HOME & HEALTH CONSUMER REPORTS

1. A GUIDE TO INDOOR AIR QUALITY

Air Pollution Sources in the Hone
I nt roduction
I ndoor Air Quality in Your Hone
What |If You Live in an Apartnent?
Inmproving the Air Quality in Your Hone
A Look at Source-Specific Controls
Radon
Envi ronnental Tobacco Snoke
Bi ol ogi cal Contami nants
Stoves, Heaters, Fireplaces, and Chi meys
Househol d Products
For mal dehyde
Pesti ci des
Asbest os
Lead
Ref erence Guide to Major Indoor Air Pollutants in the Hone
When Buil di ng a New Hone
Do You Suspect Your Ofice Has an | ndoor Air Problenf
Wiere to Go for Additional Information
d ossary

Al R POLLUTI ON SOURCES | N THE HOVE

Mbi st ure

Pressed Wod Furniture
Hum di fi er

Mot h Repel |l ents

Dry- C eaned Goods
House Dust Mtes

Per sonal Care Products
Ai r Freshener

St ored Fuel s

10. Car Exhaust

11. Paint Supplies

12. Paneling

13. Wod Stove

14. Tobacco Snoke

15. Carpets

16. Pressed Wod Sub flooring
17. Drapes

18. Fireplace

19. Househol d Cheni cal s
20. Asbestos Floor Tiles
21. Pressed Wod Cabinets
22. Unvented Gas Stove
23. Asbestos Pipe Wap
24. Radon

25. Unvented d ot hes Dryer
26. Pesticides

27. Stored Hobby Products
28. Lead-Based Pai nt

CoNouhRwOE



| NDOCR Al R QUALI TY CONCERNS

Al of us face a variety of risks to our health as we go
about our day to day lives. Driving in cars, flying in planes,
engaging in recreational activities, and being exposed to
envi ronnental pollutants all pose varying degrees of risk. Sone
ri sks are sinply unavoi dable. Sone we choose to accept because to
do otherwi se would restrict our ability to |ead our |lives the way
we want. And sone are risks we mght decide to avoid if we had
the opportunity to nmake inforned choices. |ndoor air pollution
is one risk that you can do sonethi ng about.

In the | ast several years, a growi ng body of scientific
evi dence has indicated that the air w thin homes and ot her
bui | di ngs can be nore seriously polluted than the outdoor air in
even the largest and nost industrialized cities. Other research
i ndi cates that people spend approxi mately 90 percent of their
time indoors. Thus, for many people, the risks to health nmay be
greater due to exposure to air pollution indoors than outdoors.

In addition, people who may be exposed to indoor air
pol lutants for the |ongest periods of tinme are often those nost
susceptible to the effects of indoor air pollution. Such groups
i nclude the young, the elderly, and the chronically ill,
especially those suffering fromrespiratory or cardiovascul ar
di sease.

VWHY A BOOKLET ON | NDOOR Al R?

While pollutant levels fromindividual sources may not pose
a significant health risk by thensel ves, nost homes have nore
t han one source that contributes to indoor ar pollution. There
can be a serious risk fromthe cumul ative effects of these
sources. Fortunately, there are steps that nost people can take
both to reduce the risk fromexisting sources and to prevent new
probl ems from occurring. This bookl et was prepared by the U S
Envi ronnental Protection Agency (EPA) and the U S. Consuner
Product Safety Commi ssion (CPSC) to hel p you decide whether to
take actions that can reduce the | evel of indoor air pollution in
your own hore.

Because so many Anericans spend a lot of time in offices
wi th nechani cal heating, cooling, and ventilation systens, there
is also a short section on the causes of poor air quality in
of fices and what you can do if you suspect that your office may
have a problem A glossary and a list of organizations where you
can get additional information are listed at the back of this
bookl et .

WHAT CAUSES | NDOOR Al R PROBLEMS?

I ndoor pollution sources that rel ease gases or particles
into the air are the prinmary cause of indoor air quality problens
in homes. |nadequate ventilation can increase indoor pollutant
I evel s by not bringing in enough outdoor air to dilute em ssions
fromindoor sources and by not carrying indoor air pollutants out
of the home. High tenperature and hum dity | evels can al so
i ncrease concentrations of some pollutants.

Pol | ut ant Sour ces



There are many sources of indoor air pollution in any hone.
These include conbustion sources such as oil, gas, kerosene,
coal, wood, and tobacco products; building materials and
furni shings as diverse as deteriorated, asbestos containing
i nsul ation, wet or danp carpet, and cabinetry or furniture made
of certain pressed wood products; products for househol d cl eaning
and mai nt enance, personal care, or hobbies; central heating and
cool i ng systens and humi dification devices; and outdoor sources
such as radon, pesticides, and outdoor air pollution

The rel ative inportance of any single source depends on how
much of a given pollutant it emts and how hazardous those
em ssions are. In some cases, factors such as how ol d the source
is and whether it is properly maintained are significant. For
exanpl e, an inproperly adjusted gas stove can enit significantly
nore carbon nonoxi de than one that is properly adjusted.

Sone sources, such as building materials, furnishings, and
househol d products |ike air fresheners, rel ease pollutants nore
or less continuously. Qher sources, related to activities
carried out in the honme, release pollutants intermttently. These
i ncl ude snoking, the use of unvented or mal functioning stoves,
furnaces, or space heaters, the use of solvents in cleaning and
hobby activities, the use of paint strippers in redecorating
activities, and the use of cleaning products and pesticides in
housekeepi ng. Hi gh pollutant concentrations can remain in the air
for long periods after sone of these activities.

Amount of Ventilation

If too little outdoor air enters a hone, pollutants can
accumul ate o levels that can pose health and confort problens.
Unl ess they are built with special nechanical nmeans of
ventil ation, honmes that are designed and constructed to mnimze
t he amount of outdoor air that can |leak into and out of the hone
may have hi gher pollutant |evels than other hones. However,
because sone weat her conditions can drastically reduce the anpunt
of outdoor air that enters a hone, pollutants can build up even
in homes that are normally considered | eaky.

HOW DOES OUTDOCOR Al R ENTER A HOUSE?

Qutdoor air enters and | eaves a house by: infiltration
natural ventilation, and nmechanical ventilation. |In a process
known as infiltration, outdoor air flows into the house through
openi ngs, joints, and cracks in walls, floors, and ceilings, and
around wi ndows and doors. In natural ventilation, air noves
t hrough opened wi ndows and doors. Air novenent associated with
infiltration and natural ventilation is caused by air tenperature
di f ferences between indoors and outdoors and by wind. Finally,
there are a nunber of nechanical ventilation devices, from
outdoor vented fans that intermttently renove air froma single
room such as bat hroons and kitchen, to air handling systens that
use fans and duct work to continuously renove indoor air and
distribute filtered and conditioned outdoor air to strategic
poi nts throughout the house. The rate at which outdoor air
repl aces indoor air is described as the air exchange rate. Wen
there is little infiltration, natural ventilation, or nmechanica
ventilation, the air exchange rate is |ow and pollutant |evels
can increase.



VWHAT | F YQU LI VE I N AN APARTMENT?

Apartnents can have the sane indoor air problens as single famly
hones because many of the pollution sources, such as the interior
buil ding materials, furnishings, and househol d products, are
simlar. Indoor air problens simlar to those in offices are
caused by such sources as contam nated ventil ation systens,

i nproperly placed outdoor air intakes, or maintenance activities.

Solutions to air quality problens in apartnents, as in homes and
of fices, involve such actions as: elimnating or controlling the
sources of pollution, increasing ventilation, and installing air
cl eaning devices. Oten a resident can take the appropriate
action to inprove the indoor air quality by renmoving a source,
altering an activity, unblocking an air supply vent, or opening a
wi ndow to tenporarily increase the ventilation; in other cases,
however, only the buil ding owner or nanager is in a position to
remedy the problem (See the section What to Do If You Suspect
a Problemon page 30.) You can encourage buil di ng nanagenent to
foll ow guidance in EPA and NNOSH s Building Air Quality: A Quide
for Building Owmers and Facility Managers. It is available for
$24 fromthe Superintendent of Docunents, P.O Box 371954

Pi tt sburgh, PA 152507954; stock # 055000003904.

| NDOOR Al R AND YOUR HEALTH

Health effects fromindoor air pollutants may be experienced soon
after exposure or, possibly, years |later

| mredi ate effects may show up after a single exposure or repeated
exposures. These include irritation of the eyes, nose, and
throat, headaches, dizziness, and fatigue. Such i mediate effects
are usually short termand treatable. Sonmetinmes the treatnment is
sinply elimnating the person s exposure to the source of the
pollution, if it can be identified. Synptons of sone di seases,

i ncl udi ng ast hma, hypersensitivity pneunonitis, and hum difier
fever, may al so show up soon after exposure to sone indoor air

pol | ut ant s.

The likelihood of imrediate reactions to indoor air pollutants
depends on several factors. Age and preexisting nedica
conditions are two inportant influences. In other cases, whether
a person reacts to a pollutant depends on individual sensitivity,
whi ch varies trenendously from person to person. Sone people can
becone sensitized to biological pollutants after repeated
exposures, and it appears that some people can becone sensitized
to chemical pollutants as well.

Certain immediate effects are simlar to those fromcolds or
other viral diseases, so it is often difficult to determine if
the synptons are a result of exposure to indoor air pollution
For this reason, it is inportant to pay attention to the tine and
pl ace the synptons occur. |If the synptons fade or go away when a
person is away fromthe home and return when the person returns,
an effort should be nmade to identify indoor air sources that may
be possi bl e causes. Sone effects nmay be nade worse by an
i nadequat e supply of outdoor air or fromthe heating, cooling, or



hum dity conditions prevalent in the hone.

O her health effects may show up either years after exposure has
occurred or only after long or repeated periods of exposure.
These effects, which include sone respiratory di seases, heart

di sease, and cancer, can be severely debilitating or fatal. It is
prudent to try to inprove the indoor air quality in your hone
even if synptons are not noticeable. Mre information on
potential health effects fromparticular indoor air pollutants is
provided in the section, A Look at Source Specific Controls.

While pollutants comonly found in indoor air are responsible for
many harnful effects, there is considerable uncertainty about
what concentrations or periods of exposure are necessary to
produce specific health problenms. People al so react very
differently to exposure to indoor air pollutants. Further
research is needed to better understand which health effects
occur after exposure to the average pollutant concentrations
found in homes and which occur fromthe higher concentrations
that occur for short periods of tine.

The health effects associated with sone indoor air pollutants are
sumari zed in the chart in the mddle of this booklet titled
Ref erence Quide to Major Indoor Air Pollutants in the Hone.

| DENTI FYI NG Al R QUALI TY PROBLEMS

Sonme health effects can be useful indicators of an indoor air
quality problem especially if they appear after a person noves
to a new residence, renodels or refurnishes a honme, or treats a
home with pesticides. If you think that you have synptons that
nmay be related to your home environnment, discuss the with your
doctor or your local health departnent to see if they could be
caused by indoor air pollution. You may al so want to consult a
board certified allergist or an occupati onal medicine speciali st
for answers to your questions.

Anot her way to judge whether your hone has or could devel op
i ndoor air problens is to identify potential sources of indoor
air pollution. Although the presence of such sources (see
illustration at the beginning of this booklet) does not
necessarily nean that you have an indoor air quality problem
bei ng aware of the type and nunmber of potential sources is an
i nportant step toward assessing the air quality in your hone.

A third way to deci de whet her your hone may have poor indoor air
quality is to look at your lifestyle and activities. Hunan
activities can be significant sources of indoor air pollution
Finally, look for signs of problens with the ventilation in your
honme. Signs that can indicate your home nay not have enough
ventilation include noisture condensation on wi ndows or walls,
snelly or stuffy air, dirty central heating and air cooling

equi prent, and areas where books, shoes, or other itens becone
nol dy. To detect odors in your honme, step outside for a few

m nutes, and then upon reentering your honme, note whether odors
are noticeable.



MEASURI NG POLLUTANT LEVELS

The federal government reconmends that you neasure the | evel of
radon in your home. Wthout measurenents there is no way to tel
whet her radon is present because it is a colorless, odorless,
radi oactive gas. |nexpensive devices are avail able for neasuring
radon. EPA provides guidance as to risks associated with
different |evels of exposure and when the public should consider
corrective action. There are specific mitigation techniques that
have proven effective in reducing levels of radon in the hone.
(See Radon section on p. 11 of this booklet for additiona

i nformation about testing and controlling radon in hones.)

For pollutants other than radon, neasurenents are nost
appropriate when there are either health synptons or signs of
poor ventilation and specific sources or pollutants have been
identified as possible causes of indoor air quality problens.
Testing for many pollutants can be expensive. Before nonitoring
your hore for pollutants besides radon, consult your state or

| ocal health departnent or professionals who have experience in
solving indoor air quality problens in nonindustrial buildings.

VWEATHERI ZI NG YOUR HOME

The federal governnent reconmends that hones be weatherized in
order to reduce the anmount of energy needed for heating and
cooling. Wile weatherization is underway, however, steps should
al so be taken to mnimze pollution fromsources inside the hone.
(See Inproving the Air Quality in Your Home for recomended
actions.) In addition, residents should be alert to the energence
of signs of inadequate ventilation, such as stuffy air, noisture
condensation on cold surfaces, or nold and m | dew grow h.
Addi ti onal weatherization neasures shoul d not be undertaken unti

t hese probl ems have been corrected.

Weat heri zation general |y does not cause indoor air problens by
addi ng new pollutants to the air. (There are a few exceptions,
such as caul king, that can sonetines enit pollutants.) However,
neasures such as installing stormw ndows, weather stripping,
caul king, and blown in wall insulation can reduce the anobunt of
outdoor air infiltrating into a hone. Consequently, after

weat heri zation, concentrations of indoor air pollutants from
sources inside the hone can increase.

THREE BASI C STRATEG ES
Source Control

Usual ly the nost effective way to inprove indoor air quality is
to elimnate individual sources of pollution or to reduce their
em ssions. Sone sources, |ike those that contain asbestos, can be
seal ed or enclosed; others, |ike gas stoves, can be adjusted to
decrease the anount of em ssions. In many cases, source contro

is also a nore cost efficient approach to protecting indoor air
quality than increasing ventilation because increasing
ventilation can increase energy costs. Specific sources of indoor
air pollution in your honme are listed later in this section



Ventil ation | nprovenents

Anot her approach to |lowering the concentrations of indoor air
pollutants in your home is to increase the anount of outdoor air
com ng indoors. Most home heating and cooling systens, including
forced air heating systems, do not nmechanically bring fresh air
into the house. Opening wi ndows and doors, operating w ndow or
attic fans, when the weather permts, or running a w ndow air
condi tioner with the vent control open increases the outdoor
ventilation rate. Local bathroomor kitchen fans that exhaust
outdoors renove contam nants directly fromthe roomwhere the fan
is located and al so increase the outdoor air ventilation rate.

It is particularly inportant to take as nmany of these steps
as possible while you are involved in short-termactivities that
can generate high levels of pollutants for exanple, painting,
pai nt stripping, heating with kerosene heaters, cooking, or
engagi ng i n mai nt enance and hobby activities such as wel di ng,
sol dering, or sanding. You mght also choose to do sone of these
activities outdoors, if you can and if weather pernmits.

Advanced desi gns of new honmes are starting to feature nmechanica
systens that bring outdoor air into the hone. Sonme of these
designs include energy efficient heat recovery ventilators (also
known as air-to-air heat exchangers). For nore information about
air-to-air heat exchangers, contact the Conservation and
Renewabl e Energy Inquiry and Referral Service (CAREIRS), PO Box
3048, Merrifield, VA 22116; (800) 5232929.

Air Cl eaners

There are nany types and sizes of air cleaners on the narket,
ranging fromrelatively inexpensive tabletop nodels to
sophi sti cated and expensive whol e house systens. Sone air
cleaners are highly effective at particle renoval, while others,
i ncl udi ng nost tabletop nodels, are nuch | ess so. Air cleaners
are generally not designed to renove gaseous pollutants.

The ef fectiveness of an air cl eaner depends on how wel | it
collects pollutants fromindoor air (expressed as a percentage
efficiency rate) and how rmuch air it draws through the cleaning
or filtering element (expressed in cubic feet per mnute). A very
efficient collector with a lowair circulation rate will not be
effective, nor will a cleaner with a high air circulation rate
but a less efficient collector. The long term perfornmance of any
air cleaner depends on naintaining it according to the
manuf acturer s directions.

Anot her inportant factor in determning the effectiveness of
an air cleaner is the strength of the pollutant source. Tabl etop
air cleaners, in particular, may not renove satisfactory anounts
of pollutants fromstrong nearby sources. People with a
sensitivity to particular sources nay find that air cleaners are
hel pful only in conjunction with concerted efforts to renove the



sour ce.

Over the past few years, there has been sonme publicity
suggesting that house plants have been shown to reduce |evels of
some chemicals in |aboratory experinments. There is currently no
evi dence, however, that a reasonabl e nunber of houseplants renove
significant quantities of pollutants in hones and offices.

I ndoor housepl ants shoul d not be over watered because overly danmp
soil may pronote the grow h of m croorgani sms which can affect
al l ergi c individuals.

At present, EPA does not recommend using air cleaners to
reduce | evels of radon and its decay products. The effectiveness
of these devices is uncertain because they only partially renove
t he radon decay products and do not di m nish the anpbunt of radon
entering the hone. EPA plans to do additional research on whether
air cleaners are, or could becone, a reliable neans of reducing
the health risk fromradon. EPA s booklet, Residential Ar
Cl eani ng Devi ces, provides further information on air cleaning
devices to reduce indoor air pollutants

For nost indoor air quality problenms in the home, source contro
is the nost effective solution. This section takes a source by
source | ook at the nost common indoor air pollutants, their
potential health effects, and ways to reduce |evels in the hone.
(For a summary of the points made in this section, see the chart
in the mddle of this booklet titled Reference Guide to Mjor
Indoor Air Pollutants in the Honme. )

RADON

The npst common source of indoor radon is uraniumin the soil or
rock on which hones are built. As uraniumnaturally breaks down,
it rel eases radon gas which is a colorless, odorless, radioactive
gas. Radon gas enters homes through dirt floors, cracks in
concrete walls and floors, floor drains, and sunps. Wen radon
becone strapped in buildings and concentrations build up indoors,
exposure to radon becones a concern

Any home nmay have a radon problem This neans new and old
hormes, well sealed and drafty hones, and hones with or without
basenent s.

Sonetines radon enters the honme through well water. In a snal
nunber of hones, the building materials can give off radon, too.
However, building materials rarely cause radon probl ens by

t hensel ves.

Health Effects of Radon

The predomi nant health effect associated with exposure to

el evated levels of radon is lung cancer. Research suggests that
swal | owi ng water with high radon | evels may pose risks, too,

al t hough these are believed to be nuch | ower than those from
breat hing air containing radon. Major health organizations (like



the Centers for Disease Control and Prevention, the Anerican Lung
Associ ation (ALA), and the American Medi cal Association) agree
with estimates that radon causes thousands of preventable |ung
cancer deaths each year. EPA estimates that radon causes about
14,000 deaths per year in the United States however, this nunber
could range from 7,000 to 30,000 deaths per year. If you snoke
and your hone has high radon |evels, your risk of lung cancer is
especi al Iy high.

Reduci ng Exposure to Radon in Homes
Measure | evels of radon in your hore.

You can t see radon, but it s not hard to find out if you have a
radon problemin your hone. Testing is easy and should only take
alittle of your tine.

There are nmany ki nds of inexpensive, do-it-yourself radon
test kits you can get through the nail and in hardware stores and
other retail outlets. Make sure you buy a test kit that has
passed EPA s testing programor is state certified. These kits
will usually display the phrase Mets EPA Requirenents. I f you
prefer, or if you are buying or selling a hone, you can hire a
trained contractor to do the testing for you. The EPA Radon
Measur enent Proficiency (RW) Program eval uates testing
contractors. A contractor who has net EPA s requirenments will
carry a special RW identification card. EPA provides a list of
conpani es and individual contractors to state radon offices. You
can call your state radon office to obtain a list of qualified
contractors in your area (call 800-SOS-RADON for a list of state
radon of fices).

Refer to the EPA guidelines on howto test and interpret your
test results.

You can |l earn nore about radon through EPA s publications, A
Ctizen s Guide to Radon: The Guide to Protecting Yourself and
Your Fam |y From Radon and Hone Buyer s and Seller s Quide to
Radon, which are available fromstate radon offices.

Learn about radon reduction nethods.

Ways to reduce radon in your honme are discussed in EPA s Consuner
s Quide to Radon Reduction. You can get a copy fromyour state
radon office. There are sinple solutions to radon problens in
homes. Thousands of honeowners have already fixed radon
problems. Lowering high radon |evels requires technica

know edge and special skills. You should use a contractor who is
trained to fix radon probl ens.

The EPA Radon Contractor Proficiency (RCP) Programtests
these contractors. EPA provides a list of RCP contractors to
state radon offices. A contractor who is listed by EPA will
carry a special RCP identification card. A trained RCP
contractor can study the problemin your hone and hel p you pick
the correct treatnent nethod. Check with your state radon office
for nanes of qualified or state certified radon reduction



contractors in your area

St op snoki ng and di scourage snoking in your hone.

Scientific evidence indicates that snmoking conmbined with radon is
an especially serious health risk. Stop snoking and | ower your
radon | evel to reduce lung cancer risk.

Treat radon contani nated wel |l water.

While radon in water is not a problemin hones served by nost

public water supplies, it has been found in well water. |If
you' ve tested the air in your hone and found a radon problem and
you have a well, contact a lab certified to neasure radiation in

water to have your water tested. Radon problens in water can be
readily fixed. Call your state radon office or the EPA Drinking
Water Hotline (8004264791) for nore information

ENVI RONVENTAL TOBACCO SMCKE

Envi ronnent al tobacco snoke (ETS) is the m xture of snoke that
cones fromthe burning end of a cigarette, pipe, or cigar, and
snoke exhal ed by the snoker. It is a conplex mxture of over
4,000 conpounds, nore than 40 of which are known to cause cancer
in humans or aninals and many of which are strong irritants.

ETS is often referred to as secondhand snoke and exposure to
ETS is often called passive snoking.

