficiaries,
such as those in rural areas.

The ACL provides grants to the states and

territories to fund the infrastructure, training,

and administration needed to support SHIP staff,
nearly half of whom are volunteers, in over 2,200
community-based organizations. Nearly two-thirds of
SHIP grantees are administered by state- or territory-
level agencies that advocate for and provide assistance
to older residents, their families, and adults with
physical disabilities, known generally as state units

on aging (Administration for Community Living 2024,
Congressional Research Service 2023). The remaining
one-third of grantees are administered by their
respective state departments of insurance. At the local
level, many grantees partner with a public or private
nonprofit agency designated by the state to address
the needs of older persons in the community, known
generally as area agencies on aging. Some grantees
are colocated with their local Senior Medicare Patrol
offices, which are federal programs dedicated to the
determent and prevention of Medicare fraud and
abuse (Administration for Community Living 2025).

Beneficiaries can also visit Medicare.gov or call
1-800-MEDICARE with their Medicare enrollment
questions. Beneficiaries who raise complicated issues
during calls to 1-800-MEDICARE may be referred

to their local SHIP grantee. Sometimes grantees
require assistance from 1-800-MEDICARE to resolve
beneficiary issues. SHIP counselors can contact
1-800-MEDICARE on behalf of a beneficiary using
the counselor’s unique identification number on a
dedicated 1-800-MEDICARE line that allows them
access to information to resolve beneficiary issues, a
service some SHIP grantees we interviewed reported
using several times a week.
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Funding sources The SHIP is funded through a
combination of discretionary and mandatory federal
funding from the Medicare trust funds (with half of
total funding drawn from the Hospital Insurance fund
and half from the Supplementary Medical Insurance
fund) and state and local funding. Discretionary
federal funding supports SHIP operations that serve
all Medicare beneficiaries, while mandatory federal
funding supports additional individual counseling
and outreach services targeted to hard-to-reach
populations.

Each year, the Congress appropriates discretionary
funding for the SHIP, which represents the primary
source of SHIP funding. This funding supports

grants to state and territory grantees (the amounts

of which are determined based on regulatory
formulas), the ACL’s oversight of the program, and

the operations of the SHIP TA Center that provides
training and technical assistance to the 54 grantees
and operates a telephone line and a website with a
SHIP directory to aid beneficiaries in finding their
local grantee (Administration for Community Living
2026, Congressional Research Service 2023).2*

For fiscal year 2026, $55.2 million in discretionary
funding was appropriated to the SHIP (U.S. House of
Representatives 2026). This amount is consistent with
recent years (Congressional Research Service 2023),
but funding has not kept pace with inflation or growth
in Medicare enrollment. From 2008 to 2025, the annual
amount of discretionary funding appropriated to
SHIP grantees, adjusted for inflation, has declined 26
percent, while Medicare enrollment has increased by
about 53 percent (Figure 2-2, p. 68).

In addition to the discretionary funding, the SHIP

also receives mandatory federal funding intended

to support additional outreach and assistance for
hard-to-reach Medicare beneficiaries, including
beneficiaries living in rural communities, those

with low incomes, and those with limited English
proficiency.?® Mandatory funding was first provided in
the amount of $7.5 million (or $11.6 million as adjusted
for inflation) in 2009 and has gradually increased over
the years (Congressional Research Service 2023).26 A
total of $16 million in mandatory federal funding was
issued for SHIPs in 2026 (U.S. House of Representatives
2026, U.S. House of Representatives 2025). This
change in mandatory federal funding from 2009 to
2026 represents about a 38 percent increase since

2009 when adjusted for inflation. With this funding,
SHIPs educate beneficiaries about the LIS program

for Medicare Part D, the MSPs, and the availability

of Medicare preventive services like flu shots while
also providing in-depth application assistance to help
Medicare beneficiaries apply for benefit programs that
would lower their health care costs.

SHIP grantees may also receive funding or in-kind
services (such as paid staff from other organizations
or a telephone line or case-management system)

from states, territories, or local governments. For
example, some states have Medicaid funds specifically
for outreach to individuals eligible for Medicaid.
Grantees often use state and local funding to
compensate full-time employees, who, apart from
counseling beneficiaries, are responsible for handling
administrative tasks (including reporting to the SHIP
Tracking and Reporting System (STARS)), coordinating
beneficiary outreach and enrollment events, and
overseeing SHIP volunteers. Of the 10,043 SHIP staff
and volunteers in place from July 2025 to December
2025, 20 percent were federally funded, 32 percent
were funded by in-kind services such as paid staff from
partner organizations or other state and local funding,
and 48 percent were unpaid volunteer staff.?’

SHIP counselor training and certification All SHIP
staff, both volunteer and paid, must complete training
before assisting beneficiaries. On-the-job or “shadow”
training with experienced counselors is an important
complement to formal instruction. The SHIP TA Center
has developed a 23-module training and certification
program for SHIP grantees, which is currently used by
51 out of 54 grantees in some capacity. The SHIP TA
Center regularly updates the curriculum to address
emerging or complex topics, based on input from
SHIP grantees and the ACL. Recent additions include
Medicare interactions with employer coverage (e.g.,
the Federal Employee Health Benefits Program and
TRICARE), ESRD benefits, and the needs of individuals
with intellectual and developmental disabilities. The
SHIP TA Center also responds to questions from

SHIP grantees and generates beneficiary educational
materials for use by SHIP counselors.

Grantees select which courses are required for their
staff to complete; most require counselors to complete
eight or nine courses as part of their training, along
with additional program-specific training. In our
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Change over time in SHIP discretionary funding

and the size of the Medicare population, 2008-2025
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interviews with SHIP representatives, one explained
that they conducted three types of annual training:
summer sessions on MA and Part D issues, monthly
counselor training webinars, and statewide continuing-
education training in preparation for the AEP. Another
grantee reported using a combination of SHIP TA
Center training, experiential training, and CMS national
training. SHIP counselors must be regularly recertified,
either through the SHIP TA Center testing or grantee-
specific testing.

Arecent secret-shopper study evaluating the Medicare
information provided by SHIP sites found that the
percentage of accurate answers provided by SHIP
grantees ranged from 26 percent to 94 percent,

depending on the Medicare-related topic (Dugan

et al. 2025). The study found that SHIP counselors
provided more accurate information on topics related
to initial Medicare enrollment and evaluating coverage
options and less accurate information related to
discussions of special-needs plans for dually eligible
beneficiaries (or D-SNPs) and questions on specific
MA plans, highlighting the need for additional

training resources on these subjects. This study did
not investigate the accuracy of information provided
to Medicare beneficiaries by insurance agents or

by 1-800-MEDICARE, so it is unclear whether SHIP
grantees perform better or worse than these other
information sources. In line with Dugan et al’s findings,
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when surveyed, SHIP counselors have expressed the
desire for more training related to Medicaid (Garrido et
al. 2024).

To promote consistency in counselor certification and
due to increasing complexities in Medicare, the ACL

is developing a national SHIP counselor certification
program. All SHIP team members will need to pass

this certification before engaging with Medicare
beneficiaries and the public. The program will likely

be based on the existing SHIP TA Center training
program and CMS’s insurance agent training and testing
guidelines (Centers for Medicare & Medicaid Services
20264a). All SHIP grantees would require their counselors
to complete the national certification, though grantees
could continue to offer additional testing.

SHIP activity reporting and performance measurement
SHIP grantees report their activities and beneficiary
demographic information to the ACL through the
STARS web-based data system (State Health Insurance
Assistance Program 2017). Launched in 2018, STARS
was designed to streamline the process of data entry
for data reporting and performance measurement (e.g.,
beneficiary contacts, outreach contacts, under-65
contacts, “hard-to-reach” contacts, and enrollment
contacts). Information from STARS is used for the

five performance measures that evaluate the work

of the SHIP grantees. The ACL includes the results

of the measures at the grantee level in the annual
report to the Congress posted on the ACLs website
(Administration for Community Living 2021). STARS

is also intended to streamline the data-reporting
process across multiple federal grant programs (e.g.,
for the Senior Medicare Patrols). SHIP grantees report
information to STARS at least monthly. In September
2025, the ACL contracted with a private entity to
develop and implement a new, revised STARS over

a five-year period, considering feedback on system
improvements from the SHIP grantees. The new STARS
will incorporate the national counselor certification
program described above.

SHIP counselors use the Plan Finder tool to help
beneficiaries compare and enroll in MA and PDP
plans. SHIP counselors described using a SHIP TA
Center tool called the Medigap Plan Finder to compare
available Medigap plans. The Medigap Plan Finder uses
proprietary data from the CSG Actuarial database to

display current and past premium amounts as well
as data from the National Association of Insurance
Commissioners (NAIC) to display Medigap plan
enrollment amounts. This tool has more information
about Medigap than may be found on CMS’s Plan
Finder. While beneficiaries cannot use the Medigap
Plan Finder themselves to enroll in a Medigap plan,
SHIP counselors use the tool as another information
source to help clients select a plan.

Interviewees mentioned some technological
constraints that affect their ability to effectively
counsel beneficiaries. For example, some grantees do
not have a unified telephone system that allows calls to
be transferred between counselors or that allows caller
identification so that a beneficiary knows that a SHIP
counselor is calling.

Some SHIP grantees are using proprietary case-
management systems that allow them to save
information (with the beneficiary’s knowledge and
consent) about a beneficiary’s concern or issue so that
when the beneficiary calls again or if another counselor
is needed to assist, the history of the concern or

issue is available. Some of these systems are used by
other state agencies, allowing more effective case
management for beneficiaries with multiple enrollment
issues. Some enrollment issues, such as assisting with
an MSP, may require multiple counseling sessions, and
interviewees without case-management systems noted
that it can be frustrating for a beneficiary to have to
explain their issues again each time they call.

Key themes from SHIP interviews

In our 2026 interviews with SHIP staff, we focused on
their experiences working with beneficiaries to help
them make Medicare enrollment decisions, as well as
the functions and challenges of the SHIP. Interviewees
reported on the following: (1) assisting beneficiaries
with a wide range of Medicare needs and income levels,
(2) providing in-person assistance and staying up-to-
date on local market conditions, and (3) concerns about
ongoing limited capacity.

Assisting beneficiaries with a wide range of Medicare
needs and income levels The grantees we spoke with
reported assisting beneficiaries with a wide range of
Medicare decisions, reflecting substantial variation
in beneficiaries’ understanding of the program.
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Interviewees explained that new beneficiaries typically
contact SHIP grantees to gain a basic understanding
of Medicare’s structure and coverage options. Several
interviewees highlighted the free “Medicare 101”
information sessions as a key outreach tool they used
in their communities. One interviewee said that every
Medicare 101 session includes at least one individual
who is surprised to learn that premiums are required
for certain parts of Medicare. Interviewees also
explained that some beneficiaries are unable to identify
the MA, Part D, or Medicaid plan that they are enrolled
in and often confuse Medicare and Medicaid plans,
which can make counseling difficult.