Health Effects of Environnental Tobacco Snoke

In 1992, EPA conpleted a najor assessnent of the respiratory
health risks of ETS (Respiratory Health Effects of Passive

Snmoki ng:  Lung Cancer and O her D sorders EPA/ 600/ 690/ 006F). The
report concludes that exposure to ETS is responsible for

approxi mately 3,000 |ung cancer deaths each year in non-snoking
adults and inpairs the respiratory health of hundreds of

t housands of children

I nfants and young chil dren whose parents snmoke in their
presence are at increased risk of lower respiratory tract
i nfections (pneunonia and bronchitis) and are nore likely to have
synptons of respiratory irritation |ike cough, excess phlegm and
wheeze. EPA estinmates that passive snoking annual ly causes
bet ween 150, 000 and 300,000 | ower respiratory tract infections in
infants and children under 18 nmonths of age, resulting in between
7,500 and 15,000 hospitalizations each year. These children may
al so have a buildup of fluid in the mddle ear, which can lead to
ear infections. dder children who have been exposed to
secondhand snoke may have slightly reduced | ung function

Asthmatic children are especially at risk. EPA estinmates that
exposure to secondhand snoke increases the nunber of episodes and
severity of synptons in hundreds of thousands of asthmatic
children, and may cause thousands of non-asthmatic children to
devel op the di sease each year. EPA estimates that between

200, 000 and 1, 000, 000 asthmatic children have their condition
nade worse by exposure to secondhand snoke each year



Exposure to secondhand snoke causes eye, nose, and throat
irritation. 1t may affect the cardi ovascul ar system and sone
studi es have |inked exposure to secondhand snoke with the onset
of chest pain. For publications about ETS, contact EPA s |ndoor
Air Quality Information d earinghouse (I AQ | NFO, 8004384318

Reduci ng Exposure to Environnental Tobacco Snoke

Don t snoke at home or permt others to do so. Ask snmokers to
snmoke out doors.

The 1986 Surgeon CGeneral s report concluded that physica
separati on of snmokers and nonsnokers in a conmon air space, such
as different roons within the same house, may reduce but wll not
el i m nate nonsnokers exposure to environnmental tobacco snoke.

I f snoking indoors cannot be avoi ded, increase ventilation in
t he area where snoking takes pl ace.

Open wi ndows or use exhaust fans. Ventilation, a conmon net hod
of reduci ng exposure to indoor air pollutants, also will reduce
but not elimnate exposure to environnmental tobacco snoke.
Because snoki ng produces such | arge anounts of poll utants,
natural or nechanical ventilation techniques do not renove them
fromthe air in your home as quickly as they build up. In
addition, the large increases in ventilation it takes to
significantly reduce exposure to environnmental tobacco snoke can
al so increase energy costs substantially. Consequently, the nost
effective way to reduce exposure to environnental tobacco snoke
in the honme is to elimnate snoking there.

Do not snoke if children are present, particularly infants and
t oddl ers.

Children are particularly susceptible to the effects of passive
snmoking. Do not allow baby sitters or others who work in your
horme to snoke indoors. Discourage others from snoking around
children. Find out about the snoking policies of the day care
center providers, schools, and other care givers for your
children. The policy should protect children from exposure to
ETS.

Bl OLOG CAL CONTAM NANTS

Bi ol ogi cal contam nants include bacteria, nolds, mldew viruses,
ani mal dander and cat saliva, house dust mtes, cockroaches, and
pol l en. There are many sources of these pollutants. Pollens
originate fromplants; viruses are transmtted by people and
aninmals; bacteria are carried by people, animals, and soil and
pl ant debris; and househol d pets are sources of saliva and ani na
dander. The protein in urine fromrats and mce is a potent
allergen. When it dries, it can beconme airborne. Contam nated
central air handling systens can becone breedi ng grounds for
nol d, mldew, and other sources of biological contamnants and
can then distribute these contam nants through the hone.



By controlling the relative humdity level in a honme, the
growm h of sone sources of biologicals can be mninmzed. A
relative hum dity of 3050 percent is generally recomended for
hones. Standing water, water-damaged materials, or wet surfaces
al so serve as a breeding ground for nolds, mldews, bacteria, and
i nsects. House dust nmites, the source of one of the nost powerful
bi ol ogi cal allergens, grow in danp, warm environnents.

Heal th Effects From Bi ol ogi cal Contam nants

Sone bi ol ogi cal contam nants trigger allergic reactions,

i ncl udi ng hypersensitivity pneunonitis, allergic rhinitis, and
sone types of asthma. Infectious illnesses, such as influenza,
neasl es, and chicken pox are transmitted through the air. Ml ds
and m | dews rel ease di sease causing toxins. Synptons of health
probl ems caused by biol ogi cal pollutants include sneezing, watery
eyes, coughing, shortness of breath, dizziness, |ethargy, fever,
and di gestive probl ens.

Allergic reactions occur only after repeated exposure to a
specific biological allergen. However, that reaction may occur
i mredi ately upon re-exposure or after multiple exposures over
tine. As a result, people who have noticed only mld allergic
reactions, or no reactions at all, may suddenly find thensel ves
very sensitive to particular allergens.

Sone diseases, like hunmidifier fever, are associated with
exposure to toxins from m croorgani sns that can grow in |arge
buil di ng ventilation systems. However, these diseases can al so be
traced to mcroorgani sns that grow in home heating and cooling
systens and hunmidifiers. Children, elderly people, and people
with breathing problens, allergies, and |ung di seases are
particularly susceptible to di sease causing biol ogical agents in
the indoor air.

Reduci ng Exposure to Biol ogi cal Contam nants

Install and use exhaust fans that are vented to the outdoors in
ki tchens and bat hroons and vent cl othes dryers outdoors.

These actions can elimnate nuch of the noisture that builds up
fromeveryday activities. There are exhaust fans on the nmarket
that produce little noise, an inportant consideration for sone
peopl e. Another benefit to using kitchen and bat hr oom exhaust
fans is that they can reduce |evels of organic pollutants that
vaporize fromhot water used in showers and di shwashers.

Ventilate the attic and crawl spaces to prevent noisture
bui | dup.

Keepi ng hum dity levels in these areas bel ow 50 percent can
prevent water condensation on building nmaterials.

I f using cool mst or ultrasonic humdifiers, clean appliances
according to manufacturer s instructions and refill with fresh
wat er daily.



Because these hum difiers can becone breedi ng grounds for

bi ol ogi cal contam nants, they have the potential for causing

di seases such as hypersensitivity pneunonitis and hum difier
fever. Evaporation trays in air conditioners, dehumdifiers, and
refrigerators should al so be cleaned frequently.

Thor oughly clean and dry wat er-danaged carpets and buil di ng
materials (within 24 hours if possible) or consider renoval and
repl acenent.

\Wat er - danmaged carpets and building materials can harbor nold and
bacteria. It is very difficult to conpletely rid such materials
of bi ol ogi cal contam nants.

Keep the house clean. House dust mtes, pollens, aninal dander
and other allergy causing agents can be reduced, although not
elim nated, through regular cleaning.

Peopl e who are allergic to these pollutants should use allergen
proof mattress encasenents, wash bedding in hot (130 F) water
and avoid room furnishings that accumul ate dust, especially if

t hey cannot be washed in hot water. Allergic individuals should
al so | eave the house while it is being vacuunmed because vacuumni ng
can actually increase airborne levels of mte allergens and other
bi ol ogi cal contam nants. Using central vacuum systens that are
vented to the outdoors or vacuuns with high efficiency filters
may al so be of hel p.

Take steps to minimze biological pollutants in basenents.

Cl ean and disinfect the basenent floor drain regularly. Do not
finish a basenent bel ow ground | evel unless all water |eaks are
pat ched and outdoor ventilation and adequate heat to prevent
condensation are provided. Operate a dehum difier in the basenent
if needed to keep relative humdity | evels between 30 50 percent.

To |l earn nore about biological pollutants, read Biol ogica
Pol lutants in Your Honme issued by the U S. Consunmer Product
Saf ety Commi ssion and the Anerican Lung Association. For contact
i nformation, see the section, Wiere to Go For Additiona
I nf ormati on.

STOVES, HEATERS, FIREPLACES, AND CH MNEYS

In addition to environmental tobacco snmoke, other sources of
conbustion products are unvented kerosene and gas space heaters,
wood stoves, fireplaces, and gas stoves. The najor pollutants
rel eased are carbon nonoxi de, nitrogen dioxide, and particles.
Unvent ed kerosene heaters may al so generate acid aerosol s.

Conbustion gases and particles also cone from chi meys and
flues that are inproperly installed or maintai ned and cracked
furnace heat exchangers. Pollutants fromfireplaces and wood
stoves with no dedicated outdoor air supply can be back drafted
fromthe chimey into the living space, particularly in
weat heri zed hormes.



Health Effects of Conbustion Products

Car bon nonoxide is a colorless, odorless gas that interferes with
the delivery of oxygen throughout the body. At high
concentrations it can cause unconsciousness and death. Lower
concentrations can cause a range of synptons from headaches,

di zzi ness, weakness, nausea, confusion, and disorientation, to
fatigue in healthy people and epi sodes of increased chest pain in
people with chronic heart disease. The synptons of carbon
nonoxi de poi soning are sonetimes confused with the flu or food
poi soning. Fetuses, infants, elderly people, and people with
anema or with a history of heart or respiratory disease can be
especially sensitive to carbon nonoxi de exposures.

Ni trogen dioxide is a colorless, odorless gas that irritates
t he mucous nmenbranes in the eye, nose, and throat and causes
shortness of breath after exposure to high concentrations. There
is evidence that high concentrations or continued exposure to | ow
| evel s of nitrogen dioxide increases the risk of respiratory
infection; there is also evidence from ani mal studies that
repeat ed exposures to el evated nitrogen di oxide |evels may | ead,
or contribute, to the devel opnment of |ung di sease such as
enphysena. People at particular risk fromexposure to nitrogen
di oxi de include children and individuals with asthma and ot her
respiratory di seases.

Particles, released when fuels are inconpletely burned, can | odge
in the lungs and irritate or damage lung tissue. A nunber of

pol | utants, including radon and benzo(a)pyrene, both of which can
cause cancer, attach to small particles that are inhaled and then
carried deep into the |ung.

Reduci ng Exposure to Conbustion Products in Hones

Take special precautions when operating fuel burning unvented
space heaters.

Consi der potential effects of indoor air pollution if you use an
unvent ed kerosene or gas space heater. Follow the manufacturer s
directions, especially instructions on the proper fuel and
keepi ng the heater properly adjusted. A persistent yellow tipped
flame is generally an indicator of maladjustment and increased
pol | utant emissions. Wile a space heater is in use, open a door
fromthe roomwhere the heater is located to the rest of the
house and open a wi ndow slightly.

Install and use exhaust fans over gas cooking stoves and ranges
and keep the burners properly adjusted.

Using a stove hood with a fan vented to the outdoors greatly
reduces exposure to pollutants during cooking. |nproper
adj ustnent, often indicated by a persistent yellow tipped flaneg,
causes increased pollutant em ssions. Ask your gas conpany to
adj ust the burner so that the flame tip is blue. If you purchase
a new gas stove or range, consider buying one with pilotless
ignition because it does not have a pilot light that burns
continuously. Never use a gas stove to heat your home. Al ways



make certain the flue in your gas fireplace is open when the
fireplace is in use.

Keep wood stove emi ssions to a mnimum Choose properly sized
new stoves that are certified as neeting EPA em ssion standards.

Make certain that doors in old wood stoves are tight fitting. Use
aged or cured (dried) wood only and follow the manufacturer s
directions for starting, stoking, and putting out the fire in
wood stoves. Chenicals are used to pressure treat wood; such wood
shoul d never be burned indoors. (Because some ol d gaskets in wood
stove doors contain asbestos, when replacing gaskets refer to the
instructions in the CPSC, ALA, and EPA bookl et, Asbestos in Your
Horme, to avoid creating an asbestos problem New gaskets are nmde
of fiberglass.)

Have central air handling systens, including furnaces, flues,
and chi meys, inspected annually and pronptly repair cracks or
danmaged parts.

Bl ocked, |eaking, or danmaged chi meys or flues rel ease harnfu
conbustion gases and particles and even fatal concentrations of
carbon nonoxi de. Strictly follow all service and mai nt enance
procedures recomended by the manufacturer, including those that
tell you how frequently to change the filter. If manufacturer s
instructions are not readily avail able, change filters once every
nonth or two during periods of use. Proper naintenance is

i nportant even for new furnaces because they can al so corrode and
| eak conbustion gases, including carbon nonoxi de. Read the
bookl et What You Shoul d Know About Conbustion Appliances and
Indoor Air Pollution to | earn nore about combustion poll utants.
The bookl et is available by contacting CPSC, EPA s | AQ | NFO

Cl earinghouse, or your |local ALA. (See Wiere to Go for

Addi tional Information for contact infornmation.)

HOUSEHOLD PRODUCTS

Organic chemcals are widely used as ingredients in household
products. Paints, varnishes, and wax all contain organic

sol vents, as do many cl eaning, disinfecting, cosnetic,
decreasi ng, and hobby products. Fuels are nade up of organic
chem cals. Al of these products can rel ease organi c conpounds
while you are using them and, to sone degree, when they are
st ored.

EPA s Total Exposure Assessnent Mt hodol ogy (TEAM studies
found | evel s of about a dozen common organic pollutants to be 2
to 5 tinmes higher inside honmes than outside, regardl ess of
whet her the honmes were located in rural or highly industria
areas. Additional TEAM studies indicate that while people are
usi ng products containing organic chem cals, they can expose
t hensel ves and others to very high pollutant |evels, and el evated
concentrations can persist in the air long after the activity is
conpl et ed.

Health Effects of Househol d Chemnical s



The ability of organic chemicals to cause health effects varies
greatly fromthose that are highly toxic, to those with no
known health effect. As with other pollutants, the extent and
nature of the health effect will depend on many factors including
| evel of exposure and length of tinme exposed. Eye and
respiratory tract irritation, headaches, dizziness, visua

di sorders, and nenory inpairnment are anong the inredi ate synptons
that some peopl e have experi enced soon after exposure to some
organics. At present, not nuch is known about what health effects
occur fromthe levels of organics usually found in hones. Many
organi ¢ conpounds are known to cause cancer in aninals; sone are
suspect ed of causing, or are known to cause, cancer in hunmans.

Reduci ng Exposure to Househol d Chenical s
Fol | ow | abel instructions carefully.

Potential |y hazardous products often have warni ngs ai ned at
reduci ng exposure of the user. For exanple, if a |abel says to
use the product in a well ventilated area, go outdoors or in
areas equi pped with an exhaust fan to use it. Qherw se, open up
wi ndows to provide the maxi mum anount of outdoor air possible.

Throw away partially full containers of old or unneeded
chemi cal s safely.

Because gases can | eak even fromcl osed containers, this single
step could help | ower concentrations of organic chem cals in your
horme. (Be sure that materials you decide to keep are stored not
only in a well ventilated area but are also safely out of reach
of children.) Do not sinply toss these unwanted products in the
garbage can. Find out if your |ocal government or any

organi zation in your conmunity sponsors special days for the

col l ection of toxic household wastes. |If such days are avail abl e,
use themto dispose of the unwanted containers safely. If no such
col l ection days are avail abl e, think about organi zing one.

Buy limted quantities.

I f you use products only occasionally or seasonally, such as
paints, paint strippers, and kerosene for space heaters or
gasoline for |lawn nowers, buy only as nuch as you will use right
away.

Keep exposure to em ssions from products containi ng nmethyl ene
chloride to a m ni mum

Consuner products that contain nethyl ene chloride include paint
strippers, adhesive renovers, and aerosol spray paints. Methyl ene
chloride is known to cause cancer in animals. Al so, nethylene
chloride is converted to carbon nonoxide in the body and can
cause synptons associ ated with exposure to carbon nonoxi de.
Carefully read the I abels containing health hazard information
and cautions on the proper use of these products. Use products
that contain nethyl ene chloride outdoors when possible; use
indoors only if the area is well ventilated.



Keep exposure to benzene to a m ni num

Benzene is a known human carci nogen. The main i ndoor sources of
this chem cal are environnental tobacco snoke, stored fuels and
pai nt supplies, and autonobile em ssions in attached garages.
Actions that will reduce benzene exposure include elimnating
snmoking within the hone, providing for maxi mumventilation during
pai nti ng, and di scardi ng paint supplies and special fuels that
will not be used inmediately.

Keep exposure to perchl oroethyl ene em ssions fromnewy dry
cl eaned materials to a m ni mum

Perchl oroet hyl ene is the chem cal nost widely used in dry
cleaning. In laboratory studies, it has been shown to cause
cancer in animals. Recent studies indicate that people breathe
low | evel s of this chemcal both in honmes where dry cl eaned goods
are stored and as they wear dry cleaned clothing. Dry cleaners
recapture the perchloroethylene during the dry cl eani ng process
so they can save noney by re using it, and they renove nore of
the chem cal during the pressing and finishing processes. Somne
dry cl eaners, however, do not renove as much perchl oroet hyl ene as
possible all of the time. Taking steps to mnimze your exposure
to this chemcal is prudent. If dry cleaned goods have a strong
chem cal odor when you pick themup, do not accept themunti

t hey have been properly dried. If goods with a chem cal odor are
returned to you on subsequent visits, try a different dry

cl eaner.

FORNMAL DEHYDE

For mal dehyde is an inportant chem cal used widely by industry to
manufacture building materials and nunerous househol d products.
It is also a byproduct of conbustion and certain other natura
processes. Thus, it nay be present in substantial concentrations
bot h i ndoors and out doors.

Sources of formal dehyde in the horme include building
materi al s, snoking, househol d products, and the use of unvented,
fuel burning appliances, |ike gas stoves or kerosene space
heat ers. Fornal dehyde, by itself or in conbination with other
chem cal s, serves a nunber of purposes in nmanufactured products.
For exanple, it is used to add permanent press qualities to
clothing and draperies, as a conponent of glues and adhesi ves,
and as a preservative in sone paints and coating products.

In hones, the nost significant sources of fornal dehyde are likely
to be pressed wood products made using adhesives that contain

ur eaf or mal dehyde (UF) resins. Pressed wood products nade for

i ndoor use include: particle board (used as sub flooring and
shelving and in cabinetry and furniture); hardwod pl ywood

panel ing (used for decorative wall covering and used in cabinets
and furniture); and nmediumdensity fiberboard (used for drawer
fronts, cabinets, and furniture tops). Mediumdensity fiberboard
contains a higher resin to wood ratio than any other UF pressed
wood product and is generally recogni zed as being the highest
for mal dehyde enmitting pressed wood product.



O her pressed wood products, such as softwood pl ywood and fl ake
or oriented strand board, are produced for exterior construction
use and contain the dark, or red/black col ored phenol f or mal dehyde
(PF) resin. Although formal dehyde is present in both types of
resins, pressed woods that contain PF resin generally emt

for mal dehyde at considerably | ower rates than those containing UF
resin.

Si nce 1985, the Departnent of Housing and Urban Devel opnent (HUD)
has pernmitted only the use of plywood and particle board that
conformto specified fornmal dehyde em ssion limts in the
construction of prefabricated and nobile hones. In the past, sone
of these hones had el evated | evel s of fornal dehyde because of the
| arge anount of high emtting pressed wood products used in their
construction and because of their relatively small interior

space.

The rate at which products |ike pressed wood or textiles rel ease
f or mal dehyde can change. Formal dehyde em ssions will generally
decrease as products age. Wen the products are new, high indoor
tenperatures or humdity can cause increased rel ease of

f or mal dehyde from these products.

During the 1970s, many honmeowners had ureaf or mal dehyde foam

insulation (UFFI) installed in the wall cavities of their homes
as an energy conservation neasure. However, many of these hones
were found to have relatively high indoor concentrations of

f or mal dehyde soon after the UFFI installation. Few hones are now
being insulated with this product. Studies

(continued on page 23)

show t hat fornmal dehyde emi ssions from UFFl decline with tine;
therefore, hones in which UFFI was installed nany years ago are
unlikely to have high |l evels of fornal dehyde now.

Heal th Effects of Formal dehyde

For mal dehyde, a col orl ess, pungent snelling gas, can cause watery
eyes, burning sensations in the eyes and throat, nausea, and
difficulty in breathing in some humans exposed at el evated | evels
(above 0.1 parts per mllion). Hi gh concentrations may trigger
attacks in people with asthna. There is evidence that some people
can develop a sensitivity to formal dehyde. It has al so been shown
to cause cancer in aninals and may cause cancer in hunans.

Reduci ng Exposure to Fornal dehyde i n Hones

Ask about the fornal dehyde content of pressed wood products,
including building materials, cabinetry, and furniture before you
pur chase t hem

I f you experience adverse reactions to formal dehyde, you nmay want
to avoid the use of pressed wood products and ot her formal dehyde
emtting goods. Even if you do not experience such reactions, you



may wi sh to reduce your exposure as nuch as possible by

pur chasi ng exterior grade products, which emt |ess fornal dehyde.
For further information on formal dehyde and consuner products,
call the EPA Toxic Substance Control Act (TSCA) assistance |ine
(2025541404) .

Sone studi es suggest that coating pressed wood products wth
pol yur et hane may reduce fornal dehyde em ssions for sone period of
tine. To be effective, any such coating nust cover all surfaces
and edges and remain intact. |Increase the ventilation and
carefully follow the manufacturer s instructions while applying
these coatings. (If you are sensitive to fornal dehyde, check the
| abel contents before purchasing coating products to avoid buying
products that contain fornal dehyde, as they will emt the
chemcal for a short tine after application.)

Mai ntai n noderate tenperature and hum dity | evels and provide
adequat e ventilation.

The rate at which fornal dehyde is released is accel erated by heat
and may al so depend sonewhat on the humidity level. Therefore

the use of dehum difiers and air conditioning to control humdity
and to nmaintain a noderate tenperature can hel p reduce

f or mal dehyde emi ssions. (Drain and cl ean dehum difier collection
trays frequently so that they do not becone a breedi ng ground for
m croorgani sns.) Increasing the rate of ventilation in your hone
will also help in reducing fornal dehyde | evel s.

PESTI Cl DES

According to a recent survey, 75 percent of U S. househol ds
used at | east one pesticide product indoors during the past year
Products used nost often are insecticides and disinfectants.