Interviewees also described working with beneficiaries
with varying income levels. One counselor noted that
individuals contacting their SHIP seemed to be at

the “extremes of income distribution”” Beneficiaries
with higher incomes often sought assistance
understanding the effects of Medicare’s income-
related monthly adjustment amount (IRMAA) on their
Part B and Part D premiums or requested validation
that they had selected an appropriate Part D plan or
Medigap policy.?® All interviewees discussed helping
beneficiaries navigate Medigap options, with common
questions related to premiums, carriers, enrollment
periods, and guaranteed-issue protections.

By contrast, beneficiaries with lower incomes typically
required assistance applying for Medicaid or the MSPs.
One counselor reported that most of the low-income
individuals who contacted the grantee were eligible for
those programs. All interviewees described assisting
beneficiaries with completing MSP applications,

a process that is particularly streamlined for SHIP
counselors that have access to Medicaid eligibility and
enrollment data. Interviewees also noted a high volume
of interactions with dually eligible beneficiaries. One
interviewee characterized these cases as the “most
complicated” counseling sessions, due to the challenges
associated with coordinating Medicare and Medicaid
benefits. Consistent with these reports, a recent survey
of SHIP counselors found that questions related to dual
eligibility were among the most common topics raised
by beneficiaries (Garrido et al. 2024). Interviewees
further reported hearing from beneficiaries that they
could only afford to enroll in MA plans with low or
zero-dollar monthly premiums because they did not
qualify for Medicaid or the MSPs.

Interviewees had varied access to state Medicaid
eligibility and enrollment information. One SHIP with
many dually eligible beneficiaries in their area reported
having access to Medicaid eligibility and enrollment
data, which they used to inform beneficiaries on
Medicaid-related topics such as D-SNPs in MA and
MSP applications. At other SHIP grantees, counselors
must instruct the client to call or make an appointment
with the Medicaid agency to confirm enrollment
information. Another interviewee reported that,
despite receiving approximately 1,000 referrals per
month from their state’s Medicaid program, their SHIP
lacked access to Medicaid enrollment data.

Interviewees described SHIP counseling sessions as
covering a broad range of topics beyond plan selection.
While questions during the AEP typically focus on
choosing coverage, SHIPs reported receiving non-
Medicare enrollment-related questions outside of the
AEP, pertaining to issues such as filing MA coverage
appeals, navigating use of MA supplemental benefits,
and midyear changes in Part D plan formularies. SHIPs
also receive questions on late-enrollment penalties and
Social Security retirement or disability benefits. Several
interviewees also reported receiving finance-related
calls, such as when beneficiaries with Part D plans have
trouble paying for prescription drugs. Interviewees
explained that such calls often become enrollment
related as SHIP counselors provide information on
options available to low-income beneficiaries, who may
have more flexibility than other beneficiaries to change
plans outside of the AEP.

Interviewees emphasized the increasing complexity
of the Medicare program and its implications for
SHIP operations. One interviewee stated that it is
“unreasonable to expect a volunteer program to start
picking up the slack on the growing complexity of the
Medicare program.” Although SHIP training materials
are updated each year to prepare counselors for
complex beneficiary cases, interviewees explained
that some calls require referral to counselors with
specialized expertise (for example, questions about
how Medicare interacts with retiree health coverage
offered by a local employer).

Providing in-person assistance and staying up-to-date
on local market conditions All interviewees pointed to
the value of the local nature of SHIP grantees because
they can meet in person with beneficiaries, particularly
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those with low health literacy or other circumstances
that require enrollment assistance. Interviewees said
that SHIP counselors possess knowledge of provider
and pharmacy networks and available plans in the
local area. The 1-800-MEDICARE customer service
representatives have expertise in Medicare enrollment,
coverage, and billing issues, but the call center is
national and does not meet with beneficiaries in
person or have specific expertise on local health care
resources, such as knowing about recent local MA plan
network changes (e.g., a local health system no longer
in network for an insurance carrier) when counseling
beneficiaries on their plan choices.

Interviewees also reported that SHIP counselors
receive referrals directly from 1-800-MEDICARE.
According to interviewees, 1-800-MEDICARE
customer service representatives may refer
beneficiaries to SHIP counselors when a greater
level of in-person advocacy or more time-
intensive assistance is needed, such as reviewing
paperwork or providing extended counseling that
may not be feasible for the national call center.
Some interviewees noted that these referrals
frequently involve questions related to Medicaid
eligibility since SHIP counselors are familiar with
state-specific eligibility requirements and can
help guide beneficiaries through the application
process for Medicaid-administered programs such
as MSPs. One interviewee noted that beneficiaries
may prefer contacting their local SHIP counselor
instead of 1-800-MEDICARE because wait times are
“significantly less”

Interviewees reported that many beneficiaries
commonly learn about the SHIP grantees through
local marketing efforts, community outreach events,
and word of mouth. Interviewees also noted that
beneficiaries are referred to SHIP counselors by local
Medicare insurance agents. Some described long-
standing productive relationships with local agents
to meet beneficiary needs when appropriate, as well
as an increase in agent referrals to SHIP counselors
when agents cannot earn a commission for enrolling
the beneficiary in a plan. In contrast, one interviewee
reported concerns about negative commentary from
at least one local agent at public SHIP events and on
SHIP website postings that may have been intended
to steer beneficiaries to the local agent instead of the
SHIP grantee.

Concerns about ongoing limited capacity Recent
reports indicate that demand for SHIP counseling
has increased alongside the continued growth of the
Medicare population and the growing complexity

of beneficiary coverage decisions (AARP 2025). The
ACL reports that the average length of a one-on-
one SHIP counseling session increased from 28
minutes in 2014 to 33 minutes in 2021, reflecting
more complex counseling needs (Administration for
Community Living 2021). The average SHIP session
length is more than three times the average call time
to the 1-800-MEDICARE call center (Administration
for Community Living 2025). A recent survey of SHIP
counselors found reports of capacity constraints,
particularly during the AEP (Garrido et al. 2024).
Furthermore, a recent secret-shopper study evaluating
the Medicare information provided by SHIPs revealed
challenges in reaching SHIP sites (Dugan et al. 2025).
Nearly 47 percent of attempted phone calls to 131
unique SHIP sites could not be completed, with the
most common reason for an incomplete phone call
being that the secret shopper left a message and was
not called back.

Our interviewees echoed these capacity challenges.
Interviewees consistently expressed that they felt
“inundated with calls” referred from 1-800-MEDICARE,
insurance agents, and their local communities.

One interviewee noted that the length of calls with
beneficiaries can vary anywhere from five minutes to
an hour, depending on beneficiary needs. We heard
from all interviewees that existing SHIP capacity

is insufficient to meet demand, particularly during

the AEP. When surveyed, SHIP counselors have
previously described capacity constraints, particularly
during prior AEPs (Garrido et al. 2024). Even outside
of the AEP, SHIP grantees are stretched thin, with

one interviewee describing their counselors as
“overburdened”

Interviewees reported that the 2025 AEP presented

a unique set of challenges, with one interviewee
describing it as a “perfect storm” due to an increased
volume of beneficiary contacts created by several
contributing factors. Each SHIP grantee we spoke with
noted that the volume of beneficiary contacts received
during the 2025 AEP was substantially higher compared
with previous years. One interviewee noted that they
received four times as many calls per day during the
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2025 AEP compared with the months before the 2025
AEP. Interviewees pointed to several contributing
factors, including increased MA plan terminations

in certain regions, providers exiting MA networks,
increased referrals from Medicare agents following
insurers’ decisions to stop paying commissions for
certain plans, expanded SHIP outreach and marketing
efforts, and confusion about the continued operation of
1-800-MEDICARE during the 2025 federal government
shutdown. Many beneficiaries called SHIP grantees
for assistance switching to another MA plan or
moving from MA to FFS Medicare, and an interviewee
estimated that there was a “50/50 breakdown”
between these two options. Other interviewees noted
calls during the 2025 AEP for assistance with MA
enrollment because of either high Medigap premiums
or beneficiaries switching out of D-SNPs and into
conventional MA plans.

Several interviewees noted that their local SHIP
reached capacity (meaning that they could no longer
accept any appointments to counsel beneficiaries for
the remainder of the AEP (October 15 to December
7)) before Thanksgiving. One interviewee said

their local SHIP was at capacity only three weeks
into the 2025 AEP. Once at capacity, grantees are

no longer able to help beneficiaries who do not
already have an appointment through the rest of the
AEP. When capacity is reached, local SHIPs notify
1-800-MEDICARE that they are at capacity and can
no longer accept beneficiary referrals and inform the
public through website postings, voicemail messages,
and other outreach that the public needs to obtain
assistance from 1-800-MEDICARE instead.

To extend their reach despite capacity constraints,
interviewees described a range of process-
improvement efforts. For example, the SHIP TA Center
and SHIP grantees have developed more self-directed
beneficiary education resources, such as videos,

fact sheets, and other online materials that may help
beneficiaries when counselors are unavailable. SHIP
grantees also described implementing triage systems to
assess the urgency of a particular inquiry and whether
it can be handled with publicly available resources
instead of individual counseling, determining which
counselor has the requisite expertise to handle the
issue in the event of complex matters, or redirecting
inquiries to 1-800-MEDICARE due to capacity limits.
One interviewee reported exploring the use of rule-
based chatbots to handle routine questions.

Many beneficiaries work with insurance
agents to navigate their Medicare options

Agents and brokers are trained insurance professionals
who can help beneficiaries enroll in Medicare
insurance plans. (“Agents” and “brokers” are often

used interchangeably. In this chapter, we generally use
“agents,” who are appointed by insurance companies
to sell their products.) There are two main types of
insurance agents: independent agents, who are not
employees of the insurance company and sell products
from multiple insurance companies, and agents who
are employed by or contracted with one insurance
company (also referred to as a “captive agent”). A

2022 Commonwealth Fund survey found that, among
Medicare beneficiaries ages 65 and older who received
help with their plan choice, about 30 percent of FFS
beneficiaries and 31 percent of MA enrollees turned to
agents for help (Leonard et al. 2022).