Anot her study suggests that 80 90 percent of nobst people s
exposure to pesticides occurs indoors and that neasurabl e

| evel s of up to a dozen pesticides have been found in the air

i nsi de honmes. The anopunt of pesticides found in homes appears to
be greater than can be explained by recent pesticide use in those
househol ds; other possible sources include contam nated soil or
dust that floats or is tracked in fromoutside, stored pesticide
contai ners, and househol d surfaces that collect and then rel ease
the pesticides. Pesticides used in and around the hone include
products to control insects (insecticides), termtes
(termticides), rodents (rodenticides), fungi (fungicides), and
m crobes (disinfectants). They are sold as sprays, |iquids,
sticks, powders, crystals, balls, and foggers.

In 1990, the American Association of Poison Control Centers
reported that sone 79,000 children were involved in conmon
househol d pesticide poi sonings or exposures. |n households with
children under five years old, alnost one half stored at |east
one pesticide product within reach of children

EPA regi sters pesticides for use and requires manufacturers to
put information on the | abel about when and how to use the
pesticide. It is inmportant to remenber that the "cide" in
pesticides neans to kill. These products can be dangerous if



not used properly.

In addition to the active ingredient, pesticides are also nade up
of ingredients that are used to carry the active agent. These
carrier agents are called "inerts" in pesticides because they are
not toxic to the targeted pest; neverthel ess, sone inerts are
capabl e of causing health probl ens.

Health Effects From Pesti ci des

Both the active and inert ingredients in pesticides can be
organi ¢ conpounds; therefore, both could add to the |evels of

ai rborne organics inside hones. Both types of ingredients can
case the effects discussed in this booklet under Household

Pr oduct s. However, as with other household products, there is
i nsufficient understanding at present about what pesticide
concentrations are necessary to produce these effects.

Exposure to high | evels of cyclodi ene pesticides, comonly
associ ated with m sapplication, has produced various synptons,
i ncl udi ng headaches, dizziness, nuscle tw tching, weakness,
tingling sensations, and nausea. In addition, EPA is concerned
t hat cycl odi enes might cause |ong termdanage to the |iver and
the central nervous system as well as an increased risk of
cancer .

There is no further sale or conmercial use permitted for the
foll owi ng cyclodiene or related pesticides: chlordane, aldrin
dieldrin, and heptachlor. The only exception is the use of
heptachl or by utility conpanies to control fire ants in

under ground cabl e boxes.

Reduci ng Exposure to Pesticides in Homes

Read the | abel and follow the directions. It is illegal to use
any pesticide in any manner inconsistent with the directions on
its |abel

Unl ess you have had special training and are certified, never use
a pesticide that is restricted to use by state certified pest
control operators. Such pesticides are sinply too dangerous for
application by a non certified person. Use only the pesticides
approved for use by the general public and then only in
reconmended anounts; increasing the ambunt does not offer nore
protection agai nst pests and can be harnful to you and your

pl ants and pets.

Ventilate the area well after pesticide use.

M x or dilute pesticides outdoors or in a well ventilated area
and only in the amounts that will be imedi ately needed. |f
possi bl e, take plants and pets outside when applying pesticides
to them

Use nonchem cal nethods of pest control when possible.

Since pesticides can be found far fromthe site of their origina



application, it is prudent to reduce the use of chem ca

pestici des outdoors as well as indoors. Depending on the site and
pest to be controlled, one or nore of the foll ow ng steps can be
ef fective: use of biological pesticides, such as Bacillus
thuringiensis, for the control of gypsy noths; selection of

di sease resistant plants; and frequent washing of indoor plants
and pets. Termite danmage can be reduced or prevented by making
certain that wooden building materials do not cone into direct
contact with the soil and by storing firewood away fromthe hone.
By appropriately fertilizing, watering, and aerating |awns, the
need for chem cal pesticide treatnments of |awns can be
dramatical |l y reduced.

If you decide to use a pest control conpany, choose one
careful ly.

Ask for an inspection of your hone and get a witten contro
program for eval uation before you sign a contract. The contro
program should |ist specific nanes of pests to be controlled and
chemcals to be used; it should also reflect any of your safety
concerns. Insist on a proven record of conpetence and custoner
satisfaction.

Di spose of unwant ed pestici des safely.

I f you have unused or partially used pesticide containers you
want to get rid of, dispose of themaccording to the directions
on the I abel or on special househol d hazardous waste collection
days. If there are no such collection days in your comunity,
work with others to organize them

Keep exposure to moth repellents to a m ni mum

One pesticide often found in the hone is paradichl orobenzene, a
comonly used active ingredient in noth repellents. This chem ca
is known to cause cancer in animals, but substantial scientific
uncertainty exists over the effects, if any, of long term hunan
exposure to paradi chl orobenzene. EPA requires that products
cont ai ni ng paradi chl orobenzene bear warni ngs such as avoid
breat hing vapors to warn users of potential short termtoxic

ef fects. Wiere possi bl e, paradichl orobenzene, and itens to be
protected agai nst noths, should be placed in trunks or other
containers that can be stored in areas that are separately
ventilated fromthe home, such as attics and detached garages.
Par adi chl or obenzene is also the key active ingredient in many air
fresheners (in fact, sonme labels for noth repellents recomend
that these sane products be used as air fresheners or
deodorants). Proper ventilation and basic househol d cl eanli ness
will go a long way toward preventing unpl easant odors.

Call the National Pesticide Tel ecomunications Network (NPTN).
EPA sponsors the NPTN (800-858- PEST) to answer your questions
about pesticides and to provi de sel ected EPA publications on
pesti ci des.

ASBESTOS



Asbestos is a mneral fiber that has been used comonly in a
variety of building construction materials for insulation and as
a fire retardant. EPA and CPSC have banned several asbestos
products. Manufacturers have also voluntarily limted uses of
asbest os. Today, asbestos is nost commonly found in ol der hones,
in pipe and furnace insulation materials, asbestos shingles, mll
board, textured paints and other coating materials, and fl oor
tiles.

El evat ed concentrations of airborne asbestos can occur after
asbestos containing materials are disturbed by cutting, sanding
or other renodeling activities. Inproper attenpts to renove these
material s can rel ease asbestos fibers into the air in hones,

i ncreasi ng asbhestos | evels and endangering people living in those
hones.

Health Effects of Asbestos

The nost dangerous asbestos fibers are too small to be visible.
After they are inhaled, they can remain and accunulate in the

| ungs. Asbestos can cause |lung cancer, nesothelioma (a cancer of
t he chest and abdomi nal linings), and asbestosis (irreversible
lung scarring that can be fatal). Synptons of these diseases do
not show up until many years after exposure began. Mst people
with asbestos rel ated di seases were exposed to el evated
concentrations on the job; sonme devel oped di sease from exposure
to clothing and equi pnent brought honme fromjob sites.

Reduci ng Exposure to Asbestos in Hones

Learn how asbestos problens are created in homes. Read the
bookl et, Asbestos in Your Hone, issued by CPSC, the ALA, and EPA

To contact these organi zations, see the section, Were to Go For
More | nformation.

I f you think your hone may have asbestos, don t panic!

Usually it is best to | eave asbestos material that is in good
condition alone. GCenerally, material in good condition will not
rel ease asbestos fiber. There is no danger unless fibers are
rel eased and inhaled into the |ungs.

Do not cut, rip, or sand asbestos contai ning material s.

Leave undarmaged naterials alone and, to the extent possible,
prevent them from bei ng damaged, disturbed, or touched.
Periodically inspect for danage or deterioration. D scard damaged
or worn asbest os gl oves, stove top pads, or ironing board
covers. Check with |ocal health, environmental, or other
appropriate officials to find out about proper handling and

di sposal procedures.

| f asbestos material is nore than slightly danaged, or if
you are going to nake changes in your hone that might disturb it,



repair or renoval by a professional is needed. Before you have
your house renodel ed, find out whether asbestos materials are
present.

VWhen you need to renpve or clean up asbestos, use a
prof essionally trai ned contractor

Sel ect a contractor only after careful discussion of the problens
in your honme and the steps the contractor will take to clean up
or renove them Consider the option of sealing off the naterials
i nstead of renoving them

Call EPA s TSCA assistance |ine (2025541404) to find out
whet her your state has a training and certification programfor
asbestos renoval contractors and for information on EPA s
asbest os prograns.

LEAD

Lead has | ong been recogni zed as a harnful environnmenta
pollutant. In late 1991, the Secretary of the Departnent of

Heal th and Human Services called | ead the nunber one
environnental threat to the health of children in the United
States. There are many ways in which humans are exposed to | ead:
t hrough air, drinking water, food, contam nated soil
deteriorating paint, and dust. Airborne |l ead enters the body when
an individual breathes or swallows |ead particles or dust once it
has settled. Before it was known how harnful |ead could be, it
was used in paint, gasoline, water pipes, and many ot her
products.

A d |l ead based paint is the npost significant source of |ead
exposure in the U S. today. Harnful exposures to |ead can be
created when | ead based paint is inproperly renoved from surfaces
by dry scraping, sanding, or open flanme burning. H gh
concentrations of airborne |ead particles in homes can al so
result fromlead dust from outdoor sources, including
contam nated soil tracked inside, and use of lead in certain
i ndoor activities such as soldering and stained gl ass maki ng.

Heal th Effects of Exposure to Lead

Lead affects practically all systems within the body. At high
levels it can cause convul sions, coma, and even death. Lower

| evel s of | ead can adversely affect the brain, central nervous
system blood cells, and ki dneys.

The effects of | ead exposure on fetuses and young children
can be severe. They include delays in physical and nenta
devel opnent, lower 1Q |levels, shortened attention spans, and
i ncreased behavi oral problens. Fetuses, infants, and children
are nore vulnerable to | ead exposure than adults since lead is
nore easily absorbed into grow ng bodies, and the tissues of
small children are nore sensitive to the damagi ng effects of
| ead. Children may have hi gher exposures since they are nore
likely to get |lead dust on their hands and then put their fingers
or other |ead contam nated objects into their nouths.



Get your child tested for | ead exposure. To find out where to do
this, call your doctor or local health clinic. For nore
informati on on health effects, get a copy of the Centers for

Di sease Control s, Preventing Lead Poi soning in Young Children
(COct ober 1991).

Ways to Reduce Exposure to Lead

Keep areas where children play as dust free and clean as
possi bl e.

Mop fl oors and wi pe w ndow | edges and chewabl e surfaces such as
cribs with a solution of powdered autonatic di shwasher detergent
in warmwater. (D shwasher detergents are recommended because of
their high content of phosphate.) Most multipurpose cl eaners
will not renmove lead in ordinary dust. Wsh toys and stuffed
animals regularly. Make sure that children wash their hands
before neals, nap tine, and bedtine.

Reduce the risk fromlead based paint.

Most hones built before 1960 contain heavily | eaded paint. Sone

honmes built as recently as 1978 nay al so contain |l ead paint. This
pai nt could be on wi ndow franes, walls, the outside of hones, or

ot her surfaces. Do not burn painted wood since it nay contain

| ead.

Leave | ead based paint undisturbed if it is in good condition do
not sand or burn off paint that may contain | ead.

Lead paint in good condition is usually not a problemexcept in
pl aces where painted surfaces rub agai nst each other and create
dust (for exanple, opening a w ndow).

Do not renove | ead paint yourself.

I ndi vi dual s have been poisoned by scraping or sanding | ead pai nt
because these activities generate |arge anounts of |ead dust.
Consult your state health or housing departnent for suggestions
on which private | aboratories or public agencies may be able to
hel p test your home for lead in paint. Honme test kits cannot
detect small anopunts of |ead under sone conditions. Hire a
person with special training for correcting | ead paint problens
to renove | ead based paint. COccupants, especially children and
pregnant wonen, should |eave the building until all work is

fini shed and cl eanup i s done.

For additional information dealing with | ead based pai nt
abat ement contact the Departnent of Housing and Urban Devel oprent
for the following two docunents: Conprehensive and Wrkable Pl an
for the Abatenent of Lead Based Paint in Privately Owmed Housi ng:
Report to Congress (Decenber 7, 1990) and Lead Based Paint:
Interim Cuidelines for Hazard |dentification and Abatement in
Publ i c and I ndi an Housi ng (Septenber 1990).

Do not bring |l ead dust into the hone.



If you work in construction, denolition, painting, with
batteries, in a radiator repair shop or |lead factory, or your
hobby i nvol ves | ead, you may unknowi ngly bring | ead into your
hone on your hands or clothes. You may al so be tracking in | ead
fromsoil around your honme. Soil very close to hones nay be
contam nated from | ead paint on the outside of the building.

Soi |l by roads and hi ghways nmay be contam nated fromyears of
exhaust funes fromcars and trucks that used | eaded gas. Use door
mats to wi pe your feet before entering the honme. If you work with
lead in your job or a hobby, change your clothes before you go
home and wash these cl othes separately. Encourage your children
to play in sand and grassy areas instead of dirt which sticks to
fingers and toys. Try to keep your children fromeating dirt,
and make sure they wash their hands when they cone inside.

Fi nd out about |ead in drinking water.

Most well and city water does not usually contain |lead. Water
usual Iy picks up lead inside the hone from househol d pl unbi ng
that is made with lead materials. The only way to know if there
is lead in drinking water is to have it tested. Contact the

| ocal health departnent or the water supplier to find out howto
get the water tested. Send for the EPA panphlet, Lead and Your
Drinking Water, for nore informati on about what you can do if you
have lead in your drinking water. Call EPA s Safe Drinking Water
Hotline (8004264791) for nore information

Eat right.

A child who gets enough iron and calciumw || absorb |ess |ead.
Foods rich in iron include eggs, red neats, and beans. Dairy
products are high in calcium Do not store food or liquid in

| ead crystal glassware or inported or old pottery. |If you reuse
old plastic bags to store or carry food, keep the printing on the
out si de of the bag.

You can get a brochure, Lead Poi soning and Your Children
and nore information by calling the National Lead Infornation
Center, 800-LEAD FYI.

Bui | di ng a new honme provides the opportunity for preventing

i ndoor air problens. However, it can result in exposure to

hi gher |evels of indoor air contam nants if careful attention
is not given to potential pollution sources and the air exchange
rate.

Express your concerns about indoor air quality to your
architect or builder and enlist his or her cooperation in taking
neasures to provide good indoor air quality. Tal k both about
purchasi ng building materials and furnishings that are | ow
emtting and about providing an adequate anount of ventilation

The Anerican Society of Heating, Refrigerating, and Air

Condi tioni ng Engi neers reconmends a ventilation rate of 0.35 ach
(air changes per hour) for new hones, and sone new hones are
built to even tighter specifications. Particular care should be



given in such honmes to preventing the buil dup of indoor air
pollutants to high |evels.

Here are a few inportant actions that can make a difference:
Use radon resistant construction techni ques.

Ootain a copy of the EPA bookl et, Radon Resistant Construction
Techni ques for Residential Construction, fromyour state radon

of fice or health agency, your state honebuilders association, or
your EPA regional office.

Choose building materials and furnishings that will keep indoor
air pollution to a m ninmm

There are nany actions a homeowner can take to sel ect products
that will prevent indoor air problens fromoccurring a couple of
them are nentioned here. First, use exterior grade pressed wood
products made wi th phenol f ormal dehyde resin in floors, cabinetry,
and wal |l surfaces. O, as an alternative, consider using solid
wood products. Secondly, if you plan to install wall to wal
carpet on concrete in contact with the ground, especially
concrete in basenments, nake sure that an effective noisture
barrier is installed prior to installing the carpet. Do not
permanent |y adhere carpet to concrete with adhesives so that the
carpet can be renoved if it becones wet.

Provi de proper drainage and seal foundations in new
construction.

Air that enters the honme through the foundation can contain nore
noi sture than is generated fromall occupant activities.

Becone fam liar with nmechanical ventilation systens and consi der
installing one.

Advanced desi gns of new honmes are starting to feature nmechanica
systens that bring outdoor air into the hone. Sone of these
designs include energy efficient heat recovery ventilators (also
known as air to air heat exchangers).

Ensure that conbustion appliances, including furnaces,
fireplaces, wood stoves, and heaters, are properly vented and
recei ve enough supply air.

Conbustion gases, including carbon nonoxide, and particles can be
back drafted fromthe chimey or flue into the living space if

t he conbustion appliance is not properly vented or does not
recei ve enough supply air. Back drafting can be a particul ar
problemin weatherized or tightly constructed hones. Installing
a dedi cated outdoor air supply for the conbustion appliance can
hel p prevent back drafting.

Indoor air quality problens are not limted to hones. |In fact,
many of fice buildings have significant air pollution sources.
Sone of these buildings may be inadequately ventilated. For
exanpl e, mechanical ventilation systens may not be designed or



operated to provide adequate anounts of outdoor air. Finally,
peopl e generally have |l ess control over the indoor environment in
their offices than they do in their homes. As a result, there
has been an increase in the incidence of reported health

pr obl ens.

HEALTH EFFECTS

A nunber of well identified illnesses, such as Legionnaire s

di sease, asthma, hypersensitivity pneunonitis, and hum difier
fever, have been directly traced to specific building problens.
These are called building related illnesses. Mst of these

di seases can be treated neverthel ess, some pose serious risks.

Soneti nes, however, building occupants experience synptons
that do not fit the pattern of any particular illness and are
difficult to trace to any specific source. This phenonmenon has
been | abel ed sick buil ding syndrome. People nay conplain of one
or nore of the follow ng synptons: dry or burning nucous
nenbranes in the nose, eyes, and throat; sneezing; stuffy or
runny nose; fatigue or |ethargy; headache; dizziness; nausea;
irritability an forgetful ness. Poor |ighting, noise, vibration
thermal disconfort, and psychol ogical stress nay al so cause, or
contribute to, these synptons.

There is no single manner in which these health probl ens appear
In sone cases, problens begin as workers enter their offices and
di mi ni sh as workers | eave; other tines, synptons continue unti
the illness is treated. Sometines there are outbreaks of illness
anmong nmany workers in a single building;, in other cases, health
synpt ons show up only in individual workers.

In the opinion of sone Wrld Health Organization experts, up to
30 percent of new or renodel ed comercial buildings may have
unusual |y high rates of health and confort conplaints from
occupants that nmay potentially be related to indoor air quality.

WHAT CAUSES PROBLEMS?

Three naj or reasons for poor indoor air quality in office
bui | di ngs are the presence of indoor air pollution sources;
poorly designed, nmintained, or operated ventilation systens; and
uses of the building that were unanticipated or poorly planned
for when the building was designed or renovated.

Sources of O fice Air Pollution

As with homes, the nost inportant factor influencing indoor air
quality is the presence of pollutant sources. Conmonly found
office pollutants and their sources include environnental tobacco
snoke; asbestos frominsulating and fire retardant buil ding
suppl i es; fornmal dehyde from pressed wood products; other organics
frombuilding materials, carpet, and other office furnishings,
cleaning materials and activities, rest roomair fresheners,

pai nts, adhesives, copying nachi nes, and phot ography and print
shops; biological contam nants fromdirty ventilation systens or
wat er damaged wal I's, ceilings, and carpets; and pesticides from



pest managenment practices.
Ventil ation Systens

Mechani cal ventilation systens in |arge buildings are designed
and operated not only to heat and cool the air, but also to draw
in and circulate outdoor air. If they are poorly designed,
operated, or nmintained, however, ventilation systens can
contribute to indoor air problens in several ways.

For exanpl e, problens arise when, in an effort to save
energy, ventilation systens are not used to bring in adequate
amounts of outdoor air. |nadequate ventilation also occurs if the
air supply and return vents within each roomare bl ocked or
pl aced in such a way that outdoor air does not actually reach the
breat hi ng zone of buil ding occupants. |nproperly |ocated outdoor
air intake vents can also bring in air contam nated with
aut onobi | e and truck exhaust, boiler enissions, fumes from
dunpsters, or air vented fromrest roons. Finally, ventilation
systens can be a source of indoor pollution thenselves by
spreadi ng biol ogi cal contam nants that have nmultiplied in cooling
towers, humidifiers, dehunmdifiers, air conditioners, or the
i nsi de surfaces of ventilation duct work.

Use of the Building

I ndoor air pollutants can be circulated fromportions of the
bui | di ng used for specialized purposes, such as restaurants,
print shops, and dry cleaning stores, into offices in the sane
bui | di ng. Carbon nonoxi de and ot her conmponents of autonobile
exhaust can be drawn from underground parki ng garages through
stairwells and el evator shafts into office spaces.

In addition, buildings originally designed for one purpose
may end up being converted to use as office space. If not
properly nodified during building renovations, the room
partitions and ventilation systemcan contribute to indoor air
quality problens by restricting air recirculation or by providing
an inadequate supply of outdoor air

WHAT TO DO I F YOU SUSPECT A PRCBLEM

If you or others at your office are experiencing health or
confort problens that you suspect may be caused by indoor air
pol l ution, you can do the foll ow ng:

Tal k with other workers, your supervisor, and union
representatives to see if the problens are bei ng experienced by
others and urge that a record of reported health conplaints be
kept by nanagenent, if one has not al ready been established.

Tal k with your own physician and report your problens to the
conpany physician, nurse, or health and safety officer

Call your state or local health departnent or air pollution
control agency to talk over the synptons and possi bl e causes.



Encour age buil di ng managenent to obtain a copy of Building Air
Quality: A Guide for Building Owmers and Facility Managers.
Building Air Quality (BAQ is sinmply witten, yet provides
conprehensive information for identifying, correcting, and
preventing i ndoor air quality problens. BAQ al so provides
supporting informati on such as when and how to sel ect outside
t echni cal assistance, how to communi cate with others regarding
i ndoor air issues, and where to find additional sources of
information. BAQis available for $24 fromU S. GPO
Superi nt endent of Docunents, P.O Box 371954, Pittsburgh, PA
152507954; stock #055000003904.

Frequently, indoor air quality problens in |arge comercia
bui | di ngs cannot be effectively identified or renedied without a
conpr ehensi ve building investigation. These investigations nay
start with witten questionnaires and tel ephone consultations in
whi ch buil ding investigators assess the history of occupant
synpt ons and bui |l di ng operation procedures. |In sone cases, these
i nquiries may quickly uncover the problemand on site visits are
unnecessary.

More often, however, investigators will need to cone to the
bui l di ng to conduct personal interviews with occupants, to | ook
for possible sources of the problens, and to inspect the design
and operation of the ventilation system and other building
features. Because taking neasurenments of pollutants at the very
low | evels often found in office buildings is expensive and nay
not yield information readily useful in identifying problem
sources, investigators may not take many neasurenents. The
process of solving indoor air quality problens that result in
health and confort conplaints can be a slow one, involving
several trial solutions before successful renedial actions are
identified.