In our annual focus groups, many beneficiaries

report positive experiences working with agents to
determine the premiums and out-of-pocket costs of
different plans (NORC at the University of Chicago
2025, NORC at the University of Chicago 2024).
Beneficiaries described how their insurance agents
tailored suggestions based on individual health needs,
especially medication lists and clinician preferences.
However, because agents are not required to contract
with all available companies in their market, a single
agent will not necessarily present every available plan
to a beneficiary, something that may not be understood
by the beneficiary even if agents disclose it in their
communications.

Some agents contract with multiple insurance carriers
that pay commissions tied to initial enrollment

and retention of beneficiary enrollment in the MA,
Medigap, or Part D plans they sell. CMS has established
maximums on compensation per enrollment that

MA and Part D plans can pay agents—for instance,
$694 for initial enrollment in an MA plan (Centers for
Medicare & Medicaid Services 2025m). In addition

to commissions per enrollment, agents may receive
supplemental administrative compensation such

as a bonus for meeting enrollment benchmarks or
payments for carrying out other activities for plans
(e.g., beneficiary health risk assessments). There is no
set cap for these payments, and CMS estimates that
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administrative payments far exceed the compensation
paid for enrollment (Centers for Medicare & Medicaid
Services 2024c). These compensation arrangements
have led some stakeholders to voice concern that
agents have financial incentives to steer beneficiary
decision-making. These incentives could favor
enrollment in MA plans over Medigap plans and stand-
alone prescription drug plans, in higher-premium
Medigap plans over lower-premium Medigap plans,
and in plans that offer bonuses for reaching enrollment
benchmarks.

Beneficiaries report positive experiences working
with insurance agents

In our annual focus groups, many beneficiaries said
they had positive experiences working with agents to
determine the out-of-pocket costs, premiums, and
prescription costs of individual plans (NORC at the
University of Chicago 2025, NORC at the University of
Chicago 2024). Most of these beneficiaries described
wanting help understanding the different Medicare
options, including traditional FF'S Medicare versus MA,
and more specific plan choices under each option. In
general, beneficiaries in our focus groups found the
agents they worked with to be helpful for navigating
their choices and ultimately selected their plans after
discussing options with their agent.

Beneficiaries described how their agents tailored
suggestions based on individual health needs, especially
medication lists and clinician preferences. These
beneficiaries said that when they were establishing a
relationship with an agent, they had comprehensive
discussions about the medications they were taking,
the specific clinicians they wanted to be certain were

in a plan’s provider network, and their preferences for
specific hospitals or health systems.

Most of the beneficiaries in our focus groups who

used insurance agents said they received information
about multiple plans from different insurers. One
beneficiary noted, “He presented five or six different
companies. And we told him what we wanted.” Another
reported, “[My agent] looked through all the plans, then
presented two or three different ones, and I really liked
that” A subset of beneficiaries who described using an
agent said the agent recommended a single plan. One
participant noted, “[The agent] gave us options. But

then he said, ‘Out of all these, this is the one I suggest
because it fits you guys better.”

In our focus groups, some beneficiaries questioned
how agents are compensated by insurers, although
most felt that their agents acted in their best

interest. These beneficiaries questioned whether
agents had financial incentives that might bias their
recommendations and whether some plans pay agents
more than others. One beneficiary noted: “How can
you be assured that they have your best interest at
heart? Because do they get the same amount of money
from every company?” Although participants expressed
awareness that agents are compensated by insurance
companies, most felt that their agents still acted in
their best interest. One beneficiary made this comment
about their agent:

You know, you can't ask somebody to do
something for free. But every year, as soon as the
new Medicare stuff comes out, which I think is

in October, I'm not 100 percent certain, but we
always go and visit with her and she goes through
everything and weighs it all.

Most beneficiaries in our focus groups reported
checking in with their agent annually during the AEP
to reassess their plan. A subset of beneficiaries used
agents for additional services, such as finding travel
insurance for cruises or answering questions about
changes in their coverage, but most did not have
interactions with their agent outside of the AEP.

Federal and state requirements to practice as an
agent, including training

CMS requires that agents who represent MA and Part D
insurers must be (1) licensed in the state in which they
do business, (2) trained and annually tested on their
knowledge of Medicare and health and prescription
drug plans and achieve 85 percent or higher on all
forms of testing, and (3) secure and document a scope
of appointment before meeting with potential enrollees
(Centers for Medicare & Medicaid Services 2026a,
Centers for Medicare & Medicaid Services 2024a).29 MA
and Part D insurers must report to CMS all enrollments
made by unlicensed agents and for-cause terminations
of agents.

Each state’s licensing requirements for agents vary.
Generally, requirements involve specialized coursework
and training, as well as passing a licensing exam. In
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Michigan, for example, 40 hours of education are
required before sitting for an exam covering principles
pertaining to one’s insurance field (Kaplan Financial
Education 2025). However, not every state requires
specialized coursework and training. For example,

any Tennessee resident over the age of 18 may sit

for the state’s agent-licensing exam, regardless of
whether they have completed any education courses.
Some states also have annual continuing-education
requirements for agents to keep their license in good
standing. While state licensing exams generally cover
the same health insurance topics across states, such as
basic insurance product knowledge, they differ in their
sections pertaining to state regulations that licensed
agents must follow.

An agent also does not typically have to be a resident
of the state in which they are applying for a state
insurance license, which allows agents to serve clients
in multiple states. States typically have a reciprocity
provision in which an individual holding an active
license in good standing from one state can apply for
what is known as a nonresident state health insurance
producer license in another state. Since these
individuals are already licensed, they often do not have
to complete the prelicensing requirements or pass

a licensing exam in their nonresident state. Instead,
they are often required to submit an insurance license
application for that state and pay the applicable fee.

CMS requires that MA and Part D insurers provide
training and testing to agents on Medicare rules and
regulations, the plans that agents will sell (including
any details specific to each plan), and relevant state
and federal requirements. CMS annually provides
MA insurers with training and testing guidelines
(Centers for Medicare & Medicaid Services 2025p).
In addition, the insurers themselves often require
agents to complete product and sales training. Many
insurers require agents to complete a training program
developed by AHIP, a national association of health
insurers, in order to sell MA products (AHIP 2025).

CMS requires that MA plans and PDPs put systems in
place to ensure that agents appropriately communicate
with beneficiaries, including that agents appropriately
complete scope-of-appointment records for all
personal marketing appointments (including telephonic
and walk-in). The scope-of-appointment form specifies
which Medicare plans and topics will be discussed

during the meeting and is intended to prevent
unexpected sales pitches.

Agents typically sell plans from multiple insurers
but are not required to sell all available plans in
their market

Independent agents typically have contracts with
multiple insurers but are not required to contract
with every insurer that offers plans in their market.

As aresult, an agent will not necessarily represent
every plan that is available to a beneficiary. In this way,
agents filter plan options, which may not be apparent
to the beneficiary even if the agents disclose it in their
communications.

It is not clear what proportion of total available plans in
a given geographic area a typical agent will represent,
though some analysis suggests that it varies. The
Commonwealth Fund compared the MA plans and
PDPs listed on Plan Finder with the plans listed on
three large online-agent tools for five metropolitan
areas (Commonwealth Fund 2021b). They found that, on
average, each online-agent tool included less than half
(43 percent) of MA plans and less than two-thirds (65
percent) of PDPs listed on Plan Finder (Commonwealth
Fund 2021b).

Agents are compensated by insurers, with
compensation tied to initial enroliment and
enroliment retention

Insurers must report to CMS if they use agents to sell
MA and Part D plans. In our analysis of the information
publicly reported by CMS for coverage year 2025,
virtually all insurers (99 percent) reported that they
were using independent agents to sell their plans
(Centers for Medicare & Medicaid Services 2024a).
(Ninety-six percent of MA and Part D insurers also

use employed agents to sell their products, and those
agents are exempt from compensation requirements
(Centers for Medicare & Medicaid Services 2026a,
Centers for Medicare & Medicaid Services 2024a).) A
survey of Medigap insurers found that 85 percent used
independent agents to sell their plans (Gen Re 2025,
Gen Re 2024).

The ways in which agents are compensated for their
services vary and can be complex. Commonly, agents
contract with multiple insurers that pay commissions
tied to initial enrollment and beneficiary retention

in the MA, Part D, or Medigap plans they sell.>* CMS
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has established maximums on the compensation per
enrollment that MA and Part D plans can pay agents.
In addition to commissions per enrollment, agents
may receive supplemental compensation, which
does not have set federal maximums, such as a bonus
for meeting enrollment benchmarks or payments

for carrying out other activities for plans such as
beneficiary health risk assessments.

Payments to agents for enrolling beneficiaries in MA
or Part D Compensation caps reduce the variation

in commissions across plans, which can limit the
ability of insurers to incentivize agents to steer
beneficiaries toward their plan by offering a larger
commission. The Medicare statute requires that CMS
develop guidelines to ensure that the use of agent
compensation creates incentives to enroll individuals
in the MA plan that is intended to best meet their
health care needs (Centers for Medicare & Medicaid
Services 2024b). CMS has also established that agent
compensation is an administrative cost for insurers
in the calculation of an MA plan’s medical loss ratio
(MLR) (Centers for Medicare & Medicaid Services
2025g).3! Based on insurer-reported information,
spending on agent and broker fees and commissions
increased from $2.4 billion in 2018 to $6.9 billion in
2023—a 19 percent compound average growth rate
(U.S. Senate Committee on Finance 2025). Because of
data limitations, this figure is likely an underestimate
of spending.®?

For each initial year of enrollment, MA plans and

PDPs may pay agent compensation up to a maximum
amount known as the fair market value (FMV),

which is updated annually (Centers for Medicare

& Medicaid Services 2005). The FMV amounts are
originally based on 2006 to 2007 commission data
that plans submitted to CMS and have been adjusted
since then by the national per capita MA growth
percentage (Centers for Medicare & Medicaid Services
2012, Centers for Medicare & Medicaid Services
2008b). Agents receive initial enrollment payments
from insurers during the first year of a beneficiary’s
enrollment or when there is an enrollment change to
an “unlike plan type”®3 Once a beneficiary has enrolled
in an MA plan or PDP, agents can earn a renewal
enrollment payment of up to 50 percent of the FMV
when the beneficiary stays with their original plan or

switches to a “like plan type.3*

Insurers determine the exact compensation level
they will pay agents for enrollment in a plan. There is
no requirement for MA and Part D organizations to
report the exact amounts they compensate agents.
However, on an annual basis, organizations must
report to CMS the minimum and maximum rates they
will pay independent agents (Centers for Medicare

& Medicaid Services 2024a). In our analysis of 2025
data that plans reported, we found that close to 85
percent of reporting MA plans and over 90 percent of
reporting Part D plans use the FMV maximum initial
and renewal commissions as their maximum reported
rates and zero dollars as the minimum reported

rates. We have heard from some agents that MA and
Part D organizations typically pay the FMV maximum
compensation amount.