If a professional conpany is hired to conduct a bui l di ng
i nvestigation, select a conmpany on the basis of its experience in
identifying and solving indoor air quality problens in
noni ndustri al bui | di ngs.

Wrk with others to establish a snoking policy that elimnates
i nvol untary nonsnoker exposure to environnmental tobacco snoke.

Call the National Institute for Qccupational Safety and Health
(NICsH) for information on obtaining a health hazard eval uation
of your office (800-35-NEACH), or contact the Cccupationa

Saf ety and Health Adm nistration, (202) 2198151

Federal |nformation Services

Federal agencies with indoor air quality informati on may be
contacted as foll ows:

U. S. Environnental Protection Agency (EPA)
Public Information Center

401 M St., SW

Washi ngt on, DC 20460

(202) 260-7751



Indoor Air Quality Information O earinghouse (IAQ I NFO
P.O Box 37133

Washi ngt on, DC 200137133

(800) 438-4318

(301) 585-9020

Qperates Monday to Friday from9 to 5 Eastern Standard Tinme
(EST). Distributes EPA publications, answers questions on the
phone, and nakes referrals to other nonprofit and governnenta
organi zati ons.

Nati onal Radon Hotline
(800) SOS- RADON
I nformation recordi ng operates 24 hours a day.

Nat i onal Lead | nformati on Center
(800) LEAD FYI

Qperates 24 hours a day, seven days a week. Callers may order an
i nformati on package. To speak to an information specialist, cal
(800) 4245323. (perates Mnday to Friday from8:30 to 5 EST.

Nat i onal Pesti ci des Tel ecommuni cati ons Net wor k
National toll free nunber: (800) 858-PEST
In Texas: (806) 7433091

Qperates Monday to Friday from8 to 6 Central Standard Tine.
Provides informati on about pesticides to the general public and
the nmedical, veterinary, and professional comunities.

RCRA/ Super fund Hotline
National toll free nunber: (800) 4249346
I n Washi ngton, DC area: (703) 4129810

Qperates Monday to Friday from8:30 to 7:30 EST. Provides

i nformation on regul ati ons under both the Resources Conservation
and Recovery Act (including solid and hazardous waste issues) and
t he Superfund | aw.

Safe Drinking Water Hotline
(800) 4264791

Qperates Monday to Friday from8:30 to 5 EST. Provides

i nformation on regul ations under the Safe Drinking Water Act,
lead and radon in drinking water, filter information, and a
list of state drinking water offices.

TSCA Assi stance I nformati on Service
(202) 5541404

Qperates Monday to Friday from8:30 to 5 EST. Provides
i nformation on regul ati ons under the Toxic Substances Control Act
and on EPA' s asbestos program



U S. Consuner Product Safety Conm ssion (CPSC)
Washi ngt on, DC 202070001
Product Safety Hotline: (800) 638-CPSC

Tel etypewiter for the hearing inpaired (outside Maryland): (800)
638-8270; Maryland only: (800) 492-8104. Recorded information is
avai l abl e 24 hours a day when calling froma touch tone phone.
Qperators are on duty Monday to Friday from 10:30 to 4 EST to
take conpl ai nts about unsafe consuner products.

U. S. Departnent of Housing and Urban Devel opnent
Ofice of Energy and the Environnment

Washi ngt on, DC 20410

HUD USER National toll free nunber: (800) 245-2691
I n Washi ngton, DC area: (301) 251-5154.

U S. Department of Energy

Ofice of Conservation and Renewabl e Energy
1000 | ndependence Ave., SW

Washi ngt on, DC 20585

Conservation and Renewabl e Energy Inquiry and Referral Service
( CAREI RS)
PO Box 3048, Merrifield, VA 22116; (800) 523-2929.

Qperates Monday to Friday from9 to 5 EST. Provides consuner
i nformation on conservation and renewabl e energy in residences.

U S. Public Health Service

Di vi si on of Federal GCccupational Health

Ofice of Environmental Hygiene, Region Ill, Room 1310
3535 Market St., Philadel phia, PA 19104

(215) 596-1888; fax: 215-596-5024

Provides indoor air quality consultative services to federa
agency nanagers.

Centers for Disease Control and Prevention

Lead Poi soning Prevention Branch

4770 Buford Hi ghway, NE (F42), Atlanta, GA 30341-3724
(800) 488-7330

Ofice on Snoking and Heal th
Centers for D sease Control and Prevention
U S. Departnent of Health and Human Services

4770 Buford Hi ghway, NE (K50), Atlanta, GA 30341-3724
(404) 488-5701

Qccupational Safety and Health Admi nistration
Ofice of Information and Consunmer Affairs
Room N- 3647

200 Constitution Avenue, NW Wishi ngton, DC 20210
(202) 219-8151

Bonnevil | e Power Admi ni stration
Portl and, OR 97208



CGeneral Services Adm nistration
18th and F Streets, NW Washi ngton, DC 20405

Tennesee Vall ey Authority

I ndustrial Hygi ene Branch

Mul ti purpose Building (1B), Miscle Shoals, AL 35660
State and Local Organizations

Your questions or concerns about indoor air problens can
frequently be answered by the government agencies in your state
or local governnent. Responsibilities or indoor air quality

i ssues are usually divided anong many different agencies. Calling
or witing the agencies responsible for health or air quality
control is the best way to start getting information from your
state or local governnent. To obtain state agency contacts, wite
or call EPA s IAQ Information d earinghouse, (800) 4384318

CPSC REG ONAL OFFI CES

East ern Regi onal Center

6 Wrld Trade Center

Vesey Street, 3rd Floor Room 350
New Yor k, NY 10048- 0950

(212) 466-1612

Central Regional Center

230 South Dearborn Street Room 2944
Chi cago, |IL 60604-1601

(312) 353-8260

West ern Regi onal Center

600 Harrison Street Room 245
San Franci sco, CA 94107
(415) 744-2966

States in Region

Connecticut, District of Colunbia, Delaware, Florida,
Massachusetts, Maryland, Maine, North Carolina, New Hanmpshire,
New Yor k, Pennsylvania, South Carolina, Rhode I|sland, Virginia,
Vernmont, West Virginia

Al abana, Georgia, lowa, Illinois, Indiana, Kansas, Kentucky,
M chi gan, M nnesota, M ssouri, M ssissippi, North Dakota,
Nebraska, ©Chio, South Dakota, Tennessee, Wsconsin

Al aska, Arkansas, Arizona, California, Colorado, Hawaii, |daho,
Loui si ana, Montana, New Mexi co, Nevada, Cklahoma, O egon, Texas,
Ut ah, Washi ngton, Wom ng

EPA REQ ONAL OFFI CES

Address inquiries to the Indoor Air Coordinators in the EPA
regional offices at the foll ow ng addresses:



Region 1

EPA

John F. Kennedy Federal Buil ding
Boston, MA 02203

617-565- 4502

Regi on 2

EPA ( 2AWM RAD)

26 Federal Pl aza
New Yor k, NY 10278
212-264- 4418

Regi on 3

EPA

841 Chestnut Buil ding
Phi | adel phia, PA 19107
215-595- 8322

215-597- 4084 (radon)

Regi on 4

EPA

345 Courtland Street NE
Atlanta, GA 30365
404-347- 2864

Region 5

EPA AT- 18L

77 W Jackson Bl vd.
Chi cago, |L 60604
312- 353- 2205

Regi on 6

EPA

First Interstate Bank Tower
1445 Ross Avenue

Dal | as, TX 75202
214-655-7223

Regi on 7

EPA ARTX / ARBR-RAI D

726 M nnesota Avenue

Kansas CGity, KS 66101
913-551-7222

Regi on 8

EPA 999 18th Street, Suite 500
Denver, CO 80202-2466

303-293- 1709

The fol |l owi ng organi zati ons have information discussed in this
booklet. EPA s I AQ Information C earinghouse, (800)438-4318, can
provide the nanmes of a variety of organizations that have
information on all of the issues discussed in this publication

Aneri can Associ ati on of Poi son Control Centers
3800 Reservoir Rd., NW



Washi ngt on, DC 20007

American Society of Heating, Refrigerating, and Air-Conditioning
( ASHRAE)

1791 Tullie Crcle NE

Atlanta, GA 30329

Wrld Health Organi zation
Publ i cati ons Cent er

49 Sheridan Avenue

Al bany, Ny 12210

Your |ocal American Lung Association (ALA)
1740 Broadway

New Yor k, NY 10019

(800) LUNG UsA

GLOSSARY

Aci d aerosol

Acidic liquid or solid particles that are small enough to becone
airborne. Hi gh concentrations of acid aerosols can be irritating
to the lungs and have been associated with sone respiratory

di seases, such as asthna.

Ani mal dander
Tiny scal es of aninmal skin.

Al | ergen
A substance capabl e of causing an allergic reaction because of an
i ndividual s sensitivity to that substance.

Allergic rhinitis
I nfl ammati on of the nucous nenbranes in the nose that is caused
by an allergic reaction

Buil ding-related ill ness
A discrete, identifiable disease or illness that can be traced to
a specific pollutant or source within a building. (Contrast with
Si ck buil ding syndrone ).

Chemi cal sensitization

Evi dence suggests that sonme people nmay devel op heal th probl ens
characterized by effects such as dizziness, eye and throat
irritation, chest tightness, and nasal congestion that appear
whenever they are exposed to certain chemicals. People may react
to even trace anmpbunts of chemicals to which they have becone
sensitized.

Envi ronnent al tobacco snoke

M xture of snobke fromthe burning end of a cigarette, pipe, or
cigar and snoke exhal ed by the snoker (al so secondhand snoke or
passi ve snoki ng).

Fungi
Any of a group of parasitic |ower plants that |ack chlorophyll,
i ncl udi ng nol ds and m | dews.



Hum difier fever

A respiratory illness caused by exposure to toxins from

m croorgani sms found in wet or noist areas in humdifiers and air
conditioners. Also called air conditioner or ventilation fever.

Hypersensitivity pneunonitis

A group of respiratory diseases that cause inflammtion of the
lung (specifically granul omatous cells). Most forns of
hypersensitivity pneunon-itis are caused by the inhalation of
organi ¢ dusts, including nolds.

Organi ¢ conpounds

Chenmical s that contain carbon. Volatile organic conpounds
vaporize at roomtenperature and pressure. They are found in
many i ndoor sources, including many comon househol d products and
buil ding materi al s.

Pi cocurie
A unit for neasuring radioactivity, often expressed as picocuries
per liter of air.

Pressed wood products

A group of materials used in building and furniture construction
that are nmade from wood veneers, particles, or fibers bonded
together with an adhesive under heat and pressure.

Radon and radon decay products

Radon is a radi oactive gas formed in the decay of uranium The
radon decay products (al so called radon daughters or progeny) can
be breathed into the |ung where they continue to rel ease
radiation as they further decay.

Si ck buil di ng syndrome

Termthat refers to a set of synptons that affect some nunber of
bui | di ng occupants during the time they spend in the building and
di mi ni sh or go away during periods when they | eave the building.
Cannot be traced to specific pollutants or sources within the
building. (Contrast with Building related illness ).

Ventilation rate

The rate at which indoor air enters and | eaves a buil ding.
Expressed in one of two ways: the nunber of changes of outdoor
air per unit of tinme (air changes per hour, or ach ) or the rate
at which a volune of outdoor air enters per unit of tinme (cubic
feet per minute, or cfm)

2. AGUIDETO FAT

Once upon a tine, we didn't know anything about fat except

that it nmade foods tastier. W cooked our food in lard or
shorteni ng. We spread butter on our breakfast toast and pl opped
sour cream on our baked potatoes. Farnmers bred their animals to
produce mlk with high butterfat content and nmeat "marbled” wth
fat because that was what nobst people wanted to eat.



But ever since word got out that diets high in fat are related
to heart disease, things have becone nore conplicated. Experts tel
us there are several different kinds of fat, sone of themworse for
us than others. In addition to saturated, nonounsaturated and
pol yunsaturated fats, there are triglycerides, trans fatty acids,
and onmega 3 and onega 6 fatty acids.

Most peopl e have | earned sonet hi ng about chol esterol, and many
of us have been to the doctor for a blood test to | earn our
chol esterol "nunber." Now, however, it turns out that there's nore
t han one ki nd of chol esterol, too.

Al nost every day there are newspaper reports of new studies
or reconmendations about what to eat or what not to eat: Lard is
bad, olive oil is good, nargarine is better for you than butter--
then again, maybe it's not.

Amid the welter of confusing terns and conflicting details,
consunmers are often baffled about how to inprove their diets.

FDA recently issued new regul ations that will enable consuners
to see clearly on a food product's |abel how nuch and what ki nd of
fat the product contains. (See "A Little Lite Reading" in the
June 1993 FDA Consuner.) Understanding the terns used to discuss
fat is crucial if you want to nmake sure your diet is within
reconmended gui del i nes (see acconpanying article).



Fats and Fatty Acids

Fats are a group of chem cal conpounds that contain fatty
acids. Energy is stored in the body nostly in the formof fat. Fat
is needed in the diet to supply essential fatty acids, substances
essential for growth but not produced by the body itself.

There are three main types of fatty acids: saturated,
nonounsat ur at ed and pol yunsaturated. Al fatty acids are nol ecul es
conposed nostly of carbon and hydrogen atons. A saturated fatty
acid has the maxi mum possi bl e nunber of hydrogen atons attached to
every carbon atom It is therefore said to be "saturated" with
hydr ogen at ons.

Sone fatty acids are mi ssing one pair of hydrogen atons in the
m ddl e of the nolecule. This gap is called an "unsaturation" and
the fatty acid is said to be "nobnounsaturated" because it has one
gap. Fatty acids that are missing nore than one pair of hydrogen
atons are called "pol yunsaturated."

Saturated fats (which contain saturated fatty acids) are
nostly found in foods of aninal origin. Mpnounsaturated and
pol yunsaturated fats (which contai n nonounsat urated and
pol yunsaturated fatty acids) are nostly found in foods of plant
origin and sone seafoods. Polyunsaturated fatty acids are of two
ki nds, onega-3 or onega-6. Scientists tell themapart by where in
the nol ecul e the "unsaturations," or mssing hydrogen atons, occur

Recently a new term has been added to the fat |exicon: trans
fatty acids. These are byproducts of partial hydrogenation, a
process in which sone of the m ssing hydrogen atons are put back
into polyunsaturated fats. "Partially hydrogenated vegetable oils,"
such as vegetabl e shortening and nargarine, are solid at room
t enper at ur e.



Chol est er ol

Chol esterol is sort of a "cousin” of fat. Both fat and
chol esterol belong to a larger famly of chem cal conpounds called
lipids. Al the cholesterol the body needs is made by the liver. It
is used to build cell menbranes and brain and nerve tissues.
Chol esterol al so hel ps the body produce steroid hornones needed for
body regul ation, including processing food, and bile acids needed
for digestion.

Peopl e don't need to consunme dietary chol esterol because the
body can make enough chol esterol for its needs. But the typica
U S. diet contains substantial anounts of cholesterol, found in
foods such as egg yol ks, liver, nmeat, sonme shellfish, and whol e-
mlk dairy products. Only foods of animal origin contain
chol est erol

Chol esterol is transported in the bloodstreamin |arge
nol ecul es of fat and protein called |Iipoproteins. Cholestero
carried in lowdensity |lipoproteins is called LDL-chol esterol; nopst
cholesterol is of this type. Cholesterol carried in high-density
| i poproteins is called HDL-cholesterol. (See "Fat Wrds.")

A person's chol esterol "nunber" refers to the total anount of
chol esterol in the blood. Cholesterol is nmeasured in mlligrams per
deciliter (ng/dl) of blood. (A deciliter is a tenth of aliter.)

Doctors recommend that total blood chol esterol be kept bel ow 200
ng/ dl . The average level in adults in this country is 205 to 215
ng/dl. Studies in the United States and other countries have

consi stently shown that total cholesterol |evels above 200 to 220
ng/dl are linked with an increased risk of coronary heart disease.
(See "Lowering Cholesterol" in the March 1994 FDA Consuner.)

LDL-chol esterol and HDL-chol esterol act differently in the
body. A high I evel of LDL-cholesterol in the blood increases the
risk of fatty deposits formng in the arteries, which in turn
increases the risk of a heart attack. Thus, LDL-chol esterol has
been dubbed "bad" chol esterol

On the other hand, an elevated | evel of HDL-chol esterol seens
to have a protective effect against heart disease. For this reason
HDL- chol esterol is often called "good" chol esterol

In 1992, a panel of nedical experts convened by the Nationa
Institutes of Health (NIH) recommended that individuals should have
their level of HDL-chol esterol checked along with their tota
chol est erol

According to the National Heart, Lung, and Blood Institute
(NHLBI), a conponent of NIH, a healthy person who is not at high
risk for heart disease and whose total cholesterol level is in the
normal range (around 200 ng/dl) should have an HDL-chol estero
| evel of nore than 35 ng/dl. NHLBI also says that an LDL-
chol esterol |evel of less than 130 ng/dl is "desirable" to mnimze
the risk of heart disease



Sonme very recent studies have suggested that LDL-chol estero
is more likely to cause fatty deposits in the arteries if it has
been t hrough a chem cal change known as oxi dation. However, these
findings are not accepted by all scientists.

The NI H panel al so advised that individuals with high tota
chol esterol or other risk factors for coronary heart disease should
have their triglyceride |evels checked along with their HDL-
chol esterol |evels.

Triglycerides and VLDL

Triglyceride is another formin which fat is transported
t hrough the blood to the body tissues. Myst of the body's stored
fat is in the formof triglycerides. Another |ipoprotein--very |ow
density |lipoprotein, or VLDL--has the job of carrying triglycerides
in the blood. NHLBI considers a triglyceride |evel below 250 ng/d
to be nornal

It is not clear whether high levels of triglycerides al one
increase an individual's risk of heart disease. However, they may
be an inportant clue that soneone is at risk of heart disease for
ot her reasons. Many peopl e who have el evated triglycerides also
have hi gh LDL-chol esterol or |ow HDL-chol esterol. People with
di abetes or ki dney di sease--two conditions that increase the risk
of heart disease--are also prone to high triglycerides.

Di etary Fat and Chol esterol Levels

Many peopl e are confused about the effect of dietary fats on
cholesterol levels. At first glance, it seens reasonable to think
that eating | ess chol esterol would reduce a person's chol estero
level. In fact, eating | ess cholesterol has |ess effect on bl ood
chol esterol levels than eating | ess saturated fat. However, sone
studi es have found that eating chol esterol increases the risk of
heart disease even if it doesn't increase blood chol esterol |evels.

Anot her misconception is that people can inprove their
chol esterol nunbers by eating "good" chol esterol. In food, al
chol esterol is the same. In the bl ood, whether chol esterol is
"good" or "bad" depends on the type of |ipoprotein that's carrying
it.

Pol yunsat ur at ed and nonounsaturated fats do not pronote the
formation of artery-clogging fatty deposits the way saturated fats
do. Sone studies show that eating foods that contain these fats can
reduce | evels of LDL-cholesterol in the blood. Polyunsaturated

fats, such as safflower and corn oil, tend to | ower both HDL- and
LDL-chol esterol. Edible oils rich in nonounsaturated fats, such as
olive and canola oil, however, tend to | ower LDL-chol estero

wi thout affecting HDL | evels.



How Do W Know Fat's a Probl enf?

In 1908, scientists first observed that rabbits fed a diet of
meat, whole mlk, and eggs devel oped fatty deposits on the walls of
their arteries that constricted the flow of bl ood. Narrowi ng of the
arteries by these fatty deposits is called atherosclerosis. It is a
slowy progressing disease that can begin early in |ife but not
show synptons for nmany years. In 1913, scientists identified the
substance responsible for the fatty deposits in the rabbits
arteries as chol esterol.

In 1916, Cornelius de Langen, a Dutch physician working in
Java, Indonesia, noticed that native |Indonesians had nmuch | ower
rates of heart disease than Dutch colonists living on the island.
He reported this finding to a nedical journal, speculating that the
I ndonesi ans' healthy hearts were linked with their |Iow |evels of
bl ood chol esterol .

De Langen al so noticed that both bl ood chol esterol |evels and
rates of heart disease soared anong | ndonesi ans who abandoned their
native diet of nostly plant foods and ate a typical Dutch diet
containing a lot of meat and dairy products. This was the first
recorded suggestion that diet, cholesterol |evels, and heart
di sease were related in humans. But de Langen's observations |ay
unnoticed in an obscure nedical journal for nore than 40 years.

After World War I, medical researchers in Scandi navia noticed
that deaths from heart di sease had declined dramatically during the
war, when food was rationed and neat, dairy products, and eggs were
scarce. At about the sanme time, other researchers found that people
who suffered heart attacks had higher |evels of blood chol estero
t han peopl e who did not have heart attacks.

Since then, a large body of scientific evidence has been

gat hered |inking high blood cholesterol and a diet high in aninm
fats with an elevated risk of heart attack. In countries where the
average person's blood chol esterol level is |less than 180 ng/dl,
very few peopl e devel op at heroscl erosis or have heart attacks. In
many countries where a | ot of people have bl ood chol esterol |evels
above 220 ng/dl, such as the United States, heart disease is the

| eadi ng cause of death.

H gh rates of heart disease are comonly found in countries
where the diet is heavy with neat and dairy products containing a
| ot of saturated fats. However, high-fat diets and high rates of
heart di sease don't inevitably go hand-i n-hand.

Learning from G her Cultures

People living on the Greek island of Crete have very |l ow rates
of heart disease even though their diet is high in fat. Mst of
their dietary fat comes fromolive oil, a nonounsaturated fat that
tends to |l ower |evels of "bad" LDL-chol esterol and maintain |evels
of "good" HDL-chol esterol

The I nuit, or Eskinp, people of Al aska and Greenland al so are
relatively free of heart disease despite a high-fat, high-
chol esterol diet. The staple food in their diet is fish richin
onmega- 3 pol yunsaturated fatty aci ds.



Sonme research has shown that onega-3 fatty acids, found in
fish such as sal non and nackerel as well as in soybean and canol a
oil, lower both LDL-chol esterol and triglyceride levels in the
bl ood. Some nutrition experts recommend eating fish once or twice a
week to reduce heart disease risk. However, dietary supplenments
cont ai ni ng concentrated fish oil are not recommended because there
is insufficient evidence that they are beneficial and little is
known about their long-termeffects.

Orega- 6 pol yunsaturated fatty aci ds have al so been found in
sonme studies to reduce both LDL- and HDL-chol esterol levels in the
bl ood. Linoleic acid, an essential nutrient (one that the body
cannot nake for itself) and a conponent of corn, soybean and
safflower oil, is an onega-6 fatty acid

At one tine, many nutrition experts recomended increasing
consunpti on of nonounsaturated and pol yunsaturated fats because of
their cholesterol-lowering effects. Now, however, the advice is
sinply to reduce dietary intake of all types of fat. (Infants and
young children, however, should not restrict dietary fat.)

The available information on fats nay be vol umnous and is
soneti nes confusing. But sorting through the information becones
easi er once you know the terns and sone of the history.

The "bottomline" is actually quite sinple, according to John
E. Vanderveen, Ph.D., director of the O'fice of Plant and Dairy
Foods and Beverages in FDA's Center for Food Safety and Applied
Nutrition. What we should be doing is renmoving as much of the
saturated fat fromour diet as we can. W need to sel ect foods that
are lower in total fat and especially in saturated fat." In a
nutshel |, that neans eating fewer foods of animal origin, such as
neat and whole-m |k dairy products, and nore plant foods such as
veget abl es and grains. n

El eanor Mayfield is a witer in Silver Spring, M.



Fat Wbrds

Here are brief definitions of the key terns inportant to an
understanding of the role of fat in the diet.
Chol esterol : A chem cal conmpound manufactured in the body. It is
used to build cell menbranes and brain and nerve tissues.
Chol esterol also hel ps the body nmake steroid hornones and bile
aci ds.

Di etary chol esterol: Cholesterol found in animal products that are
part of the human diet. Egg yol ks, liver, neat, sone shellfish, and
whol e-m | k dairy products are all sources of dietary chol esterol
Fatty acid: A nol ecul e conposed nostly of carbon and hydrogen
atons. Fatty acids are the building blocks of fats.

Fat: A chemi cal conmpound containing one or nore fatty acids. Fat is
one of the three main constituents of food (the others are protein
and carbohydrate). It is also the principal formin which energy is
stored in the body.

Hydrogenated fat: A fat that has been chemcally altered by the
addition of hydrogen atons (see trans fatty acid). Vegetabl e oi
and margarine are hydrogenated fats.

Li pid: A chemical conpound characterized by the fact that it is
insoluble in water. Both fat and chol esterol are nenmbers of the
lipid famly

Li poprotein: A chem cal conmpound nmade of fat and protein

Li poproteins that have nore fat than protein are called | owdensity
| i poproteins (LDLs). Lipoproteins that have nore protein than fat
are call ed high-density |ipoproteins (HDLs). Lipoproteins are found
in the blood, where their main function is to carry chol esterol
Monounsaturated fatty acid: A fatty acid that is mssing one pair
of hydrogen atons in the mddle of the nolecule. The gap is called
an "unsaturation." Mpnounsaturated fatty acids are found nostly in
pl ant and sea foods.

Monounsaturated fat: A fat made of nonounsaturated fatty acids.
Aive oil and canola oil are nonounsaturated fats. Mnounsaturated
fats tend to | ower |evels of LDL-cholesterol in the bl ood.

Pol yunsaturated fatty acid: A fatty acid that is mssing nore than
one pair of hydrogen atons. Pol yunsaturated fatty acids are nostly
found in plant and sea foods.

Pol yunsaturated fat: A fat made of pol yunsaturated fatty acids.
Saf fl ower oil and corn oil are polyunsaturated fats.

Pol yunsaturated fats tend to | ower |evels of both HDL-chol estero
and LDL-chol esterol in the bl ood.

Saturated fatty acid: A fatty acid that has the maxi mum possible
nunber of hydrogen atons attached to every carbon atom It is said
to be "saturated" with hydrogen atons. Saturated fatty acids are
nostly found in aninmal products such as neat and whole mlKk.
Saturated fat: A fat made of saturated fatty acids. Butter and lard
are saturated fats. Saturated fats tend to raise |evels of LDL-

chol esterol ("bad" cholesterol) in the blood. Elevated |evels of
LDL-chol esterol are associated with heart disease.



Trans fatty acid: A polyunsaturated fatty acid in which sone of the
m ssi ng hydrogen atons have been put back in a chem cal process
cal l ed hydrogenation. Trans fatty acids are the building bl ocks of
hydr ogenated fats. n

--E.M
Cover nnment Advi ce

Di etary guidelines endorsed by the U S. Departnment of
Agriculture and the U S. Departrment of Health and Human Services
advi se consuners to

Reduce total dietary fat intake to 30 percent or |ess of tota
cal ori es.

Reduce saturated fat intake to | ess than 10 percent of
cal ori es.

Reduce chol esterol intake to |l ess than 300 milligrans daily
3. EMERGENCY PREPARDNESS CHECKLIST

TORNADO* FLASHFLOODS* W NTERSTORMT  HURRI CANE* FI RE* HAZARDOUS*
MATERI ALS SPI LL

The next tine disaster strikes, you may not have much tine
to act. Prepare now for a sudden energency.

Learn how to protect yourself and cope with di saster by
pl anni ng ahead. This checklist will help you get started.
Di scuss these ideas with your famly, then prepare an energency
pl an. Post the plan where everyone will see it--on the
refrigerator or bulletin board.

For additional information about how to prepare for
hazards in your community, contact your |ocal energency

managenent or civil defense office and Anerican Red Cross
chapter.

Enmer gency Checkl i st

Cal | Your Energency Managenent O fice or American Red Cross
Chapt er

* Find out which disasters could occur in your area.

* Ask how to prepare for each disaster

* Ask how you woul d be warned of an energency.

* Learn your community's evacuation routes.



* Ask about special assistance for elderly or disabled
persons.

Al so. .

* Ask your workpl ace about emnergency pl ans.
* Learn about energency plans for your children's school or
day care center.

Create an Energency Pl an

* Meet with household menbers. Discuss with children the
dangers of fire, severe weather, earthquakes and ot her
emner genci es.

* Di scuss how to respond to each disaster that could occur

* Di scuss what to do about power outages and persona
injuries.

* Draw a floor plan of your hone. Mark two escape routes
from each room

* Learn how to turn off the water, gas and electricity at
mai n swi t ches.

* Post energency tel ephone nunbers near tel ephones.
* Teach children how and when to call 911, police and fire.

* ]I nstruct household nenbers to mmon the radio for
enmergency i nfornmation

* Pick one out-of-state and one local friend or relative for

famly menbers to call if separated by disaster (it is
often easier to call out-of-state than within the affected
area).

* Teach children how to make | ong di stance tel ephone calls.
* Pick two neeting places.
1) A place near your hone in case of a fire.
2) A place outside your nei ghborhood in case you cannot
return hone after a disaster

* Take a basic first aid and CPR cl ass.

* Keep family records in a water and fire-proof container



Prepare a Disaster Supplies Kit

Assenbl e supplies you mght need in an evacuation. Store
themin an easy-to-carry contai ner such as a backpack or duffle
bag.

I ncl ude:

* A supply of water (one gallon per person per day). Store
wat er in seal ed, unbreakabl e containers. ldentify the
storage date and repl ace every six nonths.

* A supply of non-perishabl e packaged or canned food and a
non-el ectric can opener

* A change of clothing, rain gear and sturdy shoes.
* Bl ankets or sl eeping bags.

* Afirst aid kit and prescription nedications.

* An extra pair of glasses.

* A battery-powered radi o, flashlight and plenty of extra
batteries.

* Credit cards and cash.
* An extra set of car keys.
* Alist of fam |y physicians.

* Alist of inportant famly information; the style and
serial nunber of nedical devices such as pacenakers.

* Special itens for infants, elderly or disabled famly
nenbers.
Emer gency Pl an

Qut - of - St at e Cont act

Name

Gty

Tel ephone ( Day) ( Eveni ng)

Local Cont act



Name

Tel ephone ( Day) (Eveni ng)

Near est Rel ative

Name

Gty

Tel ephone ( Day) ( Eveni ng)

Fam |y Work Numbers

Fat her Mot her

O her

Enmer gency Tel ephone Numbers

In alife threatening energency, dial 911 or the | ocal
emer gency nedi cal services system nunber.

Pol i ce Depart ment

Fi re Depart nent

Hospi t al

Fam |y Physici ans

Nare Tel ephone
Nare Tel ephone
Nare Tel ephone

Reuni on Locati ons

1. Right outside your hone

2. Away fromthe nei ghborhood, in case you cannot



return hone

Addr ess

Tel ephone

Route to try first

Escape Pl an

In a fire or other energency, you nmay need to evacuate
your house, apartnent or nobile honme on a nonent's notice. You
shoul d be ready to get out fast.

Devel op an escape plan by drawing a floor plan of your
resi dence. Using a black or blue pen, show the |ocation of
doors, wi ndows, stairways, and large furniture. Indicate the
| ocati on of enmergency supplies (Disaster Supplies Kit), fire
extingui shers, snoke detectors, collapsible |adders, first aid
kits and utility shut off points. Next, use a colored pen to
draw a broken line charting at |east two escape routes from
each room Finally, mark a place outside of the hone where
househol d menbers shoul d neet in case of fire.

Be sure to include inportant points outside such as
garages, patios, stairways, elevators, driveways and porches.
I f your home has nore than two floors, use an additional sheet
of paper. Practice enmergency evacuation drills with al
househol d nmenbers at |east two times each year

Exanpl e:

Home Hazard Hunt

In a disaster, ordinary items in the home can cause injury
and danmage. Anything that can nove, fall, break or cause a fire
is a potential hazard.

* Repair defective electrical wiring and | eaky gas
connecti ons.

* Fasten shel ves securely.

* Place | arge, heavy objects on | ower shel ves.



Hang pictures and m nors away from beds.
Brace overhead |ight fixtures.

Secure water heater. Snap to wall studs.
Repair cracks in ceilings or foundations.

Store weed killers, pesticides and flamabl e products away
from heat sources.

Pl ace oily polishing rags or waste in covered netal cans.

Clean and repair chi meys, flue pipes, vent connectors and
gas vents.

You Need to Evacuate

Listen to a battery powered radio for the |ocation of
enmergency shelters. Follow instructions of |oca

of ficials.

Wear protective clothing and sturdy shoes.

Take your Disaster Supplies Kit.

Lock your house.

Use travel routes specified by local officials.

you are sure you have tine ..

Shut of f water, gas and electricity, if instructed to do
so.

Let others know when you | eft and where you are goi ng.

Make arrangenents for pets. Aninmals may not be allowed in
public shelters.

Prepare an Energency Car Kit

I ncl ude:

* Battery powered radio and extra batteries

* Flashlight and extra batteries

Bl anket



4.

Boost er cabl es
Fire extinguisher (5 1b, A-B-Ctype)
First aid kit and nanual

Bottl ed water and non-perishabl e high energy foods such as
granol a bars, raisins and peanut butter

Maps
Shovel
Tire repair kit and punp

Fl ar es

Saf ety

Plan two escape routes out of each room

Teach famly nenbers to stay |ow to the ground when
escaping froma fire.

Teach fam |y nenbers never to open doors that are hot. In

afire, feel the bottomof the door with the pal mof your

hand. If it is hot, do not open the door. Find another way
out .

Install snoke detectors. Clean and test snpoke detectors
once a nonth. Change batteries at |east once a year

Keep a whistle in each bedroomto awaken househol d nenbers
in case of fire

Check electrical outlets. Do not overload outlets.
Purchase a fire extinguisher (5 1b., A-B-Ctype).

Have a col | apsi bl e | adder on each upper floor of your
house.

Consi der installing hone sprinklers.
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Devel oped jointly by the National Association of Insurance
Conmi ssioners and the Health Care Financi ng
Admi ni stration of the U S. Depart nent
of Health and Human Servi ces.

Publ i cati on No. HCFA-02110

- NOTI CE -

Listed in the back of this booklet are the addresses and
t el ephone nunbers of each of the state agencies on aging and
the state insurance departnents. They are available to assi st
you with any questions you nmay have about private insurance to
suppl enent Medi care.

Suspected violations of the |aws governing the marketing
of insurance policies should generally be reported to your
state insurance departnent since states are responsible for the
regul ation of insurance within their boundaries.

There are, however, federal penalties for certain
viol ati ons concerni ng Medi care suppl enent insurance ("Medigap")
policies. It is, for exanple, a federal offense for an
i nsurance agent to indicate that he or she represents the
Medi care program or any other federal agency in order to sell a
policy. It is also illegal for an insurance conmpany or agent to
sell you a policy that duplicates coverage you al ready have.

The federal toll-free tel ephone nunber for filing
conplaints is:

1- 800- 638- 6833
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DEFI NI TI ONS OF SOVE MEDI CARE TERMS

Actual Charge: The anpunt a physician or supplier actually
bills for a particular nedical service or supply.

Approved Anount: The anount Medi care determ nes to be
reasonable for a service that is covered under Part B of
Medicare. It may be less than the actual charge. For physician
servi ces the approved anmpbunt is taken froma national fee
schedul e that assigns a dollar value to all physician services
covered by Medicare.

Assi gnment: An arrangenent whereby a physician or nedica
supplier agrees to accept the Medicare-approved anount as the
total charge for services and supplies covered under Part B
Medi care usual ly pays 80% of the approved anpunt directly to
the provider after the beneficiary neets the annual Part B
deducti bl e of $100. The beneficiary pays the other 20%

Benefit Period: A benefit period is a way of measuring a
beneficiary's use of hospital and skilled nursing facility
servi ces covered by Medicare. A benefit period begins the day
the beneficiary is hospitalized and ends after the beneficiary
has been out of the hospital or skilled nursing facility for 60
days in arow If the beneficiary is hospitalized after 60
days, a new benefit period begins and nost Medicare Part A
benefits are renewed. There is no limt as to the nunber of
benefit periods a beneficiary can have.

Coi nsurance: The portion or percentage of Medicare's
approved anounts for covered services that a beneficiary is
responsi bl e for paying.



Deducti bl e: The amount of expense a beneficiary must first
i ncur before Medicare begi ns paynent for covered service's.

Excess Charge: The difference between the
Medi car e- approved anount for a service or supply and the actua
charge, if the actual charge is nore than the approved anmount.

Limting Charge: The maxi mum anount a physician nmay charge
a Medicare beneficiary for a covered physician service if the
physi ci an does not accept assignnent of the Medicare claim The
limt is 15% nore than the fee schedul e anount for
nonpartici pati ng physicians. Linmting charge information
appears on Medicare's Explanation of Medicare Benefits (EQOVB)
form

Medi care Carrier: An insurance organi zation under contract
to the federal governnent to process Medicare Part B clains
from physi ci ans and other health care providers. The nanmes and
addresses of the carriers and areas they serve are listed in
t he back of The Medi care Handbook, avail able from any Socia
Security Administration office.

Medi care Hospital Insurance: This is Part A of Medicare.
It hel ps pay for nedically necessary inpatient care in a
hospital, skilled nursing facility or psychiatric hospital, and
for hospice and hone health care.

Medi care Medical Insurance: This is Pan B of Medicare.
Thi s pan hel ps pay for nedically necessary physician services
and many ot her nedical services and supplies not covered by
Part A

Partici pating Physician and Supplier: A physician or
suppl i er who agrees to accept assignment on all Medicare
cl ai ms.

SOMVE BASI C THI NGS YOU SHOULD KNOW

If you are like nost ol der Anericans covered by Medi care,
there are aspects of the federal health insurance programthat
you find conpl ex and confusing. You may be uncertain about what
Medi care covers and doesn't cover and how much it pays toward
your nedi cal expenses. And, |ike many other beneficiaries, you
want to know what, if any, additional health insurance you
shoul d buy.

This booklet will give you a better understanding of your
Medi care benefits, identify the gaps in your Medicare coverage,
and provide tips on shopping for private health insurance to
fill those gaps. As a Medicare beneficiary, you probably are
al ready aware that Medicare does not cover all of your
potential health care costs. For exanple, you are responsible
for Medicare's deducti bl es and coi nsurance and for charges for
servi ces not covered by Medicare



Few people can afford to pay all of those expenses out of
their own funds, so many rely on suppl enmental insurance to
cover sone of the costs. As you seek to limt your
out - of - pocket costs for health care services, you will find
that there are three basic ways of doing so:

1. Through the purchase of Medicare suppl ement insurance,
which is also called "Medigap" or "MedSup" insurance

2. By enrolling in a managed care plan, such as a health
mai nt enance organi zati on (HMOD) that has a contract to
serve Medi care beneficiaries; and,

3. By continuing coverage under an enpl oyer-provi ded health
i nsurance policy, if you are eligible for such protection

In addition, for beneficiaries who qualify, sonme costs may
be covered by state Medicaid prograns (see page 17).

Each of these ways will be discussed in subsequent
sections. Special attention will be devoted to enpl oyer plans
and Medi gap i nsurance, which nost Medi care beneficiaries
pur chase.

I nsurance Counsel i ng

Al though the information in this booklet will help you to
be a better informed and nore careful purchaser, you may w sh
to obtain additional information before buying health
i nsurance. Information about insurance to suppl enent Medicare
is available fromvarious senior citizen advocacy organizations
and governnental agenci es.

You first may want to turn to your state government for
hel p, as all states now offer insurance counseling in
one-on-one confidential sessions with trained counselors. In
t hese sessions, you will be able to clarify insurance issues
that you find confusing and receive assistance in eval uating
your insurance needs. These services are provided at no charge
to you.

The tel ephone nunber for your state insurance counseling

office is listed in the directory of state insurance
departnents and agenci es on agi ng begi nni ng on page 27.

VWHAT |'S MEDI CARE

Bef ore discussing Medi gap and the other types of private
i nsurance avail able to supplenment Medicare, it will be helpfu
to review your Medicare benefits and identify the paynent gaps.

Medicare is a federal health insurance program for people



65 or ol der, people of any age with permanent kidney failure,
and certain disabl ed people under 65. It is admnistered by the
Heal th Care Financing Adm nistration (HCFA) of the U S.
Departnment of Health and Human Services (HHS). The Soci a
Security Administration, also a part of HHS, provides

i nformation about the program and handl es enrol | nent.

Two Parts of Medicare

Medi care has two parts--Hospital |nsurance (Part A) and
Medi cal Insurance (Part B). Part A is financed through part of
the Social Security (FICA) tax paid by workers and their
enpl oyers. You do not have to pay a nonthly prem umfor
Medi care Pan A if you or your spouse is entitled to benefits
under either the Social Security or Railroad Retirenent systens
or worked a sufficient period of tine in federal, state, or
| ocal governnent enploynent to be insured

If you do not qualify for premiumfree Part A benefits,
you may purchase the coverage if you are at |east age 65 and
neet certain requirenents. You also may buy Part Aif you are
under age 65, were previously entitled to Medicare under the
disability provisions and you still have the sane disabling
i mpai rment but your disability benefits were term nated because
of your work and earnings. If you do not qualify for
premumfree Part A but had at |east 30 quarters of covered
enpl oynent, the Pan A nonthly premiumin 1994 is $184. If you
had fewer than 30 quarters or no quarters of covered enpl oynent
the premiumis $245 per nonth in 1994.

Part Bis optional and is offered to all beneficiaries
when they becone entitled to Part A It also nmay be purchased
by nost persons age 65 or over who do not qualify for
premumfree Part A coverage. The Part B prem um which nost
Medi care beneficiaries have deducted fromtheir nonthly Soci al
Security check, is $41.10 per nonth in 1994.

You are automatically enrolled in Part B when you becone
entitled to Part A unless you state that you don't want it.
Al t hough you do not have to purchase Part B, it is a good buy
because the federal governnment pays about 75 percent of the
program costs.

Your Medicare card shows the coverage you have [Hospita
I nsurance (Part A), Medical Insurance (Part B), or both] and
the date your coverage started. If you only have one part of
Medi care, you can get information about getting the other part
fromany Social Security office.

MEDI CARE HOSPI TAL | NSURANCE BENEFI TS ( PART A)

When all programrequirenents are nmet, Medicare Part A
hel ps pay for nedically necessary inpatient care in a hospital



skilled nursing facility or psychiatric hospital, and for
hospice care. In addition, Part A pays the full cost of

medi cal | y necessary hone health care and 80 percent of the
approved cost for wheel chairs, hospital beds, and other durable
medi cal equi pmrent (DME) supplied under the honme health care
benefit.

Benefit Peri ods

Medi care Part A hospital and skilled nursing facility
benefits are paid on the basis of benefit periods. A benefit
period begins the first day you receive a Medicare-covered
service in a qualified hospital. It ends when you have been out
of a hospital or skilled nursing or rehabilitation facility for
60 days in arow It also ends if you remain in a skilled
nursing facility but do not receive any skilled care there for
60 days in a row

If you enter a hospital again after 60 days, a new benefit
period begins. Wth each new benefit period, all Part A
hospital and skilled nursing facility benefits are renewed
except for any lifetinme reserve days or psychiatric hospita
benefits that were used. There is no limt to the nunber of
benefit periods you can have for hospital or skilled nursing
facility care

I npatient Hospital Care

If you are hospitalized, Medicare will pay all charges for
covered hospital services during the first 60 days of a benefit
period except for the deductible. The Pan A deductible in 1994
is $696 per benefit period. You are responsible for the
deductible. In addition to the deductible, you are responsible
for a share of the daily costs if your hospital stay lasts nore
than 60 days. For the 61st through the 90th day, Part A pays
for all covered services except for coinsurance of $174 a day
in 1994. You are responsible for the coinsurance.

Under Part A, you also have a lifetine reserve of 60 days
for inpatient hospital care. These lifetine reserve days nay be
used whenever you are in the hospital for nore than 90
consecutive days. Wen a reserve day is used, Part A pays for
all covered services except for coinsurance of $348 a day in
1994. Again, the coinsurance is your responsibility. Once used,
reserve days are not renewed.

Gaps in Medicare Inpatient Hospital Coverage:

* You pay $696 deductible on first adm ssion to hospital in
each benefit period.



* You pay $174 daily coinsurance for days 61 through 90.

* No coverage beyond 90 days in any benefit period unless
you have "lifetine reserve" days avail able and use them

* You pay $348 daily coinsurance for each lifetinme reserve
day used.