For 2026, the FMV amount for most states is $694

for an initial enrollment in an MA plan and $347 for a
renewal year (Table 2-5, p. 76) (Centers for Medicare &
Medicaid Services 2025m). The FMV limits are higher in
California, Connecticut, the District of Columbia, New
Jersey, and Pennsylvania and lower in Puerto Rico and
the U.S. Virgin Islands. The FMV amount for all states
for initial PDP enrollment is $114 and $57 for renewal
years. (When a beneficiary enrolls in an MA plan that
has prescription drug coverage (an MA-PD), insurers
pay only the MA compensation amount.) All FMVs are
updated annually by adding the current year’s FMV and
the product of the current-year FMV and the national
per capita MA growth percentage for combined aged
and disabled beneficiaries, which is published each
year in the annual MA rate notice (10.7 percent in 2026)
(Centers for Medicare & Medicaid Services 2025c).

In addition to the compensation for enrollment, MA
and Part D organizations can also pay agents for
referrals of beneficiaries for enrollment in MA and
Part D plans (also known as “finder’s fees”) (Centers for
Medicare & Medicaid Services 2005). CMS has stated
that referral fees are not contingent on a beneficiary
being enrolled in a plan and are essentially payments
for sales leads (Centers for Medicare & Medicaid
Services 2021). Plans may determine the circumstances
as to when they pay referral fees. CMS sets a referral
fee limit that “reflects an amount CMS determined

is reasonably expected to provide financial incentive
for an agent or broker to refer a beneficiary for an
enrollment into a plan that is not the most appropriate
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TABLE
2-5

Maximum insurance-agent compensation per enroliment

in Medicare Advantage and Part D plans, 2026

Connecticut,

Pennsylvania, California, Puerto Rico,

Compensation type National District of Columbia New Jersey U.S. Virgin Islands
MA

Initial year $694 $781 $864 $474

Renewal years 347 391 432 237
PDP

Initial year N4 — — —

Renewal years 57 — — —

Note: MA (Medicare Advantage), PDP (prescription drug plan). CMS establishes maximum annual compensation amounts that an insurer can pay an
independent agent for initial enrollment in MA and Section 1876 cost plans and PDP plans, as well as in renewal years. The compensation rate for
an initial enrollment must be at or below the fair market value (FMV), and renewal compensation is limited to a maximum of 50 percent of the
FMV. The FMV for MA plans is higher than the national rate in five states and lower in two U.S. territories. There is no variation by state/territory in

the maximum compensation for PDP enrollment.

Source: Centers for Medicare & Medicaid Services 2025m.

to meet his or her needs” (Centers for Medicare &
Medicaid Services 2021). These fees are one-time only
and may not exceed $100 for a referral into an MA plan
and $25 for a referral into a PDP.

Some insurers are willing to compensate agents
beyond the enrollment and referral fees. MA and

Part D organizations can also make administrative
payments for services other than enrollment of
beneficiaries (for example, training, customer service,
agent recruitment, operational overhead, or assistance
with completion of health risk assessments (HRASs)).

As defined in regulation, the payments for these
services must not exceed the value of those services

in the marketplace (Centers for Medicare & Medicaid
Services 2005). CMS does not set a maximum value for
administrative payments as it does with enrollment-
based compensation. CMS has said that “it is our
understanding that the administrative fees paid per
enrollee far exceed the compensation paid for that
enrollment” (Centers for Medicare & Medicaid Services
2024¢).%°

In focus groups convened by the Commonwealth Fund,
agents said that they can earn extra income from

conducting beneficiary HRAs during the MA enrollment
process (Commonwealth Fund 2023). All focus-group
participants who sold MA plans said they were paid
to complete HRAs when their clients enrolled in a
new MA plan. Many characterized the assessments
as an easy way to earn extra money because they
take only around five minutes to complete. In 2023,
CMS reported that some agents receive up to $125
for completing an HRA of a new enrollee, an amount
that was about 10 times higher than CMS’s estimate
of the FMV for such an assessment when provided by
nonmedical staff (Centers for Medicare & Medicaid
Services 2023b). However, we heard from some
agents that most MA plans have since changed their
compensation policies to only provide HRA-related
payments for SNP enrollees. One large MA insurer is
offering agents a payment of $35 to complete HRAs
for SNP enrollees in 2026 (Humana 2026). It is not
clear how plans use the HRA information collected
by agents. Such information could help plans identify
beneficiaries for follow-up, including documentation
of diagnoses through clinician-conducted HRAs. (The
diagnoses listed on HRAs can increase plan payments
under the MA risk-adjustment system, but only if the
HRAs are conducted by a clinician.)
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Payments to agents for enrolling beneficiaries in
Medigap In general, the sale of Medigap plans

is governed by state law and regulation, which

are deemed to meet federal requirements if the
state’s law and regulation provide for standards at
least as stringent as those contained in the NAIC
model regulation (Centers for Medicare & Medicaid
Services 2017). The NAIC model regulation permits
compensation only if the first-year enrollment
commission or other compensation is no more than
200 percent of the commission or other compensation
paid for selling or servicing the policy in the second
year. Renewal compensations must be the same
amounts and are provided for no fewer than five
renewal years (National Association of Insurance
Commissioners 2025). The NAIC model regulation
defines compensation as any kind of payment or
nonmonetary item relating to the sale or renewal of
the policy, including but not limited to bonuses, gifts,
prizes, awards, and finder’s fees (National Association
of Insurance Commissioners 2025).

The agent’s commission is typically a percentage

of the annual plan premium; the insurer sets the
percentage, and the commission is paid by the insurer
(Commonwealth Fund 2021a). This structure can tend
to provide an agent with a higher commission for
enrolling beneficiaries in a higher-premium Medigap
policy. A recent industry report indicates that first-
year commissions for enrollments in Medigap are
approximately 20 percent of annual premiums, but they
can vary based on the state or plan type (Gurley 2025).
The commission for subsequent years (i.e., the renewal
or residual commission) is generally set at 10 percent of
the premium (Commonwealth Fund 2021a). The renewal
commissions can drop to 1 percent or 2 percent of the
premium after 6 years and to zero percent after 10
years (Clark 2022). Agents have anecdotally reported
that some insurers do not pay commissions (sometimes
known as “zero-dollar commissions”) for Medigap plans
covered by guaranteed-issue requirements (Centers for
Medicare & Medicaid Services 2024d).

The average monthly premium for Medigap plans

was $217 in 2023, or $2,604 for a full year of coverage,
according to a KFF analysis of data from the NAIC
(Freed et al. 2024b). However, premiums vary by state
and by policy type. For example, the average monthly
premium for people enrolled in Plan G was $164 (S1,968

for 12 months), but this amount varied from a low of
around $140 in Hawaii, New Mexico, and the District
of Columbia to a high of $236 in New York. Based on
the national average of $2,604 and the industry reports
cited above on the percentage of premiums used to
determine agent compensation, an agent could be

paid about $521 for the first year and $260 as a renewal
commission. These are estimates of average premiums
because premiums and rate adjustments for policies
vary and commissions may shift based on beneficiary,
type of policy sold, and location.

Agent compensation may create financial
incentives to steer beneficiary decision-making

Beneficiaries choose their coverage by weighing the
costs and financial protections, access to care, and
extra benefits offered by different insurance options
with their own needs and preferences. Insurance
agents can help beneficiaries consider their enrollment
options, saving beneficiaries significant time
researching plan details. Their personalized guidance,
which may include year-round support (e.g., helping
beneficiaries with claims or answering coverage
questions) comes at no cost to the beneficiary since
agents are paid by insurance companies. The agents we
spoke with reported that they assume a fiduciary role
with their clients and want to get beneficiaries into the
plan that is right for them, regardless of the financial
incentives.

But some stakeholders have voiced concern that agents
have financial incentives to steer beneficiary decision-
making. These incentives could favor enrollment in MA
plans over FFS Medicare with Medigap plans and PDPs,
in higher-premium Medigap plans over lower-premium
Medigap plans, and in plans that offer bonuses for
reaching enrollment benchmarks.

Enroliment in MA-PDs over Medigap and PDPs In the
Commonwealth Fund’s agent focus groups, most agents
recalled receiving higher commissions—sometimes
much higher—for enrolling people in MA plans
compared with Medigap plans, with some variation
by geographic region and new enrollments versus
renewals (Commonwealth Fund 2023). One agent

in the Commonwealth Fund focus groups recalled
getting paid three times more to sell an MA plan; even
when the PDP and Medigap commissions were added
together, most agents said that MA commissions were

Report to the Congress: Medicare and the Health Care Delivery System | June 2026 77



lllustrative example of agent compensation providing financial incentives to enroll
beneficiaries in an MA-PD plan over Medigap and a stand-alone Part D plan

800

Bl MA-PD [ Medigap [J partDplan

$694

600 —
$486
400 — $347 $347 $347 $347
$243 $243 $243 $243
- i i i i
0 | | | |

Initial enrollment year

Agent compensation (in dollars)

Renewal Year 1 Renewal Year 2 Renewal Year 3 Renewal Year 4

Note: MA-PD (Medicare Advantage Prescription Drug [plan]). For the coverage year 2026, CMS established maximum agent compensation for initial
enrollment in an MA plan at $694 and a PDP at $114. The maximum renewal-enrollment compensation for MA is $347 and $57 for PDPs. This
example uses the median annual premium for a Plan G Medigap plan ($1,860) based on Plan Finder results for a 65-year-old female with no
tobacco use and no household discount in ZIP code 22206 (Arlington, VA). We assume that agent compensation for Medigap is 20 percent of
the annual premium for initial enrollment and 10 percent of the annual premium for renewal enrollment. This illustrative example does not
include administrative and bonus payments that insurers may pay agents.

Source: MedPAC analysis of CMS compensation amounts and Medicare Plan Finder tool.

much higher. The difference in commissions could
create incentives for agents to steer beneficiaries to
certain plans.

However, we spoke with some agents who reported
that they think about their compensation over time
rather than just the initial commission amount. These
agents told us that their goal is to have a successful
long-term relationship with the beneficiary and that
the difference in commission payments between MA
plans and Medigap policies would not induce them

to steer the beneficiary to a plan that was not right
for that beneficiary. We also heard from some agents
that Medigap plans have more “plan persistency” than
MA, meaning that Medigap plans are more likely to
be consistent year after year and that beneficiaries
tend to stay in the same Medigap plan over time. Thus,

writing a Medigap policy may have a more reliable
renewal commission with less time spent consulting a
beneficiary every year, compared with MA plans, which
can change every year.