* No coverage for the first 3 pints of whole blood or units
of packed cells used in each year in connection with
covered services. To the extent the 3-pint blood
deductible is net under Part B, it does not have to be net
under Part A

* No coverage for a private hospital room unless nedically
necessary, or for a private duty nurse

* No coverage for personal convenience itens, such as a
t el ephone or television in a hospital room

* No coverage for care that is not nmedically necessary or
for non-energency care in a hospital not certified by
Medi car e.

* No coverage for care received outside the U S. and its
territories, except under limted circunstances in Canada
and Mexi co.

Skilled Nursing Facility Care

A skilled nursing facility (SNF) is a special kind of
facility that primarily furnishes skilled nursing and
rehabilitation services. It may be a separate facility or a
distinct part of another facility, such as a hospital. Mdicare
benefits are payable only if you require daily skilled care
whi ch, as a practical matter, can only be provided in a skilled
nursing facility on an inpatient basis, and the care is
provided in a facility certified by Medicare. Medicare will not
pay for your stay if the services you receive are primarily
personal care or custodial services, such as assistance in
wal ki ng, getting in and out of bed, eating, dressing, bathing
and taki ng nedicine.

To qualify for Medicare coverage for skilled nursing
facility care, you nmust have been in a hospital at |east three
consecutive days (not counting the day of discharge) before
entering a skilled nursing facility. You nust be admtted to
the facility for the same condition for which you were treated
in the hospital and the adm ssion generally nust be within 30
days of your discharge fromthe hospital. Your physician must
certify that you need, and receive, skilled nursing or skilled
rehabilitation services on a daily basis.

Medi care can help pay for up to 100 days of skilled care
in askilled nursing facility during a benefit period. Al



covered services for the first 20 days of care are fully paid
by Medicare. All covered services for the next 80 days are paid
by Medi care except for a daily coinsurance anount. The daily
coinsurance in 1994 is $87. You are responsible for the

coi nsurance. If you require nore than 100 days of care in a
benefit period, you are responsible for all charges beginning
with the 101st day.

Gaps in Medicare Skilled Nursing Facility, Coverage:

* You pay $87 daily coinsurance for days 21 through 100 in
each benefit period.

* No coverage beyond 100 days in a benefit period.

* No coverage for care in a nursing home, or in a SNF not
certified by Medicare, or for just custodial care in a
Medi care-certified SNF

* No coverage for 3-pint blood deductible (see |ist of gaps
under inpatient hospital care).

Home Heal th Care

Medi care fully covers nedically necessary home heal th
visits if you are honebound, including parttine or intermttent
skilled nursing services. A Medicare-certified hone health
agency can al so furnish the services of physical and speech
t herapi sts. Shoul d you require speech-I| anguage pat hol ogy,
physi cal therapy, continuing occupational therapy or
intermttent skilled nursing services, are confined to your
horme, and are under the care of a physician, Medicare can al so
pay for nedical supplies, necessary part-tine or intermttent
home health ai de services, occupational therapy, and nedica
soci al services. Coverage is also provided for a portion of the
cost of wheel chairs, hospital beds and other durable nedica
equi prent (DMVE) provi ded under a plan-of-care set up and
periodically reviewed by a physician

Gaps in Medicare Hone Health Coverage

* No coverage for full-time nursing care.

* No coverage for drugs or for neals delivered to your hone

* You pay 20% of the Medi care-approved anmount for durable
nedi cal equi pnment, plus charges in excess of the approved
amount on unassi gned cl ai s.

* No coverage for homenaker services that are prinmarily to
assi st you in neeting personal care or housekeepi ng needs.



Hospi ce Care

Medi care beneficiaries certified as termnally ill may
choose to receive hospice care rather than regular Medicare
benefits for their termnal illness. Part A can pay for two

90- day hospi ce benefit periods, a subsequent period of 30 days,
and a subsequent extension of unlinmted duration. If you enrol
in a Medicare-certified hospice program you will receive

nedi cal and support services necessary for synptom nmanagenent
and pain relief. Wien these services which are nost often
provided in your hone-are furnished by a Medicare-certified
hospi ce program the coverage includes: physician services,
nursing care, nedi cal appliances and supplies (including drugs
for synptom managenent and pain relief), short-terminpatient
care, counseling, therapies, hone health aide and honmenaker
servi ces.

You do not have to pay Medicare's deductibles and
coi nsurance for services and supplies furnished under the
hospi ce benefit. You nmust pay only limted charges for
out patient drugs and inpatient respite care. In the event you
requi re nedical services for a condition unrelated to the
term nal illness, regular Medicare benefits are avail able. Wen
regul ar benefits are used, you are responsible for the
appl i cabl e Medi care deducti bl e and coi nsurance anounts.

Gaps in Medicare Hospi ce Coverage:

* You pay limted charges for inpatient respite care and
out pati ent drugs.

* You pay deducti bl es and coi nsurance anounts when regul ar
Medi care benefits are used for treatnent of a condition
other than the termnal ill ness.

Psychi atric Hospital Care

Part A helps pay for up to 190 days of inpatient care in a
Medi care-participating psychiatric hospital in your lifetine.
Once you have used 190 days (or have used fewer than 190 days
but have exhausted your inpatient hospital coverage), Part A
doesn't pay for any nore inpatient care in a psychiatric
hospital . However, psychiatric care in general hospitals,
rather than in free-standing psychiatric hospitals, is not
subject to this 190-day limt. Inpatient psychiatric care in a
general hospital is treated the sane as other Medicare
i npatient hospital care. If you are a patient in a psychiatric
hospital on the first day of your entitlenment to Medicare,
there are additional limtations on the nunber of hospital days
that Medicare will pay for.



Gaps in Medicare Inpatient Psychiatric Hospital Care:

* No coverage for care after you have received 190 days of
such specialized treatnent in your lifetine (even if you
have not yet exhausted your inpatient hospital coverage).

MEDI CARE MEDI CAL | NSURANCE (PART B) BENEFI TS

Part B hel ps pay for nedically necessary physician
services no matter where you receive them-at honme, in the
doctor's office, inaclinic, in a nursing hone, or in a
hospital. It also covers related nmedical services and suppli es,
nedi cal | y necessary outpatient hospital services, X-rays and
| aboratory tests. Coverage is al so provided for certain
anmbul ance services and the use at honme of durable nedica
equi prent, such as wheel chairs and hospital beds.

Addi tionally, Part B covers nedically necessary physica
t herapy, occupational therapy, and speech-|anguage pat hol ogy
services in a doctor's office, as an outpatient, or in your
home. Mental health services are covered as are nanmograns and
Pap snmears. And if you qualify for honme health care but do not
have Part A, then Part B pays for all covered home health
visits.

Qut patient prescription drugs generally are not covered by
Part B. The exceptions include certain drugs furnished to
hospi ce enrol | ees, non-self adm ni strable drugs provided as
part of a physician's services, and special drugs, such as
drugs furnished during the first year after an organ
transpl antation, erythropoetin for hone dialysis patients, and
certain oral cancer drugs.

When you use your Part B benefits, you will be required to
pay the first $100 (the annual deductible) each cal endar year
The deducti bl e nmust represent charges for services and supplies
covered by Medicare. It also nust be based on the Medicare
approved anounts, not the actual charges billed by your
physi cian or nedical supplier

After you neet the deductible, Part B generally pays 80
percent of the Medi care-approved anount for covered services
you receive the rest of the year. You are responsible for the
other 20 percent. If you require hone health services, you do
not have to pay a deductible or coinsurance. You do, however,
have to pay 20 percent of the Medi care-approved amount for any
dur abl e nmedi cal equi prent! supplied under the Medicare hone
heal th benefit.

You may al so have ot her out-of-pocket costs under Part B
i f your physician or nmedical supplier does not accept
assi gnnent of your Medicare claimand charges nore than



Medi care's approved anmount. The difference to be paid is called
the "excess charge" or "balance billing." You should be aware,
however, that there are certain charge |imtations mandated by
federal |aw (discussed below) and that some states also limt
physi ci an char ges.

Medi car e- Approved Anmount

The Medi car e-approved anount for physician services
covered by Part B is based on a national fee schedule. The
schedul e assigns a dollar value to each physician service based
on work, practice costs and mal practice insurance costs. Under
this paynment system each tinme you go to a physician for a
servi ce covered by Medicare, the anbunt Medicare will recognize
for that service will be taken fromthe national fee schedule.
Medi care general ly pays 80 percent of that anmount.

Because you cannot tell in advance whether the approved
amount and the actual charge for covered services and supplies
will be the sanme, always ask your physicians and nedica
suppl i ers whether they accept assignment of Medicare clains.

Accepting Assi gnnent

Those who take assignnent on a Medicare claimagree to
accept the Medicare-approved anobunt as paynent in full. They
are paid directly by Medicare, except for the deductible and
coi nsurance anounts that you nust pay.

For exanple, for your first annual visit, if you go to a
participating physician, or if you go to a nonparticipating
physi ci an who accepts assi gnnent, and the Medi care-approved
amount for the service you receive is $200, you will be billed
$120: $100 for the annual deductible plus 20 percent of the
renmai ni ng $100, or $20. Medicare would pay the other $80.
Havi ng net the deductible for the year, the next time you used
Part B services furnished by a physician or nedical supplier
who accepts assignnment, you would be responsible for only 20
percent of the Medi care-approved anount.

Physi ci ans and suppliers who sign Medicare participation
agreenents accept assignment on all Medicare clainms. Their
nanmes and addresses are listed in The Medi care Participating
Physi ci an/ Supplier Directory, which is distributed to senior
citizen organi zations, all Social Security and Railroad
Retirement Board offices, hospitals, and all state and area
of fices of the Adm nistration on Aging.

It also is available free by witing or calling the
i nsurance conpany that processes Medicare Pan B clains for your
area. Called a Medicare "carrier," the conpany's nanme, address
and tel ephone nunber are listed in the back of The Mdicare
Handbook, available fromany Social Security office.



Even if your physician or supplier does not participate in
Medi care, ask before receiving any services or supplies whether
he or she will accept assignnent of your Medicare claim Many
physi ci ans and suppliers accept assignnent on a case-by-case
basis. If your physician or supplier will not accept
assignnent, you are responsible for paying all permissible
char ges.

Medicare will then reinburse you its share of the approved
amount for the services or supplies you received. Regardl ess of
whet her your physician or supplier accepts assignnent, they are
required to file your Medicare claimfor you

In certain situations nonparticipating providers of
services are required by |aw to accept assignnent. For
i nstance, all physicians and qualified |aboratories nust accept
assi gnnent for Medicare-covered clinical diagnostic |aboratory
tests. Physicians al so must accept assignnent for covered
services provided to beneficiaries with incomes | ow enough to
qualify for Medicaid paynment of their Medicare cost-sharing
requi renents (see page 18).

Physi cian Charge Limts

Whi | e physi cians who do not accept assignnent of a
Medi care cl ai m can charge nore than physicians who do, there is
alimt as to the anbunt they can charge you for services
covered by Medicare. Under the law, they are not permtted to
charge nore than 115 percent of the Medicare-approved anount
for the service. Physicians who knowingly, willfully, and
repeatedly charge nore than the legal linmt are subject to
sanctions. |If you think you have been overcharged, or you want
to know what the limting charge is for a particul ar service,
contact the Medicare carrier for your area. Limting charge
information al so appears on the Expl anation of Medicare
Benefits (EOVB) formthat you generally receive fromthe
Medi care carrier when you go to a physician for a
Medi care-covered service. You do not have to pay charges that
exceed the legal limt.

I f you think your physician has exceeded the charge limt,
you shoul d contact the physician and ask for a reduction in the
charge, or a refund, if you have paid nore than the charge
l[imt. If you cannot resolve the issue with the physician, you
can call your Medicare carrier and ask for assistance.

More Charge Limts

Anot her federal |aw requires physicians who do not accept
assignnent for elective surgery to give you a witten estinmate
of your costs before the surgery if the total charge will be
$500 or nore. If the physician did not give you a witten



estimate, you are entitled to a refund of any anount you paid

i n excess of the Medicare-approved anpunt. Any nonparticipating
physi ci an who provides you with services that he or she knows
or has reason to believe Medicare will determne to be

medi cal | y unnecessary and thus will not pay for, is required to
so notify you in witing before performng the service. If
witten notice is not given, and you did not know that Medicare
woul d not pay, you cannot be held liable to pay for that
service. However, if you did receive witten notice and signed
an agreenment to pay for the service, you will be held liable to

pay.
Gaps in Medicare Coverage for Doctors and Medi cal Suppliers
* You pay $100 annual deducti bl e.
* Generally, you pay 20% coi nsurance.
* You pay legally permi ssible charges in excess of the
g?dicare-approved amount for unassigned clains (see page

* You pay 50% of approved charges for nobst outpatient nenta
heal th treatnent.

* You pay all charges in excess of Medicare's nmaxi numyearly
limt of $900 for independent physical or occupationa
t her api st s.

* No coverage for nobst services that are not reasonable and
necessary for the diagnosis or treatnment of an illness or
injury.

* No coverage for nost self-adm nisterable prescription
drugs or imunizations, except for pneunbcoccal, influenza
and hepatitis B vaccinations.

* No coverage for routine physicals and other screening
servi ces, except for mamograns and Pap snears.

* CGenerally, no coverage for dental care or dentures.
* No coverage for acupuncture treatnent.

* No coverage for hearing aids or routine hearing |oss
exam nati ons.

* No coverage for care received outside the United States
and its territories, except under limted circunstances in
Canada and Mexi co.

* No coverage for routine foot care except when a nedica
condition affecting the lower |inbs (such as diabetes)
requi res care by a nedi cal professional

* No coverage for services of naturopaths, Christian Science



practitioners, imrediate relatives, or charges inposed by
menbers of your househol d.

* No coverage for the first 3 pints of whole blood or units
of packed cells used in each year in connection with
covered services. To the extent the 3-pint blood
deductible is net under Part A it does not have to be net
under Part B.

* No coverage for routine eye exam nations or eyegl asses,
except prosthetic lenses, if needed, after cataract
surgery.

Medi care Benefit Charts

The charts on pages 8 and 9 descri be Medi care benefits
only. The "You Pay" columm item zes expenses you are
responsi bl e for and nust pay out of your own pocket or through
t he purchase of sone type of private insurance as described in
this bookl et.

[Graphic Ormitted]

[Graphic Ormitted]

TYPES OF PRI VATE HEALTH | NSURANCE

Whet her you need health insurance in addition to Medicare
is a decision that only you can nmake. As you saw fromthe
revi ew of your Medicare benefits, Medicare does not offer
conpl ete health insurance protection. Private health insurance
can help fill many of the gaps. But before buying insurance to
suppl enent your Medicare benefits, nmake sure you need it. Not
everyone does (see page 17). In general it is advisable to buy
the additional protection that private health insurance can
provide. |If you decide to buy suppl enental insurance, shop
carefully and buy a policy that offers the kind of additiona
hel p you think you need nost.

A variety of private insurance policies is available to
hel p pay for nedical expenses, services and supplies that
Medi care covers only partly or not at all. The basic types of
policies include:

1. Medi gap, which pays sonme of the anpbunts that Medicare does
not pay for covered services and nmay pay for certain
servi ces not covered by Medicare.

2. Managed care plans [these include health nmaintenance
organi zations (HMXs) and conpetitive nmedical plans
(CwPs)], fromwhich you purchase health care services
directly for a fixed nmonthly prem um



3. Continuation or conversion of an enpl oyer-provided or
ot her policy you have when you reach 65

4. Nursing home or long-termcare policies, which pay cash
amounts for each day of covered nursing honme or at-hone
care;

5. Hospital indemity policies, which pay only when you need
treatnent for the insured di sease

6. Specified disease policies, which pay only when you need
treatnent for the insured di sease

Medi gap

Medi gap insurance is regul ated by federal and state | aw
and nmust be clearly identified as Medicare suppl emrent
i nsurance. Unlike other types of health insurance, it is
desi gned specifically to suppl enent Medicare's benefits by
filling in sonme of the gaps in Medicare coverage

To make it easier for consuners to conparison shop for
Medi gap insurance, nearly all states, U S. territories, and the
District of Colunbia have adopted regulations that limt the
nunber of different Medigap policies that can be sold in any of
those jurisdictions to no nore than 10 standard benefit plans.
The pl ans, which have letter designations ranging from"A"
through "J", were devel oped by the National Association of
I nsurance Conmmi ssioners and incorporated into state and federa
| aws. See pages 22-24 for descriptions and conparisons of the
10 pl ans.

Plan A of the 10 standard Medi gap plans is the "basic"
benefit package. Each of the other nine plans includes the
basi ¢ package plus a different conbination of benefits. The
pl ans cover specific expenses either not covered or not fully
covered by Medicare, with "A" being the nbst basic policy and
"J" the nobst conprehensive. Insurers are not permtted to
change t he conbi nation of benefits in any of the plans or to
change the letter designations.

Each state nust allow the sale of Plan A and all Medigap
insurers must nmake Plan A available. Insurers are not required
to offer any of the other nine plans, but nost offer several
pl ans, and sonme offer all 10. Insurers can independently decide
whi ch of the nine optional plans they will sell as long as the
pl ans they sel ect have been approved for sale in the state in
which they are to be offered.

Sone states have limted the nunber of plans available in
the state. Del aware does not permt Plans C, F, Gand Hto be
sold in the state. Pennsyl vania and Vernont do not permt the
sale of Plans F, Gand |. (As this guide was being prepared for
printing, however, Pennsylvania was considering a proposal that
woul d pernmit the sale of all 10 plans.)



Resi dents of M nnesota, Massachusetts and Wsconsin wil |
find that their Medigap plans are different than those sold in
other states. This is because those states had alternative
Medi gap standardi zation prograns in effect before the federa
| egi sl ati on standardi zi ng Medi gap was enacted. Therefore, they
were not required to change their benefit plans. If you live in
M nnesota, Massachusetts or Wsconsin, you should contact the
state insurance departnent to find out what Medi gap coverage is
avail abl e to you.

The only areas where standardization is not in effect are
CGuam Anerican Sanpa, and the Conmonweal th of the Northern
Mar i ana | sl ands.

Conparing Medigap Plans: To nmake it easier for consuners
to conpare plans and prem uns, the sane format, |anguage, and
definitions nmust be used in describing the benefits of each of
the plans. A uniformchart and outline of coverage al so must be
used by the insurer to summari ze those benefits for you.

As you shop for a Medigap policy, keep in mnd that each
conpany's products are alike, so they are conpeting on service,
reliability and price. Conpare benefits and premi uns and be
satisfied that the insurer is reputable before buying. And in
sel ecting the benefits that neet your needs, remenber that
Medi care pays only for services it determnes to be nmedically
necessary and only the anpbunt it determ nes to be reasonable.

Medi gap policies pay nost, if not all, Medicare
coi nsurance anmounts and may provi de coverage for Medicare's
deducti bl es. Sone of the 10 standard pl ans pay for services not
covered by Medicare and sone pay for charges in excess of
Medi care' s approved anount. Look for the plan that best neets
your needs.

Al'l standard Medigap plans nmust have a loss ratio of at
| east 65 percent for individual policies and 75 percent for
group policies. This neans that on average either 65 cents or
75 cents of each prem umdollar goes for benefits.

Unli ke sonme types of health coverage that restrict where
and from whom you can receive care, Medigap policies generally
pay the sanme suppl enental benefits regardl ess of your choice of
health care provider. |If Medicare pays for a service, wherever
provi ded, the standard Medi gap policy nust pay its regular
share of benefits. The only exception is Medi care SELECT
i nsurance, discussed on page 13.

Besi des t he standardi zed benefit plans, federal |aw
pernmits states to allow an insurer to add "new and innovative
benefits" to a standardi zed plan that otherw se conplies with
appl i cabl e standards. Any such new or innovative benefits nust
be cost-effective, not otherw se available in the marketpl ace,
and offered in a manner that is consistent with the goal of
sinplification. Check with your state insurance departnent to
find out whether such benefits are available in your state.



Your Right To Medigap Coverage: If you are 65 or ol der
state and federal |aws guarantee that for a period of 6 nonths
fromthe date you first enroll in Medicare Part B, you have a
right to buy the Medigap policy of your choice regardl ess of
your health conditions.

During this 6-nmonth open enroll nent period, you have the
choice of any of the different Medigap policies sold by any
i nsurer doi ng Medi gap business in your state. The conpany
cannot deny or condition the issuance or effectiveness, or
discrimnate in the pricing of a policy, because of your
nedi cal history, health status, or clains experience. The
conpany can, however, inpose the sane preexisting condition
restrictions (see page 19) that it applies to Medigap policies
sol d outside the open enroll ment period.

Many individuals are enrolled automatically in Pan
B as soon as they rum 65, or they sign up during an initia
7-nmonth enrol I nent period that begins 3 nonths before they turn
65. If you are in this group, your Part B coverage generally
starts in the nonth you turn 65 or shortly thereafter
dependi ng on when you applied for Part B. Your Medigap open
enrol Il nent period starts as soon as your Part B coverage
starts.

O hers nmay delay their enrollment in Part B. For exanple,
if after turning 65, you continue to work and choose to be
continuously covered by an enployer insurance plan, or if you
are continuously covered under a spouse's enploynent rel ated
i nsurance instead of Medicare Part B, you will have a specia
7-month enrollnent period for Part B. It begins with the nonth
your or your spouse's work ends or when you are no | onger
covered under the enpl oyer plan, whichever conmes first. Your
6-nont h Medi gap open enrol |l nent period starts when your Part B
cover age begins.

If you are covered under an enpl oyer group health plan
when you becone eligible for Part B at age 65, carefully
consi der your options. Once you enroll in Part B the 6-nonth
Medi gap open enrol |l nent period starts and cannot be extended or
r epeat ed.

If you cannot defer Part B enrollnent as described above,
but are 65 or older and are eligible for Part B but never
signed up for it, you may buy Part B during Medicare's annua
general enrollnent period. It runs fromJanuary 1 through Mrch
31. If you sign-up during an open enrol |l ment period, both your
Part B coverage and Medi gap open enrol |l nent period begin the
following July 1.

Your Medicare card shows the effective dates for your Part
A and/or Part B coverage. To figure whether you are in your
Medi gap open enrol |l nent period, add 6 nmonths to the effective
date of your Part B coverage. If the date is in the future and
you are at |least 65, you are eligible for open enrollnent. If
the date is in the past, you are not eligible.