Using the information presented in the sections

above, we now present an example that illustrates

the financial incentives that an agent might have to
encourage beneficiaries to enroll in an MA-PD over a
Medigap plan and a PDP. This illustrative example is
incomplete and may be a lower estimate because we do
not have data on administrative and bonus payments
that insurers pay agents. In our illustrative example, an
agent selling an MA-PD to a new enrollee in Virginia
could earn $694 in compensation in 2026 (the FMV
limit) (Figure 2-3). If the agent instead enrolled that
beneficiary in a median-priced Medigap policy (Plan G)
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and a PDP, they could earn an estimated $372 (20
percent of the $1,860 annual premium) for the Medigap
plan plus $114 for the PDP, for a total of $486. Thus, for
the initial year of enrollment, the agent would make
$208 more for enrolling the beneficiary in MA over
Medigap and a PDP.

In the subsequent year, if that enrollee stayed in their
initial MA plan or switched to a “like” MA plan, the
agent could receive $347 (Figure 2-3). If the enrollee
stayed in their Medigap plan and PDP, the agent
would receive S186 (10 percent of the $1,860 annual
premium) and $57 for the PDP, or $243 in total, which
is $104 lower than the MA renewal fee. Over a five-year
period, an agent could make $624 more by enrolling a
beneficiary in an MA plan versus a Medigap plan and
PDP. (This example assumes that the beneficiary stays
in the plan for five full years.)

Note that in our illustrative example, the compensation
amounts for renewal remained the same over the
period. However, in actuality, the financial incentives
to enroll beneficiaries in MA instead of Medigap

could be increasing over time. A Commonwealth

Fund analysis that used 2016, 2018, and 2020 data
found that MA plans had higher commissions in all
three years and that the difference between MA and
Medigap commissions increased over that period
(Commonwealth Fund 2021a).

Enroliment in higher-premium Medigap plans over
lower-premium Medigap plans Since the agent-
compensation structure for Medigap is typically a
percentage of the premium, agents have an incentive to
enroll beneficiaries interested in Medigap in plans with
higher premiums. Most beneficiaries with Medigap
plans choose plan types that provide comprehensive
coverage, such as Plan G, which covers all Part A and
Part B cost sharing other than the Part B deductible
(see Appendix 2-A, p. 81). The premium amount is the
key difference between Medigap policies within the
same plan letter sold by different companies, and there
is variation in the premiums that different insurance
companies charge for the same types of coverage
(Freed et al. 2024b).36

As an illustrative example, if an agent enrolled a
beneficiary in Virginia in a median-priced Plan G
Medigap plan, they could make $372 (20 percent of
the $1,860 annual premium) (Figure 2-4, p. 80). If the

beneficiary instead enrolled in the median-priced
Plan N policy, the agent would make $278 (20 percent
of the $1,392 annual premium). Thus, on that initial
enrollment, the agent would make $94 more for
enrolling the beneficiary in Plan G instead of Plan N.
In the subsequent year, if that beneficiary remained
enrolled in their Medigap plan, the agent could receive
$186 (10 percent of the $1,860 annual premium) for

the Plan G policy versus $139 (10 percent of the $1,392
annual premium) for the Plan N policy, a difference of
$47. Over a five-year period, an agent could make $282
more for enrolling a beneficiary in the higher-premium
Plan G Medigap policy.

Bonuses for reaching enroliment benchmarks In the
Commonwealth Fund’s agent focus groups, agents

said that insurers commonly provide bonus payments
for reaching enrollment benchmarks, with some
payments described as “substantial” (Commonwealth
Fund 2023). Describing one insurer’s bonus program, a
focus-group participant said, “I think it was 20 policies
within a three-month period. That bonus was actually
a hundred bucks a policy” The Department of Justice
(DOJ) recently filed a complaint against three insurers
and three large insurance brokers that allegedly
directed Medicare beneficiaries to plans offered by
insurers that paid the most in “kickbacks,” regardless of
the plan’s suitability for the beneficiary (Department of
Justice 2025).

Insurers may stop paying commissions for certain plans
Insurers do not have to pay commissions to agents for
enrolling beneficiaries in MA plans. There are reports
of some insurers halting commission payments for new
enrollment in certain MA plans. For example, partway
through the 2024 AEP, three insurers (Aetna, Cigna,
and Elevance) stopped offering commissions to agents
and third-party marketers for certain plans and in
certain markets (Tepper 2024). Beginning in July 2025,
UnitedHealth Group stopped paying commissions in

all or part of 38 states and the District of Columbia

for more than 180 plans (Young and Tepper 2025). The
plans affected by this change were PPO products but
included some HMO products and special-needs plans.
Insurers may stop paying commissions for some plans
because sales are higher than desired. Some insurers
have also stopped paying agent commissions on PDPs,
which may be an attempt to encourage agents to direct
consumers into the insurer’s MA plans (Herman 2025,
Herman 2024). As noted above, CMS has also heard that
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Illlustrative example of agent compensation providing financial incentives
to enroll beneficiaries in a higher-premium Medigap plan over a lower one
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Note: This example uses the median annual premiums for a Plan G Medigap plan ($1,860) and Plan N Medigap plan ($1,392) based on Plan Finder
results for a 65-year-old female with no tobacco use and no household discount in ZIP code 22206 (Arlington, VA). We assume that agent
compensation for Medigap is 20 percent of the annual premium for initial enrollment and 10 percent of the annual premium for renewal
enrollment. This illustrative example does not include data on administrative and bonus payments that insurers may pay agents.

Source: MedPAC analysis of CMS compensation amounts and Medicare Plan Finder tool.

some Medigap insurers do not pay commissions for
guaranteed-issue Medigap plans (Centers for Medicare
& Medicaid Services 2024d).

In late 2025, roughly a dozen state departments of
insurance warned insurers about the use of zero-
dollar commissions under state laws because they
hinder consumer access to plans (Tong 2025).3” CMS
then issued a memo to state insurance commissioners
noting that federal law likely preempts state laws

in regulating MA broker compensation (Centers for
Medicare & Medicaid Services 2025n).

Agents told us that if they enroll beneficiaries in
zero-dollar-commission plans, they will not be paid
for their work. Some agents reported that they do
enroll beneficiaries in zero-dollar-commission plans,
particularly when there is a long-standing relationship

between the agent and the beneficiary and the agent
believes the zero-dollar-commission plan is the right
plan for the beneficiary. Some agents reported that
they will refer beneficiaries to SHIP counselors or
1-800-MEDICARE when they think a zero-dollar-
commission plan is best, because they prioritize
enrollments with a commission. ®
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APPENDIX

Special enrolilment periods and

situations specific to Medigap




e discuss three common special enrollment
Wperiods (SEPs) and situations specific to

Medigap in this appendix: no longer covered
by an employer’s group health plan, trial rights, and a
significant change in a plan’s provider network, as well

as issues specific to Medigap.

No longer covered under an employer’s
group health plan

Most individuals are eligible for Part A without a
premium, so individuals who are still working and
covered under their (or their spouse’s or parent’s, as
applicable) employer-sponsored group health plan

will typically enroll in Part A when eligible and do not
need an SEP. However, individuals who are working and
are covered by an employer-sponsored group health
plan can postpone Part B (and Part A if they must pay

a premium) enrollment without a penalty by using

the SEP for employer group health plan coverage.®
These individuals who postpone Part B enrollment also
preserve their guaranteed-issue right to a Medigap
plan when they are no longer covered by a group
health plan sponsored by an employer. This SEP begins
after the individual is no longer covered by a group
health plan because they (or their spouse or parent,

as applicable) are no longer actively employed or the
employer-provided medical coverage ends, and the
SEP concludes after eight months from the month the
employment or employer-provided coverage ends.
Individuals who use this SEP to enroll will avoid Part B
(and Part A if they must pay a premium) late-enrollment
penalties unless there is a gap after the end of the SEP
before the individual enrolls.

However, individuals (or their spouse or parent, as
applicable) who are no longer actively employed or
whose employer-sponsored coverage ends may have
insurance that is not an employer-sponsored group
health plan. Having this insurance does not confer
eligibility for the Part B SEP. Examples of insurance

not considered an employer-sponsored group health
plan for the purpose of the Part B SEP are Consolidated
Omnibus Budget Reconciliation Act (COBRA) plans,
retiree health plans with coverage for individuals (or
their spouse or parent, as applicable) no longer actively

working, Veterans Affairs coverage, TRICARE, or
individual health coverage (such as through the Health
Insurance Marketplace).

In contrast to the Part B SEP requirements, the Part D
SEP requirements allow consideration of whether the
other insurance is creditable prescription drug coverage.
Health plans that offer prescription drug coverage, like
plans from employers or unions, are required to notify
their Part D-eligible members if the coverage they

offer is creditable coverage. However, a failure to notify
members that they are eligible for Part D does not lead
to an SEP. Individuals with creditable coverage will not
be subject to the Part D late-enrollment penalty unless
there is a gap of creditable prescription drug coverage
for 63 or more days in a row. This situation means that
an individual with COBRA coverage would not be eligible
for a Part B SEP but may be eligible for a Part D SEP if
the COBRA coverage includes creditable prescription
drug coverage.

If an individual loses their employer group health plan
because they are no longer actively employed or their
employer-sponsored coverage ends, or when they elect
into or out of employer-sponsored coverage, such as
during an employer’s “open season,” there are also SEPs
for Medicare Advantage (MA) and Part D. Individuals
desiring to enroll in MA and /or Part D have two months
after their group health plan coverage ends to enroll in

aplan.

Once individuals enroll in Part B, they have six months
to enroll in a Medigap plan to obtain a guaranteed-issue
policy (some states may have additional guaranteed-
issue rights). Individuals may have employer-sponsored
coverage that would allow a Part B SEP if they enrolled
in Part B after their employer coverage ends. Sometimes
individuals will enroll in Part B when they turn 65, even
if they have employer coverage. However, the six-month
Medigap guaranteed-issue period starts when they are
65 or older and enroll in Part B. Individuals may not
realize that they should wait to enroll in Part B or that
they need to enroll in Medigap during that six-month
period to preserve their guaranteed-issue rights if

they do not qualify for the employer group health plan
situation below.

Part B-enrolled individuals who are members of an
employer group health plan offered by an employer
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of a certain size (20 or more employees for aged
beneficiaries or 100 or more employees for disabled
beneficiaries) are eligible for Medigap guaranteed-
issue rights when their employer coverage ends. This
situation allows individuals 63 days from notice of the
loss of employer coverage to buy certain Medigap plans
sold in their state without medical underwriting.