If you are under age 65, disabled, and enrolled in
Medi care Part B, you are not eligible for Medi gap open
enrol | ment unl ess your state requires open enroll nment for
persons under 65 who qualify for Medicare because of a
disability. Mreover, unless your state requires otherw se, you
will not be eligible for the Medigap open enrol |l ment period
when you turn 65 because you will not be enrolling in Part B
for the first tinme.

O der Medigap Policies: Current federal requirenents
generally do not apply to Medigap policies in force in a state
before the requirenments which took effect in that state in
1992. Dependi ng on which state you live in, you will not have
to switch to one of the 10 standard plans if you have an ol der
policy that is guaranteed renewabl e.

Sone states, however, have specific requirenents that
affect existing non-standard policies. For exanple, sone states
require or permt insurers to convert older policies to the
standardi zed plans. Check with your state insurance departnent
to find out what state-specific requirenments are in force. Even
if you are not required to convert an ol der policy, you nay
want to consider switching to one of the standardi zed Medi gap
plans if it is to your advantage and an insurer is willing to
sel |l you one.

If you do switch, you will not be allowed to go back to
the old policy. Before sw tching, conpare benefits and
prem uns, and determine if there are waiting periods for any of
the benefits in the new policy. Sone of the ol der policies my
provi de superior coverage, especially for prescription drugs
and extended skilled nursing care.

If you had the old Medigap policy at | east 6 nonths and
you decide to switch, the new policy is not pernmitted to inpose
a waiting period for a preexisting condition if you satisfied a
wai ting period for a simlar benefit under your old policy. If,
however, a benefit is included in the new policy that was not
in the old policy, a waiting period of up to 6 nmonths unl ess
prohi bited by your state may be applied to that particular
benefit.

Because it is unlawful for anyone to sell you insurance
that duplicates coverage you al ready have, and because you do
not need nore than one Medi gap policy, you nust sign a
statenent that you intend to replace your current policy and
will not keep both policies. Do not cancel the old policy unti
the new one is in force and you have decided to keep it (see
"Free Look," page 20).

Medi gap | nsurance Defined: Under state and federal |aws,
Medi gap policies are policies designed to suppl ement your
Medi care benefits. They nust provide specific benefits that
pay, within [imts, sonme or all of the costs of services either
not covered or not fully covered by Medicare. The definition
does not include all insurance products that may hel p you cover



out - of - pocket costs. For exanple, neither a health plan offered
by a conpany for current or forner enployees, nor by a |abor
organi zation for current or former nenbers, is Medigap

i nsurance. Nor are limted benefit plans such as hospita

i ndemmi ty insurance. They do not qualify because they are not
required. to provide the sane benefits that the 10 standard
Medi gap pl ans nust provi de.

Simlarly, coverage provided to individuals enrolled in
nmanaged care plans, such as health mai ntenance organi zations
(HMOs) under contracts or agreenments with the federa
governnent, does not neet the definition of Medigap insurance
even though sone of the coverage nmay be simlar. On the other
hand, an HMO s suppl enmental insurance product sold to an
i ndi vi dual Medi care beneficiary who is not enrolled under
ei ther an enployer plan or a federal contract or agreenent,
does qualify as Medigap insurance.

Medi care SELECT. A Medi care suppl ement heal th i nsurance
product called "Mdicare SELECT" is pernmitted to be sold in
Al abama, Arizona, California, Florida, Illinois, I|ndiana,
Kent ucky, Massachusetts, M nnesota, M ssouri, Noah Dakot a,
Ohi o, Texas, Washington and W sconsin. Mdicare SELECT, which
may be offered in the designated states by insurance conpanies
and HMOs, is the sane as standard Medi gap i nsurance in nearly
all respects. If you buy a Medicare SELECT policy, you are
buyi ng one of the 10 standard Medi gap pl ans (see page 22).

The only difference between Medi care SELECT and standard
Medi gap insurance is that Medi care SELECT policies will only
pay or provide full supplenental benefits if covered services
are obtained through specified health care professionals and
facilities. Medicare SELECT policies are expected to have | ower
prem uns because of this |Iimtation. The specified health care
professionals and facilities, called "preferred providers," are
sel ected by the insurance conpany or HMO Each issuer of a
Medi care SELECT policy nmakes arrangenents with its own network
of preferred providers.

I f you have a Medicare SELECT policy, each time you
receive covered services froma preferred provider, Mdicare
will pay its share of the approved charges and the insurer wll
pay or provide the full supplenmental benefits provided for in
the policy. Medicare SELECT insurers nust al so pay suppl ement a
benefits for emergency health care furnished by providers
outside the preferred provider network. |In general, Medicare
SELECT policies deny paynment or pay |less than the full benefit
if you go outside the network for non-energency services.

Medi care, however, will still pay its share of approved charges
if the services you receive outside the network are services
covered by Medicare.

Medi care SELECT will be eval uated through 1994 to
determine if it should be continued and nade avail abl e
t hroughout the nation. Conpanies selling Medicare SELECT
policies are required to provide for the continuation of
coverage if the policies are discontinued. If the programis



not extended, Medicare SELECT policyholders will have the
option to purchase any standard Medi gap policy that the

i nsurance conpany or HMO offers, if in fact it issues Medigap
i nsurance other than Medi care SELECT. To the extent possible

t he repl acenent policy would have to provide simlar benefits.

Carrier Filing of Medigap dains. Under certain
ci rcunmst ances, when you receive nedical services covered by
bot h Medi care and your Medi gap i nsurance, you nmay not have to
file a separate claimw th your Medigap insurer in order to
have paynent nmade directly to your physician or nedica
supplier. By law, the Medicare carrier that processes Mdicare
clainms for your area nust send your claimto the Medi gap
i nsurer for paynent when the followi ng three conditions are net
for a Medicare Part B claim

1. Your physician or supplier nust have signed a
participation agreenent with Medicare to accept assignment
of Medicare clains for all patients who are Medicare
benefi ci ari es:

2. Your policy nust be a Medigap policy: and

3. You nust instruct your physician to indicate on the
Medi care claimformthat you wi sh paynent of Medigap
benefits to be nade to the participating physician or
supplier. Your physician will put your Medigap policy
nunmber on the Medicare claimform

Wien these conditions are net, the Medicare carrier wll
process the Medicare claim send the claimto the Medi gap
i nsurer and generally send you an Expl anation of Medicare
Benefits (EOVB). Your Medigap insurer will pay benefits
directly to your physician or nedical supplier and send you a
notice that they have done so. If the insurer refuses to pay
t he physician directly when these three conditions are net, you
shoul d report this to your state insurance departnent. For nore
information on Medigap claimfiling by the carrier, contact the
Medi care carrier. Look in The Medicare Handbook for the nane
and tel ephone nunber of the carrier for your area.

Managed Care Plans That Contract Wth Medicare

Managed care plans, also called coordinated care and
prepai d plans, include health maintenance organizations (HMOs)
and conpetitive nmedical plans (CWMPs). They m ght be thought of
as a conbi nation insurance conpany and doctor/hospital. Like an
i nsurance conpany, they cover health care costs in return for a
nonthly premium and |ike a doctor or hospital, they arrange
for health care

As a Medicare beneficiary, you can choose how you wil |
receive hospital, doctor, and other health care services
covered by Medicare. You can receive themeither through the
traditional fee-for-service delivery systemor through a



managed care plan that has a contract with Medicare. If you
choose fee-for-service care, you should consider purchasing
Medi gap i nsurance.

If you enroll in a Medicare-contracting HMO or CVP, you
will not need a Medigap policy. In fact, insurers are
prohi bited fromissuing you one because it would duplicate your
HMO or CWVP benefits. |If you have a Medigap policy and decide to
enroll in a plan, you will be asked to provide an assurance
that you will give up the Medigap policy.

Shoul d you enroll in a nanaged care plan and | ater
disenroll and return to fee-for-service care, you likely wll
be able to buy a Medigap policy, but you may not get the
policy; of your choice, especially if you have a health
problem On the other hand, both disabled and aged Medi care
beneficiaries generally may enroll in a Medicare-contracting
HMO or CWVP without regard to any health problens they may have
For this and other reasons, nmanaged care can be an attractive
option for nmany beneficiaries.

A managed care plan generally arranges with a network of
health care providers (doctors, hospitals, skilled nursing
facilities, etc.) to offer conprehensive, coordinated nedica
services to plan nenbers on a prepaid basis. If you enroll in
an HMO or CVP with a Medicare contract; services usually must
be obtained fromthe professionals and facilities that are part
of the plan, except in a nedical energency.

The plan nust provide or arrange for all Part A and B
services (if you are covered under both parts of Medicare).
Sone plans al so provi de benefits beyond what Medi care covers,
such as preventive care, prescription drugs, dental care,
hearing ai ds and eyegl asses.

Medi care nmakes a nonthly paynent to the plan to cover
Medi care's share of the cost of the services you receive.
Addi tionally, nost plans charge enrollees a nmonthly prem um and
nom nal copaynments as services are used. Usually there are no
ot her charges--no matter how many tinmes you visit the doctor
are hospitalized, or use other covered services. Medicare's
deducti bl es and coi nsurance do not apply to beneficiaries
enrolled in plans with Medicare contracts.

If you enroll in an HMO or a CMP that has a "risk"
contract with Medicare, Medicare will not pay for non-energency
servi ces you receive fromproviders outside of the HMO or CWP
That is, you nust receive all your health care benefits (except
in an energency) fromthe HMO or CVWP in order to be covered.

If you enroll in a plan that has a "cost" contract with
Medi care, you can receive covered services either through the
pl an or outside the plan. If you go outside the plan for
non- emer gency services, Medicare will still pay but the plan
will not. You would be responsible for the same charges that
you would be liable for if you were only covered by Medi care,
but you woul d no | onger have a Medi gap policy to cover those



char ges.

You are eligible to enroll in a nanaged care plan with a
Medi care contract if you live in the plan's service area, are
enrolled in Medicare Part B, do not have permanent ki dney
failure, and have not el ected the Medicare hospice benefit. The
pl an nmust enroll Medicare beneficiaries in the order of
application, without health screening, during at |east one open
enrol | nent period each year.

Before joining a plan, be sure to read the plan's
nenbership materials carefully to learn your rights and the
nature and extent of your coverage. If you live in an area that
is served by nore than one managed care plan, conpare benefits,
costs and other features to determ ne which plan neets your
needs. Al so, determ ne which type of contract the plan has with
Medi car e.

G oup | nsurance

There are two principal sources of group insurance:
enpl oyers and vol untary associ ati ons.

Enpl oyer Group Insurance for Retirees. Many peopl e have
private insurance when they reach age 65 that often is
purchased through their or their spouse's current enployer or
uni on nmenbership. If you have such coverage, find out if it can
be continued when you or your spouse retires. Check the price
and the benefits, including benefits for your spouse.

G oup health insurance that is continued after retirenment
usual Iy has the advantage of having no waiting periods or
excl usions for preexisting conditions, and the coverage is
usual |y based on group premiumrates, which may be | ower than
the premumrates for individually purchased policies. One note
of caution, however. |If you have a spouse under 65 who was
covered under the prior policy, nmake sure you know what effect
your continued coverage will have on his or her insurance
protection.

Furt hernore, since enployer group insurance policies do
not have to conply with the federal m ni num benefit standards
for Medigap policies, it is inportant to determ ne what
coverage your specific retirement policy provides. Wile the
policy may not provide the same benefits as a Medi gap policy,
it may offer other benefits such as prescription drug coverage
and routine dental care.

Speci al Rules for Wrking People Age 65 or Over. If you
are 65 or over and you or your spouse works, Medicare nmay be
secondary payer to any enployer group health plan (EGHP)
coverage you have. This nmeans that the enployer plan pays first
on your hospital and nedical bills. If the enployer plan does
not pay all of your expenses, Medicare may pay secondary
benefits for Medicare-covered services to suppl enent the anmount



pai d by the enpl oyer plan.

Enpl oyers who have 20 or nore enpl oyees are required to
offer the same health benefits, under the same conditions, to
enpl oyees age 65 or over and to enpl oyees' spouses who are 65
or over, that they offer to younger enployees and spouses. EGHP
coverage of enployers of 20 or nore enployees is primary to
Medi car e.

You may accept or reject coverage under the EGHP. If you
accept the enployer plan, it will be your primary payer. |If you
reject the plan, Medicare will be the primary payer for
Medi care-covered health services that you receive. If you
reject the enployer plan, you can buy suppl enental insurance
but an enpl oyer cannot provide you with a plan that pays
suppl enental benefits for Medicare-covered services or
subsi di ze such coverage. An enpl oyer may, however, offer a plan
that pays for health care services not covered by Medicare,
such as hearing aids, routine dental care, and physica
checkups.

Special Rules for Certain Disabled Medicare Beneficiaries.
Medi care is al so secondary for certain people under age 65 who
are entitled to Medicare based on disability (other than those
with permanent kidney failure) and who have | arge group health
plan (LGHP) coverage. An LGHP is a plan of, or contributed to
by, an enpl oyer or enpl oyee organi zati on that covers the
enpl oyees of at |east one enployer with 100 or nore enpl oyees.

This requirenment applies to those who have LGHP coverage
as an enpl oyee, enployer, self-enployed person, business
associ ate of an enployer, or a famly nenber of any of these
people. An LGHP nust not treat any of these people differently
because they are di sabl ed and have Medi care.

The term "enpl oyee" here includes both those who are
actively working despite their disability (such as disabl ed
Medi care beneficiaries engaged in a trial work period) and
t hose who are not actively working, but whomthe enpl oyer
treats as enpl oyees. Medi care determ nes whet her an individua
is considered to be an enpl oyee.

Di sabl ed persons al so have the option of accepting or
rejecting LGHP coverage. If they reject the plan, Medicare
becones their primary payer and the enployer may not provide or
subsi di ze suppl emental coverage, except for itenms and services
not covered by Medi care.

Speci al Rules for Medicare Beneficiaries with Pernmanent
Ki dney Failure. Medicare is secondary payer to EGHPs for 18
nont hs for beneficiaries who have Medi care sol el y because of
per manent ki dney failure. This requirenment applies only to
those with pernmanent kidney failure, whether they have their
own coverage under an EGHP or are covered under an EGHP as
dependents. EGHPs are prinmary payers during this period w thout
regard to the size of the EGHP or the nunber of enpl oyees. The
18-nonth period begins with the earlier of:



* The first month in which the person becones entitled to
Medi care Part A or

* The first nonth in which an individual woul d have been
entitled to Part Aif he had filed an application for
Medi care benefits.

However, EGHPs may be primary for an additional 3 nonths,
or atotal of up to 21 nonths: the first three nonths of
dialysis (a period during which an individual generally is not
eligible for Medicare benefits) plus the first 18 nonths of
Medicare eligibility or entitlenent. After the period of up to
21 nonths expires, Medicare is primary payer for entitled
i ndividuals and the EGHP i s secondary.

The Heal th Care Financing Adm ni stration panphlet entitled
Medi care Coverage of Kidney Dialysis and Kidney Transpl ant
Servi ces contains nore information about Medi care and ki dney
di sease. You can get a free copy fromthe Social Security
Adm nistration or the Consunmer |nformation Center, Departnent
59, Puebl o, CO 81009.

Associ ati on Group | nsurance. Many organi zati ons, other
t han enpl oyers, offer group health insurance coverage to their
nenbers. Just because you are buying through a group does not
nean that you are getting a low rate. Group insurance can be as
expensive as or nore costly than conparabl e coverage under
i ndi vi dual policies. Be sure you understand the benefits
i ncl uded and then conpare prices. Association group Medigap
i nsurance rmust conply with the sanme rules that apply to other
Medi gap polici es.

The following types of coverage are generally limted in
scope and are not substitutes for Medigap insurance or nmanaged
care plans.

Long- Term Care | nsurance

Nursi ng honme and | ong-term care insurance are available to
cover custodial care in a nursing hone. Sone of these policies
al so cover care in the home, and others are avail able to pay
for care in a skilled nursing facility (SNF) after your
Medi care benefits run out (see page 3 for an explanation of the
Medi care benefit for skilled nursing facility care).

If you are in the market for nursing home or |ongtermcare
i nsurance, be sure you know whi ch types of nursing hones and
services are covered by the different policies available. And
if you buy a policy, nmake sure it does not duplicate skilled
nursing facility (SNF) coverage provided by any Medi gap policy,
nmanaged care plan, or other coverage you have.

It is inmportant to renenber that custodial care (the type
of care npbst persons in nursing hones require) is not covered



by Medi care or nobst Medigap policies. The only care of this
nature that Medicare covers is skilled nursing care or skilled
rehabilitation care that is provided in a Medicare-certified
skilled nursing facility.

For nore informati on about |ong-termcare insurance,
request a copy of A Shopper's Quide to Long-Term Care | nsurance
fromeither your state insurance department or the Nationa
Associ ati on of |nsurance Conm ssioners, 120 W 12th Street,
Suite 1100, Kansas City, MO 64 105-1925. You may al so obtain a
copy of the Guide to Choosing a Nursing Hone by witing to
Medi care Publications, Health Care Financing Admi nistration,
6325 Security Boul evard, Baltinore, MD 21207.

Hospital Indemity Insurance

Hospital indemity coverage is insurance that pays a fixed
cash anount for each day you are hospitalized up to a
desi gnat ed nunber of days. Sonme coverage may have added
benefits such as surgical benefits or skilled nursing hone
confinenent benefits. Sonme policies have a maxi num nunber of
days or a nmaxi num paynment anount. Generally, a hospita
indemity policy will pay the specified daily anobunt regardl ess
of any other health insurance coverage you have, but other
group health insurance nay coordi nate benefits with hospita
confinenent indemity insurance sold on a group basis.

Speci fi ed Di sease |nsurance

Speci fi ed disease insurance, which is not available in
sone states, provides benefits for only a single disease, such
as cancer, or a group of specified diseases. The val ue of such
coverage depends on the chance you will get the specific
di sease or diseases covered. Benefits are usually limted to
paynment of a fixed anobunt for each type of treatnent. Benefits
are not designed to fill gaps in Medicare coverage.

DO YOU NEED MORE | NSURANCE?

Bef ore buying insurance to suppl ement Medi care, ask
yoursel f whether you need private health insurance in addition
to Medicare. Not everyone does.

Medi cai d Reci pients

Low i ncone people who are eligible for Medicaid usually do
not need additional insurance. They also qualify for certain
heal th care benefits beyond those covered by Medicare, such as
| ong-term nursing hone care. |If you becone eligible for



Medi cai d, and you have Medi gap insurance purchased on or after
November 5, 1991, you can request that the Medigap benefits and
prem unms be suspended for up to two years while you are covered
by Medi caid. Should you becone ineligible for Medicaid benefits
during the two years, your Medigap policy will be reinstated if
you give proper notice and begi n payi ng prem uns agai n. You do
not, however, have to suspend your Medi gap policy, and
suspension is not always to a Medicaid recipient's advantage.
You may want to discuss your options with your state Medicaid
representatives.

Qual i fied Medi care Beneficiary Program Assistance for

Low I ncone El derly

Limted financial assistance is available through Medicaid
for paying Medicare prem uns, deductibles, and coi nsurance
amounts for certain | owinconme elderly and di sabl ed
beneficiaries. If your annual incone is at or belowthe
national poverty |level and your cash and savings are very
limted, you may qualify for state assistance in paying
Medi care's nonthly prem uns, deducti bl es and coi nsurance. This
is called the "Qualified Medicare Beneficiary" (QVB) program

To have qualified in 1993, your inconme could not have been
nore than $601 per nonth for one person or $806 per nonth for a
coupl e, except in Alaska and Hawaii. In Al aska the incone
limts were $745 per nmonth for one person and $1, 002 per nonth
for a couple. In Hawaii they were $690 per nmonth for one person
and $925 per nonth for a couple. The limts for 1994 will be
announced in February 1994. Financial resources such as bank
accounts, stocks, and bonds cannot exceed $4, 000 for one person
or $6,000 for a couple.

Fi nanci al assistance also is available for Medicare
beneficiaries under the "Specified Low I ncome Medicare
Beneficiary" (SLMB) program This programis for beneficiaries
whose i ncomes exceed the poverty level by not nore than 10
percent and who neet certain resource limtations. To have
qualified for this programin 1993, your incone could not have
been nore than $659 a nonth for one person or $884 a nonth for
a couple, except in Alaska and Hawaii. In Al aska the incone
l[imts were $818 per nmonth for one person and $1, 100 per nonth
for a couple. In Hawaii they were $758 per nmonth for one person
and $1,016 per nonth for a couple. Individuals in this category
are eligible only for Medicaid paynent of their Medicare Pan B
prem um which is $41.10 per nonth in 1994. |If you think you
qualify for state assistance in paying your Medicare expenses
under either of these two prograns, contact your state or |oca
soci al service agency. |If you cannot find a tel ephone nunber
for the state agency, call 1-800638-6833 for assistance.

Federally Qualified Health Center



Medi care pays for sone health services, including
preventive care, when provided by a federally qualified health
center (FQHC). These facilities are typically community health
centers, mgrant health centers and health centers for the
honel ess. They are generally located in inner-city and rura
areas. The services covered by Medicare at FQHCs i ncl ude
routine physical exam nations, screenings, and diagnostic tests
for the detection of vision and hearing problens and ot her
nedi cal conditions, and the admi nistration of certain vaccines
for immunization against influenza and ot her diseases.

When t hose services are furnished at a FQHC, the $100
annual Part B deductible does not apply (see page 5). However,
if other services are provided, such as X-rays or screening
mamogr ans, the FQHC nmay bill the Medicare carrier. In that
case, you would be responsible for any unmet portion of the Pan
B annual deductible of $.100. As for the 20 percent Part B
coinsurance, it is applicable for all FQHC services but Public
Heal th Service guidelines allowthe FQHC to waive it in some
i nstances. Any Medi care beneficiary nay seek services at an

FQHC.

To find out whether one of these centers serves your area,
cal |l 1-800-638-6833.

TIPS ON SHOPPI NG FOR HEALTH | NSURANCE

Shop Carefully Before You Buy. Policies differ as to
coverage and cost, and conpanies differ as to service. Contact
di fferent conpani es and conpare the prem uns before you buy.

Don't Buy More Policies Than You Need. Duplicate coverage
i s expensive and unnecessary. A single conprehensive policy is
better than several policies with overlapping or duplicate
coverage. Federal |aw prohibits issuing duplicative coverage to
Medi care beneficiaries even if both policies would pay ful
benefits. The law generally prohibits the sale of a Medicare
suppl enent policy to a person who has Medicaid or another
heal t h i nsurance policy that provi des coverage for any of the
sanme benefits.