The Medigap guaranteed-issue right is broader than
the Part B SEP due to the consideration of the type of
insurance that is ending. The Part B SEP applies only
when employer group health plans are ending (or the
beneficiary is choosing to leave the employer group
health plan) and not when retiree or COBRA coverage
is ending. In contrast, the Medigap guaranteed-issue
right applies when employer group health plans as well
as retiree or COBRA coverage is ending.

There are two SEPs that let individuals who have been
in MA for less than 12 months exercise “trial rights”

to buy a guaranteed-issue Medigap policy without
medical underwriting after the Medigap enrollment
period. The first SEP applies to beneficiaries joining
an MA plan when they are first eligible for Part A and
Part B at age 65 and within the first year of MA plan
enrollment, decide to return to FFS Medicare and
purchase a Medigap policy. The beneficiary may apply
for certain Medigap policies sold in their state on a
guaranteed-issue basis no more than 63 days after
disenrolling from the MA plan.

The second trial-right period applies to beneficiaries
who dropped a Medigap policy to join an MA plan

for the first time and have been in the MA plan for

less than a year. These beneficiaries may apply for a
Medigap policy no more than 63 days after disenrolling
from the MA plan unless other circumstances apply.
The beneficiary can buy the same Medigap policy that
they had before enrolling in the MA plan if it is still
sold by the same insurer; otherwise the beneficiary
may buy certain Medigap policies sold in their state on
a guaranteed-issue basis no more than 63 days after
disenrolling from the MA plan.

Significant change in provider or
pharmacy network

There is an MA and Part D SEP for exceptional
circumstances, including a significant change in the
beneficiary’s provider network.> If a significant change
in network has occurred, within two months of notice
of the significant change, the affected enrollee has

the option to stay enrolled in the plan, change MA
plans, or return to fee-for-service (FFS) Medicare and
purchase certain guaranteed-issue Medigap policies
without medical underwriting. Enrollees affected by
the significant change are those who are assigned to,
are currently receiving care from, or have received care
within the past three months from a provider or facility
being terminated from the plan’s provider network.

Plans have considerable discretion to select the
providers with whom to contract to build their
provider networks, and providers have discretion
about which plans to participate in. Plans can make
changes to provider and pharmacy networks at any
time during the contract year, after beneficiaries have
already enrolled. CMS states that plans “may be in the
best position to determine whether or not a provider
termination without cause is significant,” regardless
of the cause of the provider’s termination from the
network (Centers for Medicare & Medicaid Services
2016a). CMS expects plans “to take a conservative
approach in determining whether the no-cause
provider termination represents a significant change
to the network by notifying CMS if there is any doubt”
as to whether the termination represents a significant
change to the network (Centers for Medicare &
Medicaid Services 2016a).

CMS considers significant changes to provider
networks “to be those that go beyond individual or
limited provider terminations that occur during the
routine course of plan operations and affect, or have
the potential to affect, a large number” of the plan’s
enrollees (Centers for Medicare & Medicaid Services
2016a). CMS stated that it has “a rigorous internal
review process that evaluates the totality of the

unique circumstances around each termination to
carefully determine whether that network change is
‘significant’ and requires an SEP” (Centers for Medicare
& Medicaid Services 2024d). If a termination represents
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a significant change in the plan’s provider network,

the plan is notified and must notify its enrollees of
their eligibility for this SEP, including the right to
Medigap guaranteed issue, and how to use the SEP
(Centers for Medicare & Medicaid Services 2025h). CMS
provides a model notice for MA plans to use to send to
beneficiaries who disenroll from the plan and enroll in
FFS Medicare about their temporary right to Medigap
guaranteed issue.

CMS proposed a new rule for contract year 2027

to streamline the SEP and the change in provider-
network plan notification by (1) replacing the current
SEP for significant change in provider network with a
new, broader SEP for provider terminations, thereby
removing the need to make a determination on the
significance of the change before enrollees are eligible
for the SEP; and (2) requiring MA organizations to
provide information about SEP eligibility as part

of their notification to enrollees of an upcoming
change in their provider’s network status (Centers for
Medicare & Medicaid Services 2025i). However, while
acknowledging the broad interest in this topic, CMS
ultimately decided not to finalize the proposal, stating
that it will continue to consider the extent to which it
may be appropriate to engage in future rulemaking in
this area (Centers for Medicare & Medicaid Services
2026e).

Even if the determination is made that the change

to a provider is not a significant change on a plan
basis, SEP eligibility determinations may be made

on an enrollee-by-enrollee basis, considering an
enrollee’s individual circumstances. Enrollees may
contact 1-800-MEDICARE to request an SEP due

to exceptional circumstances, such as situations

in which access to services is compromised and
adverse health consequences would result, including
maintaining continuity of care for a chronic condition
and to prevent interruptions in treatment (Centers for
Medicare & Medicaid Services 2024d). The supporting
details and documentation are reviewed to determine
whether the enrollee is eligible for an SEP. If the
enrollee is eligible, the SEP application is forwarded
to the plan for processing, and the plan will send a
notification to the enrollee. The enrollee may use
that notification to enroll in another plan or, for MA
enrollees, to return to FFS Medicare and enroll in a
Medigap policy on a guaranteed-issue basis as part of
the SEP.

Medigap guaranteed-issue rights and
state variation

Regarding Medigap, individuals can obtain a
guaranteed-issue Medigap policy at other times after
the Medigap enrollment period in certain limited
situations. As of 2024, 35 states require Medigap
insurers to issue policies to Medicare beneficiaries ages
65 and older due to certain specified circumstances
(Freed et al. 2024b). Outside of the federal and state
enrollment periods, the right to purchase a Medigap
policy is not guaranteed. Insurers may require medical
underwriting before issuing a policy.

States have established requirements regarding the
sale and pricing of Medigap plans. Individuals may

be eligible for a guaranteed-issue Medigap policy
during certain limited time periods precipitated by
individual circumstances, depending on applicable
state law. Some insurers may not sell a Medigap policy
to an individual with certain medical conditions if the
individual is subject to medical underwriting.

Four states (Connecticut, Maine, Massachusetts,

and New York) require either continuous or annual
guaranteed-issue protections for Medigap for all
beneficiaries ages 65 and older, regardless of medical
history (CSG Actuarial 2025). In Connecticut and New
York, insurers are required to issue Medigap policies at
any time during the year without medical underwriting
to all individuals over age 65, while Massachusetts
limits annual enrollment without medical underwriting
from February 1 through March 31 (CSG Actuarial
2025). In Maine, each insurer must designate a one-
month guaranteed-issue period each year when any
applicant ages 65 to 70 will be accepted in Medigap
Plan A without medical underwriting (CSG Actuarial
2025). Minnesota recently enacted legislation to
institute annual guaranteed-issue protections, with an
anticipated effective date of August 1, 2026. In these
states, individuals who missed their initial Medigap
enrollment period may obtain a Medigap policy without
medical underwriting during the continuous or annual
period, as applicable in the state. Individuals with

a Medigap policy may also switch Medigap policies
during the continuous or annual period, as applicable
in the state.
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After the initial Medigap enrollment period, there is no
federally required annual enrollment period (AEP) that
would allow beneficiaries to join or switch Medigap
policies or insurers without medical underwriting
unless a specific situation applies. In general,
beneficiaries may drop their current Medigap policy
and try to switch to another Medigap policy—or drop
their MA plan, switch to FFS Medicare, and try to buy
a Medigap policy—at any time. However, unless state
law requires the sale of guaranteed-issue Medigap
policies after the Medigap enrollment period or other
federal situations apply, due to medical underwriting,
individuals may not qualify for another Medigap
policy. In contrast, federal rules allow beneficiaries

to join, switch, or drop their MA plan or PDP annually
during the AEP from October 15 through December

7. Enrollees may also switch or drop their MA plan
annually during the open enrollment period (OEP) from
January 1 through March 31.

For those with Medigap policies, state law may permit
switching Medigap policies to other Medigap policies
at certain times during the year. For example, in
Maine, individuals with an existing Medigap policy
may purchase another policy that provides equal or
lesser benefits up to 60 days before the requested
coverage effective date without medical underwriting
(CSG Actuarial 2025). Washington allows individuals
already enrolled in Medigap to switch to another

plan or carrier at any time during the year, with some
restrictions about which lettered plan the enrollee
may switch to; for example, persons with Plan H, I, or J
may move only to a less comprehensive Medigap plan
(CSG Actuarial 2025). Minnesota’s recently enacted
Medigap legislation includes a guaranteed-issue AEP
that will align with the dates of the MA OEP (January 1
through March 31), which may help reduce some of the
enrollment complexity for enrollees in that state.

As of January 1, 2026, 12 states have a version of what

is known as a “birthday rule” in place (CSG Actuarial
2025). The birthday rule is an annual application period
around the Medigap beneficiary’s date of birth that
typically allows a beneficiary with a Medigap policy to
change Medigap policies or carriers, usually only to

a policy with equal or lesser benefits, often without
medical underwriting, as dependent on state law. For
example, an individual with a Medigap policy issued

in Maryland has 30 days from the individual’s birthday
each year to switch to another available Medigap policy
with equal or lesser benefits than the individual’s
current Medigap policy (CSG Actuarial 2025). Because
the individual in Maryland already has a Medigap
policy, the individual may switch policies without
medical underwriting (or without additional medical
underwriting if the individual was subject to medical
underwriting when they first purchased their Medigap

policy).

Missouri has an “anniversary rule” in place in which
Medigap enrollees who terminate their Medigap

plan within 30 days of the Medigap policy’s annual
anniversary date in a year may obtain the same
lettered plan from another insurer with no medical
underwriting for a period of 63 days from the
termination (CSG Actuarial 2025). For example, if an
individual in Missouri purchased a Medigap policy on
February 8, 2024, in order to take advantage of this rule
in 2025, the individual would have had to terminate
their existing policy within 30 days of their policy’s
anniversary date (February 8, 2025), which would have
been by March 10, 2025. The individual could obtain the
same lettered plan from another insurer within 63 days
of the termination date of their policy. For example,

if the individual terminated their existing policy on
March 10, 2025, they would have had until May 12, 2025,
to complete their purchase of a policy from another
insurer. Because the individual in Missouri already has
a Medigap policy, the individual may switch policies
without medical underwriting (or additional medical
underwriting if the individual was subject to medical
underwriting when they first purchased their Medigap

policy).

The birthday and anniversary rules apply only to
individuals who currently have a Medigap policy.
Individuals without a Medigap policy may try to obtain
a policy at any time during the year, but due to medical
underwriting, they may not qualify. ®
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APPENDIX

Beneficiaries’ experiences

assessing their coverage
options, according to
Medicare’s annual survey




edicare beneficiaries face complex decisions
Mabout their coverage, and they often report

confusion about their coverage options and
say that they use various sources of information to
make their coverage decisions. We examined results
from CMS’s Medicare Current Beneficiary Survey
(MCBS), a nationally representative survey that asks
beneficiaries about a range of topics including their
understanding of Medicare, satisfaction with the
information available about the program, and how
often they review their Medicare plan options. We
analyzed changes in national-level responses over
time (2019 to 2023) and variation in 2023 responses
stratified across different beneficiary characteristics,
such as enrollment in traditional fee-for-service
(FFS) Medicare versus Medicare Advantage (MA), age,
geography (rural /urban), dual eligibility for Medicare
and Medicaid, race/ethnicity, and education level.*°

Our examination of the results from the MCBS

adds to findings from our beneficiary focus groups
and other surveys that beneficiaries use different
information sources to navigate their decision-making
and are generally satisfied with the availability of

the information. Nevertheless, a sizable minority of
beneficiaries between 2019 and 2023 found Medicare
difficult to understand, although there has been a
decline in the share of beneficiaries reporting that it
is difficult to review and compare Medicare coverage
options. This finding may signal opportunities to
reduce program complexity and assist groups of
beneficiaries who may need more guidance.

When asked how easy it is to understand Medicare,
29 percent of respondents in both 2019 and 2023 said
that the program was “very” or “somewhat” difficult
to understand (Table 2-B1, p. 88). There were some
differences across subgroups of beneficiaries, which
may indicate the need for more targeted decision-
making support. In 2023, full-benefit Medicare-
Medicaid dually eligible beneficiaries were more likely
to respond that the Medicare program was “very”

or “somewhat” difficult to understand compared

with non-dually eligible beneficiaries (33 percent
compared with 28 percent; data not shown).*! When
looking across race/ethnicity groups in 2023, Hispanic

beneficiaries were more likely than White and Black
beneficiaries to say that the program was difficult to
understand (38 percent compared with 28 percent and
24 percent, respectively). In 2023, beneficiaries with
no high school diploma were also more likely to report
that Medicare was difficult to understand (34 percent
compared with 27 percent of beneficiaries with a
college degree or more).

When asked how easy it is to review and compare
Medicare coverage options, about a third of
beneficiaries said it was “very” or “somewhat” difficult
(Table 2-B1, p. 88). The share of beneficiaries reporting
that it was difficult to compare Medicare plan options
decreased from 2019 to 2023 (37 percent to 33 percent).
In 2023, full-benefit dually eligible beneficiaries,
Hispanic beneficiaries, and beneficiaries with no high
school diploma were more likely to report that it was
difficult to compare Medicare options (data not shown).

Experiences with information sources
about the Medicare program

The vast majority of all respondents (92 percent)

said they were satisfied with the availability of
information about the Medicare program. There were
no meaningful differences in the level of satisfaction
with the availability of information across groups

of beneficiaries we analyzed. About a quarter of
beneficiaries reported trying to get information about
the Medicare program in the past year. This share has
increased from 23 percent of beneficiaries in 2019

to 27 percent in 2023 (Table 2-B1, p. 88). In 2023, 83
percent of respondents said that they “completely”

or “somewhat” agree that they had the information
needed to make informed comparisons across
insurance options, an increase from 80 percent in 2019
(Table 2-B1).

The MCBS asks beneficiaries about their awareness of
and experiences using three sources of information
about Medicare: the Medicare & You handbook, the
Medicare.gov website, and the 1-800-MEDICARE phone
line. In 2023, 82 percent of all respondents reported
that they either received the Medicare & You handbook
in the mail or reviewed it online, and 64 percent said
that they thoroughly read the handbook or read parts
of it (the other 36 percent said they read none of
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TABLE

2-B1 Changes in national-level MCBS responses over time, 2019-2023
Percentage
point
MCBS question 2019 2023 change

Understanding the Medicare program

Medicare program is easy (very or somewhat) to understand 71% 71% 0%
Medicare program is difficult (very or somewhat) to understand 29 29 0
Easy (very or sommewhat) to review and compare Medicare coverage options 63 67 4
Difficult (very or somewhat) to review and compare Medicare coverage options 37 33 -4

Experiences with information sources about the Medicare program

Satisfied (very or satisfied) with availability of information 90 92 2
about the Medicare program

Tried to get information in the past year about Medicare 23 27

Agree (completely or somewhat) that they have the information 80 83 3
needed to make informed comparisons across insurance options

Received in mail or reviewed Medicare & You book online 86 82 4
Thoroughly read through or read parts of Medicare & You 63 64 1
Read none of Medicare & You 38 36 -2
Visited Medicare.gov 47 46 -1
Aware of 1-800-MEDICARE before today 61 49 -12
Called 1-800-MEDICARE before today 37 33 -4

Reviewing Medicare plan options

Review Medicare options at least once a year 46 52 6
Never review Medicare options 23 19 -4
During last open enrollment, compared insurance plans 29 32
During last open enrollment, reviewed changes in costs 47 53
During last open enrollment, reviewed changes in services 45 50

Note: MCBS (Medicare Current Beneficiary Survey). This analysis includes only community-dwelling beneficiaries not living in institutions such
as nursing homes. It excludes beneficiaries who were not in Part A or Part B throughout their Medicare enrollment in the year or who had
Medicare as a secondary payer. The number of beneficiaries represented in this analysis is 56.7 million in 2023. The MCBS is collected from a
sample of Medicare beneficiaries; year-to-year variation in some reported data is expected. Response rates for initial interviews are approximately
60 percent; once the first interview is completed, participation in subsequent rounds is 80 percent or more. Components may not sum to 100
percent due to rounding.

Source: MedPAC analysis of CMS's Medicare Current Beneficiary Survey, 2019-2023.

the book) (Table 2-Bl). Less than half of beneficiaries however, the share of beneficiaries who said they called
(46 percent) reported visiting the Medicare.gov the phone line only decreased by 4 percentage points
website. In 2023, 49 percent of beneficiaries reported (37 percent to 33 percent). Although respondents’

that they were aware of 1-800-MEDICARE, and 33 awareness of these information sources was generally
percent reported calling the phone line. Awareness of high, there could be opportunities to better promote
1-800-MEDICARE decreased by 12 percentage points the availability of the phone line and use of the

from 2019 to 2023 (from 61 percent to 49 percent); Medicare.gov website.
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In 2023, 52 percent of beneficiaries reported that they
review their Medicare plan options at least once a
year, an increase from 46 percent in 2019 (Table 2-Bl).
In 2023, 19 percent of beneficiaries said they never
review their Medicare plan options, a decrease from 23
percent in 2019.

In 2023, 32 percent of beneficiaries reported
comparing insurance plans during the most recent
annual enrollment period (AEP), which is the primary
opportunity for beneficiaries to make changes to
their coverage (Table 2-Bl). Fifty-three percent of

respondents said they reviewed changes in the costs
of their coverage during the last AEP, and 50 percent
said they reviewed changes in covered services.
Beneficiaries enrolled in MA were more likely to
review their Medicare options annually compared with
beneficiaries in traditional FFS Medicare (57 percent
compared with 45 percent; data not shown). The cost-
sharing rules and supplemental benefits for MA plans
can change every year, which may lead to more MA
enrollees reviewing changes in their plans annually.
Non-dually eligible beneficiaries, Black beneficiaries,
and beneficiaries with more education were more likely
to report that they reviewed their Medicare options at
least once a year (data not shown). B

Report to the Congress: Medicare and the Health Care Delivery System | June 2026 89



Endnotes

Understanding the experiences and perspectives of Medicare
beneficiaries and providers is central to MedPAC’s work. A
benefit of the focus-group approach is that it allows us to
ask questions with answers that cannot easily be put into
numbers, for example, the “how” and “why” of experiences.
The findings provide narratives and real-life examples that
are useful as the Commission discusses issues affecting the
Medicare program. Even with these benefits, we want to note
that due to the nature of focus-group research, our sample
size was limited, so findings cannot be generalized to the
communities we studied or to the nation as a whole.

Individuals may be eligible for Medicare based on the work
credits of the individual, the individual’s spouse, or the
individual's parents in the case of an adult with a disability
that began before age 22 (Social Security Administration
2025). Individuals are also eligible for Medicare based on
covered railroad service and creditable earnings (Railroad
Retirement Board 2024). For simplicity, we refer only to
“Social Security” in the remainder of this chapter.

Individuals pay the full Part A premium of $565 per month
in 2026 if they are eligible for Medicare but they did not pay
Medicare payroll taxes for at least 7.5 years. Individuals pay
a discounted Part A premium of $311 per month if they paid
Medicare payroll taxes for at least 7.5 years but less than 10
years (Centers for Medicare & Medicaid Services 2025j). The
required credits for individuals entitled to Medicare due to
disability or ESRD will vary according to the individual's age.
Because so few beneficiaries pay the Part A premium, this
chapter is limiting references to the premium for the Part A

program.

MA plans can reduce the amount deducted from enrollees’
benefits by “buying down” some or all of the standard Part B
premium amount. Ninety-nine percent of beneficiaries

have access to plans that offer some reduction in the

Part B premium; in 2025, about 32 percent of enrollees in
conventional plans (excluding enrollees in employer group
and special-needs plans) were projected (in plan bids) to be
in these premium-reduction plans, and the average monthly
premium reduction was $44 (the monthly Part B premium
for 2025 was $185) (Medicare Payment Advisory Commission
2025b).

Individuals who are under 65 and had a kidney transplant
more than three years prior and therefore no longer

qualify for Medicare due to ESRD can qualify for Medicare
coverage of their immunosuppressive drugs under the Part
B Immunosuppressive Drug Benefit (Part B-ID). Enrollees in
Part B-ID with higher incomes are required to pay higher
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premiums, based on the same IRMAA thresholds used for
Part B premiums. In 2026, the standard monthly Part B-
ID premium is $121.60 (Centers for Medicare & Medicaid
Services 2025k). In 2023, approximately 155 enrollees with
immunosuppressive drug coverage had roughly $90,000 in
Part B benefits (Boards of Trustees 2025).

Receiving benefits from the Railroad Retirement Board at age
65 will also lead to notification. To simplify for the purpose of
this chapter, we refer to “Social Security”

Puerto Rico residents are automatically enrolled in Part A
when they turn 65 but must actively enroll in Part B.

SSA staff email, April 2026.

Beneficiaries paying a premium for Part A will be subject to
Part A late-enrollment penalties if they delayed enrollment 12
months or more.

Upon losing Medicaid eligibility, beneficiaries have a SEP of
six months to sign up for Part B without a late-enrollment
penalty.

The national base beneficiary premium is the starting point
for calculating a plan-specific basic Part D premium. This
value is calculated according to a statutory formula.

Among plan types, HMOs continued to enroll the most
beneficiaries (57 percent) in 2025. Enrollment in HMOs grew
by 5 percent between 2024 and 2025, outpacing growth

of local PPOs (3 percent) (Medicare Payment Advisory
Commission 2025¢).

The literature review completed by Taylor et al. analyzed

a total of nine studies published from 2009 to 2015. These
included studies that relied on survey data asking consumers
to evaluate different (mostly Medicare) health plans.

A zero-premium plan is a conventional (open to all MA-
eligible beneficiaries) MA plan that includes Part D drug
coverage and charges no Part C or Part D premium (enrollees
may pay the Medicare Part B premium).

Using National Association of Insurance Commissioners data
from Mark Farrah Associates, KFF found that the average
monthly Medigap premium across all current Medigap
policyholders in 2023 was $217, ranging from $191 in Alaska to
$267 in New York.
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16 Plans that use a PPO model, which provide some coverage
for services delivered by out-of-network providers, must also
have a cap on total out-of-pocket costs for both in-network
and non-network providers.

17 We annually conduct separate focus groups with
beneficiaries enrolled in FFS Medicare and MA. We also
conduct groups with dually eligible beneficiaries enrolled in
either MA or FFS, and in 2025 all dually eligible beneficiaries
in our groups were enrolled in MA. We organize findings by
beneficiary source of coverage.

18 FFS Medicare has adopted prior authorization to reduce
the unnecessary use of certain types of hospital outpatient
department services and durable medical equipment
(Medicare Payment Advisory Commission 2018). CMS has
tested the use of prior authorization to reduce unnecessary
use of hyperbaric oxygen therapy in FFS Medicare; however,
it was not adopted by FFS Medicare as a permanent policy
(Centers for Medicare & Medicaid Services 2016b). Prior
authorization for repetitive, scheduled nonemergent
ambulance transport (RSNAT) is voluntary; however, if an
ambulance supplier elects to bypass prior authorization,
applicable RSNAT claims are subject to prepayment medical
review (Centers for Medicare & Medicaid Services 2023c).
The Wasteful and Inappropriate Service Reduction (WISeR)
Model, launched in 2026, is using Al and data analytics to test
new prior authorization for selected services in FFS Medicare
in six states: New Jersey, Ohio, Oklahoma, Texas, Arizona,
and Washington. Participating data companies will conduct
medical reviews and be rewarded for reducing unnecessary
spending (Centers for Medicare & Medicaid Services 2026g).

19 Insurers can contract with outside organizations and
individuals, such as individual agents, to reach and enroll
members; in return, these organizations and individuals earn
compensation directly from insurers.

20 In the Medigap market, insurers must charge the same
premium to beneficiaries who enroll in a given plan during
a one-time enrollment period (which usually starts when a
beneficiary turns 65) and in certain other situations (such
as moving to another state or being enrolled in an MA plan
that leaves the market). Outside of those situations, insurers
in most states can engage in medical underwriting to guard
against adverse selection.

21 Starting with the 2028 plan year, MA plans will be subject
to several new requirements aimed at ensuring that their
provider directories are accurate. Plans will be required to
verify and update the information in their directory at least
every 90 days and conduct an analysis that estimates the
directory’s accuracy for a sample of providers. In addition,
if enrollees make an appointment with a provider that is

22

23

24

25

26

27

incorrectly listed in the directory as an in-network provider,
the plan must cover the service as an in-network service and
charge enrollees the in-network amount for cost sharing.

For the 2026 plan year, CMS has created a temporary

SEP for beneficiaries who use the provider information in
Plan Finder, enroll in an MA plan, and then find that their
preferred provider is not actually in the plan’s network. The
SEP can only be used during the first three months that a
beneficiary is enrolled in the MA plan and is also limited to
those who enrolled in a plan through Plan Finder (as opposed
to enrolling through an insurer’s website). Beneficiaries who
qualify for the SEP can enroll in another MA plan or switch to
traditional Medicare. We do not have any information about
the number of beneficiaries who have used the SEP. CMS has
not indicated whether a similar SEP will be available in future
plan years.

Administration for Community Living, SHIP administrative
data.

Grant allocations to states and territories are determined
based on formulas that account for factors such as the share
of the national Medicare population residing in the state, the
proportion of the state’s Medicare beneficiaries living in rural
areas, and the percentage of Medicare beneficiaries in the
state relative to the state’s total population (Congressional
Research Service 2023). Grant recipients and subrecipients
and the funding amounts are available on the ACLs website.

In our March 2008 report, the Commission recommended
that the Secretary increase SHIP funding for outreach to
low-income Medicare beneficiaries to increase participation
in the MSPs (Medicare Payment Advisory Commission 2008).
The Commission explained that Medicare beneficiaries,
particularly those who are hard to reach, get most of their
information from personal contact and that increasing
funding for SHIP grantees, which provide one-on-one
counseling, would permit more beneficiaries to have access
to programs for which they are eligible (Medicare Payment
Advisory Commission 2008).

The mandatory-funding grant amounts are allocated to states
based on the number of individuals who are not enrolled in,
but who are eligible for, the LIS relative to the total number
of individuals who meet the requirements for the LIS, as well
as the number of Part D-eligible individuals residing in a rural
area relative to the total number of such individuals in the
state (Congressional Research Service 2023).

Administration for Community Living, SHIP administrative
data.
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28

29

30

31

32

33

34

The IRMAA is an amount added to the Medicare Part B and
Part D prescription drug coverage premiums based on a
beneficiary’s modified adjusted gross income (see Table 2-1,
p. 45, for Part B income-related monthly adjustment
amounts).

These federal requirements for agents do not apply to the
sale of Medigap plans. While agents who sell Medigap plans
have to be licensed according to the requirements of the
applicable state, state law may vary regarding any marketing
or training requirements.

Medicare insurance agents’ annual compensation can

vary and is often higher for agents that have been selling
insurance policies for several years and built a client base.
The Bureau of Labor Statistics reports that the median annual
wage for insurance sales agents was $60,370 in May 2024,
which gives a general sense of potential Medicare agent
compensation (Bureau of Labor Statistics 2026). The lowest 10
percent earned less than $36,390, and the highest 10 percent
earned more than $135,660. Some in the industry report that
average annual compensation for a Medicare insurance agent
was about $87,000 (Seven Figure Medicare Agent Summit
2025).

MA plans are required to maintain an MLR of 85 percent (42
CFR Sec. 422.2410(b)). The MLR is the minimum percentage
of revenue that an insurer is required to spend on benefits
for their members. An MLR requirement of 85 percent means
that the insurer is required to spend at least 85 percent of
their revenue on care for their enrollees and can use no more
than 15 percent of their revenue for administrative costs and
profit. MLR requirements for MA organizations are monitored
at the contract level. The numerator of the MLR includes
incurred expenses for members’ medical claims, including
both Medicare and non-Medicare services (i.e., basic and
supplemental benefits).

Not all MA plans report to the NAIC, data from California are
limited, and those MA plans that do report may not include
spending on marketing and administrative costs under “agent
and broker;” causing the data to potentially underestimate the
total market spending.

A change to an “unlike plan type” is defined as changing from
(1) an MA or MA Prescription Drug plan (MA-PD) to a PDP or
Section 1876 cost plan, (2) a PDP to a Section 1876 cost plan or
an MA or MA-PD, or (3) a Section 1876 cost plan to an MA or
MA-PD or PDP.

A change to a “like plan type” is defined as changing from (1)
a PDP to another PDP, (2) an MA or MA-PD to another MA or
MA-PD, or (3) a cost plan to another cost plan.

35

36

37

38

39

For contract year 2025, CMS proposed eliminating the
regulatory framework that allows for separate payment to
agents for administrative services. Following the finalization
of these regulations, the U.S. District Court for the Northern
District of Texas issued preliminary injunctions in Americans
for Beneficiary Choice v. HHS, No. 4:24-cv-00439, and
Council for Medicare Choice v. HHS, No. 4:24-cv-00446,
meaning that certain provisions cannot be implemented. In
August 2025, the court held that CMS exceeded its statutory
authority and vacated the administrative-payments portion
of the rule.

Medigap policies may include benefits in addition to the
required benefits.

The Idaho Department of Insurance filed emergency cease-
and-desist orders against two insurers alleging that the
insurers changed the commission structure as an attempt
to discourage enrollment in their MA plans. The insurers
sued the state, saying that federal MA law preempts state law
in this area, and the district judge agreed that the insurers
were likely to succeed in their lawsuit (UnitedHealthcare

of the Rockies and Care Improvement Plus South Central
Insurance Company v. Dean Cameron, Director of the Idaho
Department of Insurance, U.S. District Court, December
2025).

However, in the case of aged individuals or their spouses in
group health plans offered by employers with fewer than

20 employees (or in the case of disabled individuals or their
parents, by employers with fewer than 100 employees),
Medicare coverage is considered primary to the group health
plan. These individuals are not eligible for this SEP. Based on
data from the Survey of Income and Program Participation,
which is administered by the Census Bureau, in 2023 about
40 percent of people 65 years and older who were employed
worked for an employer with fewer than 25 employees (or
about 7 percent of all people 65 years and older) (Census
Bureau 2025). Although not an exact comparison because

of differences in employer size, these points illustrate that a
portion of Medicare beneficiaries are affected by this policy.

MA plans and providers are allowed to terminate their
network agreements at any point in the year. Plans are
required to notify affected enrollees of a termination of a
contracted provider. When a primary care or behavioral
health provider leaves a network, only enrollees currently
assigned to that primary care provider and to enrollees

who have been patients of the primary care or behavioral
health provider within the past three years are required to
be notified, and the notice period is at least 45 calendar days
before the termination effective date. When other providers
leave the network, the notice must be sent to enrollees who
are assigned to or currently received care from or received
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care in the past three months from the provider. These

Response rates for initial interviews are approximately 60

enrollees must be notified at least 30 calendar days before percent; once the first interview is completed, participation

the termination date.

in subsequent rounds is 80 percent or more (Centers for
Medicare & Medicaid Services 2026d). The MCBS is collected

40 This analysis includes only community-dwelling beneficiaries from a sample of Medicare beneficiaries; year-to-year
not living in institutions such as nursing homes. It excludes variation in some reported data is expected.
beneficiaries who were not in Part A and Part B throughout
their Medicare enrollment in the year or who had Medicare 41 All comparisons of responses across groups of beneficiaries

as a secondary payer. The number of beneficiaries

are statistically significant at p < 0.05.

represented in this analysis was 56.7 million in 2023.
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