Simlarly, the sale of any other kind of health insurance
policy is generally prohibited if it duplicates coverage you
al ready have. \Wen you buy a replacenent Medi gap policy, the
insurer is required to obtain your witten statenent that you
intend to cancel the first policy after the new policy becones
effective. If you are on Medicaid, insurers may not sell you a
Medi gap policy unless the state pays the prem um Anyone who
sells you a policy in violation of these anti-duplication
provisions is subject to crimnal and/or civil penalties under
federal law Call 1-800-638-6833 to report suspected
viol ati ons.



Consi der Your Alternatives. Depending on your health care
needs and finances, you may want to consider continuing the
group coverage you have at work; joining an HMO, CMP or ot her
managed care plan; buying a Medigap policy; or buying a
| ongterm care i nsurance policy.

Check For Preexisting Condition Exclusions. In evaluating
a policy, you should determ ne whether it limts or excludes
coverage for existing health conditions. Many policies do not
cover health problens that you have at the time of purchase.
Preexi sting conditions are generally health problens you went
to see a physician about within the 6 nonths before the date
the policy went into effect.

Don't be msled by the phrase "no nmedi cal exam nation
required." If you have had a health problem the insurer m ght
not cover you imediately for expenses connected w th that
probl em Medigap policies, however, are required to cover
preexi sting conditions after the policy has been in effect for
6 nont hs.

Bewar e of Repl acing Existing Coverage. Be careful when
buyi ng a repl acenent Medigap policy. Make sure you have a good
reason for switching fromone policy to another--you shoul d
only switch for different benefits, better service, or a nore
affordabl e price. On the other hand, don't keep inadequate
policies sinply because you have had thema long tine. If you
decide to replace your Medigap policy, you nust be given credit
for the tine spent under the old policy in determning when any
preexi sting conditions restrictions apply under the new policy.
You nmust also sign a statenent that you intend to term nate the
policy to be replaced. Do not cancel the first policy until you
are sure that you want to keep the new policy.

Prohi bited Marketing Practices. It is unlawful for a
conpany or agent to use high pressure tactics to force or
frighten you into buying a Medigap policy, or to nake
fraudul ent or m sl eading conparisons to get you to switch from
one conpany or policy to another. Deceptive "cold | ead"
advertising also is prohibited. This lactic involves mailings
to identify individuals who mght be interested in buying
insurance. If you fill in and return the card encl osed in the
mai ling, the card may be sold to an insurance
agent who will try to sell you a policy.

Be Aware of Maxi num Benefits. Mst policies have sone type
of Iimt on benefits. They nay restrict either the dollar
amount that will be paid for treatnent of a condition or the
nunber of days of care for which paynent will be nmade. Sone
i nsurance policies (but not Medigap policies) pay |less than the
Medi car e- approved anounts for hospital outpatient nedical
services and for services provided in a doctor's office. Qhers
do not pay anything toward the cost of those services.

Check Your Right to Renew. States now require that Medigap
polici es be guaranteed renewabl e. This neans that the conpany
can refuse to renew your policy only if you do not pay the



prem unms or you made material msrepresentations on the
application. Beware of older policies that |et the conpany
refuse to renew on an individual basis. These policies provide
t he | east permanent coverage.

Even though your policy nay be guaranteed renewabl e. the
conpany may adjust the premiunms fromtine to tine. Some
polici es have prem uns which i ncrease as you grow ol der

Be A ware That Policies to Suppl ement Medicare Are Neither
Sol d Nor Serviced by the State or Federal Governnents. State
i nsurance departnents approve policies sold by insurance
conpani es but approval only neans the conpany and policy neet
requi renents of state law. Do not believe statenents that
i nsurance to suppl enent Medicare is a governnent-sponsored
progr am

I f anyone tells you that they are fromthe governnent and
later tries to sell you an insurance policy, report that person
to your state insurance departnent or federal authorities. This
type of misrepresentation is a violation of federal and state
law. It is also unlawful for a conpany or agent to claimthat a
policy has been approved for sale in any state in which it has
not received state approval, or to use fraudul ent nmeans to gain
approval .

Know Wth Wiom You' re Dealing. A conpany must neet certain
qualifications to do business in your state. You shoul d check
with your state insurance departnent to nake sure that any
conpany you are considering is licensed in your state. This is
for your protection. Agents al so nust be licensed by your state
and may be required by the state to carry proof of licensure
showi ng their nanme and the conpany they represent. |If the agent
cannot verify that he or she is licensed, do not buy fromthat
person. A business card is not a |license.

Keep Agents' and/or Conpani es' Nanmes, Addresses and
Tel ephone Nunmbers. Wite down the agents' and/or conpanies
nanes, addresses and tel ephone nunbers or ask for a business
card that provides all that information

Take Your Tinme. Do not be pressured into buying a policy.
Principl ed sal espeople will not rush you. If you are not
certain whether a programis worthy, ask the sal esperson to
explain it to a friend. Keep in mnd, however, that there is a
l[imted tinme period in which new Medicare Part B enrollees can
buy the Medigap policy of their choice without conditions being
i nposed (see page 11). Once this open enroll nent period
el apses, you may be linmted as to the Medigap policies
avail able to you, especially if you have a preexisting health
condi ti on.

I f You Decide To Buy, Conplete the Application Carefully.
Do not believe an insurance agent who tells you that your
nedi cal history on an application is not inmportant. Some
conpani es ask for detailed nedical information. |If you |eave
out any of the nedical information requested, coverage could be



refused for a period of tinme for any medi cal condition you
negl ected to nention. The conpany al so could deny a claimfor
treatment of an undi scl osed condition and/or cancel your

policy.

Look For an Qutline of Coverage. You must be given a
clearly worded summary of the policy... READ | T CAREFULLY.

Do Not Pay Cash. Pay by check, noney order or bank draft
nmade payable to the insurance conpany, not to the agent or
anyone else. Get a receipt with the insurance conpany's nane,
address and tel ephone nunber for your records.

Policy Delivery or Refunds Should be Pronpt. The insurance
conpany shoul d deliver a policy within 30 days. If it does not,
contact the conpany and obtain in witing the reason for the
delay. If 60 days go by w thout a response, contact your state
i nsurance departnent.

Use the "Free-Look" Provision. Insurance conpani es nust
give you at |least 30 days to review a Medigap policy. If you
deci de you don't want the policy, send it back to the agent or
conpany within 30 days of receiving it and ask for a refund of
all premuns you paid. Contact your state insurance departnent
if you have a problemgetting a refund.

For Your Protection

As noted above, federal crimnal and civil penalties can
be i nposed agai nst anyone who sells you a policy that
dupl i cates coverage you al ready have unl ess you sign a
statenent declaring that the first policy will be cancelled, or
unl ess you have Medicaid and the state Medicai d agency pays the
prem um for your Medigap policy. Penalties may al so be inposed
for claimng that a policy neets | egal standards for federa
certification when it does not, and for using the mail for the
delivery of advertisenents offering for sale a Medigap policy
in astate in which it has not received state approval.

Additionally, it is illegal under federal |aw for an
i ndi vi dual or conpany to m suse the nanes, letters, synbols or
enbl ens of the U S. Departnent of Health and Human Servi ces,
the Social Security Administration, or the Health Care
Financing Admnistration. It also is illegal to use the nanes.
letters, synbols or enblens of their various prograns.

This lawis ained primarily at mass marketers who use this
information on mail solicitations to either inply or claimthat
the product they are selling whether it be insurance or
sonet hi ng el se--has either been endorsed or is being sold by
the U.S. government. The advertising literature used by these
organi zations is often designed to look like it came froma
gover nnent agency.

If you believe you have been the victimof any unlawfu



sal es practices, contact your state insurance depart nent

i mediately. If you believe that federal |aw has been viol ated
you may call 1-800-638-6833. In nbst cases, however, your state
i nsurance department can offer the nost assistance in resolving
i nsurance rel ated probl ens.

St andard Medi gap Pl ans

Following is a list of the 10 standard plans and the
benefits provi ded by each:

PLAN A (the basic policy) consists of these basic benefits:

* Coverage for the Part A coinsurance anount ($174 per day
in 1994) for the 61st through the 90th day of
hospitalization in each Medicare benefit period.

* Coverage for the Part A coinsurance anount ($348 per day
in 1994) for each of Medicare's 60 non-renewable lifetine
hospital inpatient reserve days used

* After all Medicare hospital benefits are exhausted,
coverage for 100% of the Medicare Part A eligible hospita
expenses. Coverage is limted to a maxi nrum of 365 days of
additional inpatient hospital care during the
policyholder's lifetinme. This benefit is paid either at
the rate Medi care pays hospitals under its Prospective
Paynent System or another appropriate standard of paynent.

* Coverage under Medicare Parts A and B for the reasonable
cost of the first three pints of blood or equival ent
quantities of packed red blood cells per cal endar year
unl ess replaced in accordance with federal regul ations.

* Coverage for the coinsurance amount for Part B services
(general |y 20% of approved anount; 50% of approved charges

for nental health services) after $100 annual deductible
is met.

PLAN B i ncl udes the basic benefits plus:

* Coverage for the Medicare Part A inpatient hospita
deducti bl e ($696 per benefit period in 1994).

PLAN C includes the basic benefits plus:

* Coverage for the Medicare Part A deductible

* Coverage for the skilled nursing facility care coi nsurance



PLAN

PLAN

PLAN

amount ($87 per day for days 21 through 100 per benefit
period in 1994).

Coverage for the Medicare Part B deductible ($100 per
cal endar year in 1994).

80% coverage for nedically necessary energency care in a
foreign country, after a $250 deducti bl e.

D i ncludes the basic benefits plus:

Coverage for the Medicare Part A deductible

Coverage for the skilled nursing facility care daily
coi nsurance anount.

80% coverage for nedically necessary energency care in a
foreign country, after a $250 deducti bl e.

Coverage for at-hone recovery. The at-honme recovery
benefit pays up to $1600 per year for short-term at-hone
assistance with activities of daily living (bathing,
dressi ng, personal hygiene, etc.) for those recovering
froman illness, injury or surgery. There are various
benefit requirenents and limtations.

E includes the basic benefits plus:

Coverage for the Medicare Part A deductible

Coverage for the skilled nursing facility care daily
coi nsurance anount.

80% coverage for nedically necessary energency care in a
foreign country, after a $250 deducti bl e.

Coverage for preventive nedical care. The preventive
nedi cal care benefit pays up to $120 per year for such
things as a physical exam nation, flu shot, serum

chol esterol screening, hearing test, diabetes screenings,
and thyroid function test.

F includes the basic benefits plus:

Coverage for the Medicare Part A deductible

Coverage for the skilled nursing facility care daily
coi nsurance anount.

Coverage for the Medicare Part B deductible



* 80% coverage for nedically necessary energency care in a
foreign country, after a $250 deducti bl e.

* Coverage for 100% of Medicare Part B excess charges. *

PLAN G i ncl udes the basic benefits plus:

* Coverage for the Medicare Part A deductible

* Coverage for the skilled nursing facility care daily
coi nsurance anount.

* Coverage for 80% of Medicare Plan B excess charges.*

* 80% coverage for medically necessary energency care in a
foreign country, after a $250 deducti bl e.

* Coverage for at-hone recovery (see Plan D).

PLAN H i ncl udes the basic benefits plus:

* Coverage for the Medicare Part A deductible

* Coverage for the skilled nursing facility care daily
coi nsurance anount.

* 80% coverage for nmedically necessary energency care in a
foreign country, after a $250 deducti bl e.

* Coverage for 50% of the cost of prescription drugs up to a
maxi mum annual benefit of $1,250 after the policyhol der

neets a $250 per year deductible (this is called the
"basi c" prescription drug benefit).

PLAN | includes the basic benefits plus:

* Coverage for the Medicare Part A deductible

* Coverage for the skilled nursing facility care daily
coi nsurance anount.

* Coverage for 100% of Medicare Part B excess charges. *

* Basic prescription drug coverage (see Plan H for
description).

* 80% coverage for nmedically necessary energency care in a
foreign country, after a $250 deducti bl e.

* Coverage for at-honme recovery (see Plan D).



PLAN J includes the basic benefits plus:

* Coverage for the Medicare Part A deductible

* Coverage for the skilled nursing facility care daily
coi nsurance anount.

* Coverage for the Medicare Part B deductible
* Coverage for 100% of Medicare Part B excess charges. *

* 80% coverage for nmedically necessary energency care in a
foreign country, after a $250 deducti bl e.

* Coverage for 50% of the cost of prescription drugs up to a
maxi mum annual benefit of $3,000 after the policyhol der
neets a $250 per year deductible (this is called the
"ext ended" drug benefit).

* Plan pays a specified percentage of the difference between
Medi care' s approved anmpbunt for Part B services and the
actual charges (up to the anmbunt of charge limtations set
by either Medicare or state | aw).

[Graphic Ormitted]

Basic Benefits pay the patient's share of Medicare's
approved anount for physician services (generally 20% after
$100 annual deductible, the patient's cost of a |long hospita
stay ($174/day for days 60-90, $348/day for days 91-150,
approved costs not paid by Medicare after day 150 to a total of
365 days lifetine), and charges for the first 3 pints of bl ood
not covered by Medi care.

Two prescription drug benefits are offered:

1. a "basic" benefit with $250 annual deductible, 50%
coi nsurance and a $1, 250 maxi mum annual benefit (Plans H
and | above), and

2. an "extended" benefit (Plan J above) containing a $250
annual deducti bl e, 50% coi nsurance and a $3, 000 maxi num
annual benefit.

Each of the 10 plans has a letter designation ranging from
"A" through "J". Insurance conpanies are not permtted to
change these designations or to substitute other nanes or
titles. They may, however, add nanes or titles to these letter
desi gnati ons. \While conpanies are not required to offer all of
the plans, they all nmust nake Plan A available if they sell any
of the other 9 in a state.



I NSURANCE POLI CY CHECK- LI ST

After reading this guide, you may find this check-1i st
useful in assessing the benefits provided by a Medi gap policy
or in conparing policies.

POLICY | PCLICY 2 PQOLICY 3
Does the policy cover: YES NO YES NO VYES NO
Medi care Part A hospital deductible?
*Medi care Part A hospital daily coinsurance?
*Hospital care beyond Medicare's 150-day limt?
Skilled nursing facility (SNF) daily coinsurance?
SNF care beyond Medicare's limts?
Medi care Part B annual deducti bl e?

*Medi care Part B coi nsurance?

Physi ci an and supplier charges in excess
of Medicare's approved anounts?

*Medi care bl ood deducti bl es?

Prescription drugs?

O her Policy Considerations

Can the conpany cancel or non-renew the policy?

What are the policy limts for covered services?

How nmuch i s the annual prem unf?

How often can the conpany raise the prem un?

How | ong before existing health problens are covered?
Does the policy have a waiting period before any

benefits will be paid? How | ong?

* Most states now require that these benefits be included in
all newly issued Medi gap policies.

5. Medicare Q & A: 60 Commonly Asked Questions about MEDICARE

This booklet is neant to provide informati on about the Medicare



programbut is not a | egal docunent. The official Medicare
program provi sions are contained in the rel evant | aws,
regul ati ons and rul i ngs.

MEDI CARE AND MEDI CAI D

Q
A

YOUR

What is Medicare?

Medi care is a Federal health insurance program established
in 1965 for people aged 65 or older. It now al so covers
peopl e of any age with permanent kidney failure, and
certain disabled people. It is admnistered by the Health
Care Financing Adm nistration (HCFA) of the U S

Departnment of Health and Human Services. Local Socia
Security Administration offices take applications for

Medi care and provide informati on about the program

What is the difference between Medicare and Medi cai d?

Medi care is a Federal health insurance programfor the

el derly and di sabl ed regardl ess of income and assets.

Medi cai d, on the other hand, is a medical assistance
programjointly financed by the State and Federa
governnents for eligible | owincone individuals. Medicaid
covers health care expenses for all recipients of Aid to
Fam |ies with Dependent Children (AFDC), and npbst States
al so cover the needy elderly, blind, and disabl ed who
receive cash assistance under the Suppl enental Security
Incone (SSI) program Coverage also is extended to certain
infants and | owincone pregnant wonmen, and, at the option
of the State, other |owincome individuals with nmedica
bills that qualify themas categorically or nmedically
needy.

How nmany peopl e are covered by Medicare?

Medi care currently covers approximately 35 mllion people,
of whom about 3 million are disabled and sonme 150,000 are
ki dney di sease patients.

MEDI CARE COVERAGE

What does Medi care cover?

Medi care has two parts: Hospital insurance (Part A) and
Suppl enentary Medi cal insurance (Part B). Part A hel ps pay
for inpatient care in a hospital or skilled nursing
facility, or for care froma hone health agency or

hospice. If you are admtted to a hospital, Mdicare

provi des coverage for a semprivate room neals, regular
nursing services, operating and recovery room costs,

i ntensive care, drugs, |aboratory tests, X-rays, and al

ot her nedically necessary services and supplies. Covered



services in a skilled nursing facility include a

sem -private room neals, regular nursing services,
rehabilitation services, drugs, mnedical supplies, and
appl i ances.

Part B hel ps pay for physician services, outpatient
hospital care, clinical l|aboratory tests, and various

ot her nedi cal services and supplies, including durable
nedi cal equi pnment. Doctors' services are covered no natter
where you receive them in the U S. Covered services

i ncl ude surgical services, diagnostic tests and X-rays
that are part of your treatnment, nedical supplies
furnished in a doctor's office, and drugs which cannot be
sel f-adm ni stered and are part of your treatnent.

Medi care pays only for care that it determnes is
nedi cal | y necessary.

WHAT MEDI CARE DCESN T COVER

Q Are there services Medicare does not cover?

A. Wiile Medicare hel ps pay a |large portion of your nedica
expenses, there are various health care services and
products for which Medicare will not pay. These generally
i ncl ude custodi al care; eyegl asses, hearing aids, and
exam nations to prescribe or fit them a telephone, TV, or
radio in your hospital room and npbst outpatient
prescription drugs and patent nedicines. Medicare al so
does not pay for cosnmetic surgery, nost inmunizations,
dental care, routine foot care, and routine physica
checkups. Although sonme personal care services (for
exanpl e: bat hi ng assi stance, eating assistance, etc.) can
be covered along with skilled care, they are never covered
al one except under the hospice benefit.

PAYI NG FOR MEDI CARE

Q How is Medicare financed?

A. Medicare Hospital Insurance (Part A) is financed nainly
froma portion of the Social Security payroll tax (the
HCA) deduction. The Medicare pan of the payroll tax is
1.45 percent fromthe enpl oyee and 1.45 percent fromthe
enpl oyer on wages up to $125,000 in 1991. Medicare Medica
I nsurance (Part B), which is optional, is financed by the
nonthly prem uns paid by enrollees and from Federa
general revenues. The nonthly premiumin 1991 is $29.90
The prem um pays about 25 percent of the cost of the Part
B program and general tax revenues pay about 75 percent.

WHO S ELI G BLE?



Q Wio is eligible for Medicare?

A

Ceneral ly, people age 65 and over can get Part A benefits
if they can establish their eligibility for nonthly Socia
Security or Railroad Retirenent benefits on their own or
their spouse's work record. In addition, certain

gover nnent enpl oyees whose work has been covered for

Medi care purposes, and their spouses, can al so have Part
A

In rare cases, involving those who becane age 65 in 1974
or earlier, Part A nay be available if these people neet
certain United States residence and citizenship or |ega
alien requirenents.

Part Ais also available to nost individuals with
end-stage renal disease, and to those who have been
entitled to Social Security disability benefits or
Railroad Retirenent disability benefits for nmore than 24
nont hs, and to certain disabled government enpl oyees whose
wor k has been covered for Medicare purposes.

Any person who is eligible for Part Ais also eligible to
enroll in Part B. Enrollees in Part B nust pay a nonthly
prem um of $29.90 in 1991

MEDI CARE ENROLLMENT

Q How do I sign up for Medicare?

A

If you are already getting Social Security or Railroad
Retirenment benefit paynments when you turn 65, you wll
automatically get a Medicare card in the mail. The card
will usually show that you are entitled to both Part A and
Part B, and the beginning dates of your entitlenent to
each. If you do not want Part B, you can refuse it by
following the instructions that cone with the card. If you
are not receiving such paynents, you may have to apply for
Medi care coverage. Check with Social Security to see if
you are able to get Medicare under the Social Security
system or based on Medicare-covered governnent enpl oynent;
check with the Railroad Retirenent office if you are able
to get Medicare under the Railroad Retirenent system |If
you nust file an application for Medicare, you should do
so during your initial seven-nonth enrollnent period that
starts three nonths before the nonth you first neet the
requi renents for Medicare

GETTI NG MORE | NFORMATI ON

Q Wwomdo | call to get nore infornmation about Medicare?



A If you want to know how and when to sign up for Medicare,
or how to change an address or replace a | ost Medicare
card, contact any Social Security office.

ENROLLI NG LATE FOR PART B

Q Wen | enrolled in Medicare Part A | did not sign up for

Part B. |Is that coverage still available to ne on the sane
terns?
A. You may still enroll in Part B during the annual genera

enrol Il ment period fromJanuary 1 to March 31, and your
coverage will begin on July 1. However, your nonthly
prem um nmay be higher than it woul d have been had you
enrolled in Part B when you enrolled in Part A |n nost
cases, if you defer your enrollnent in Part B, you nust
pay a nmonthly prem um surcharge. The surcharge is 10
percent for each 12-nonth period in which you coul d have
been enrolled but were not.

You may not have to pay the surcharge if you are covered
by an enployer health plan. Delayed enrol |l nent w thout
penalty is generally available if you have been covered by
an enpl oyer health plan based on your or your spouse's
current enploynent since you were first able to get

Medi care. In that case, you can enroll in Part B during a
special 7-nonth enroll nent period. The period begins with
the nmonth the enpl oyer group health plan coverage ends, or
with the nonth the enploynent on which it is based ends,
whi chever is earlier. In the case of certain disability
beneficiaries, the special period begins when Medicare
repl aces the enployer group health plan as the prinmary
payer of the beneficiary's covered nedi cal services.

DO YOU HAVE BOTH PART A & B COVERAGE?

Q How do | know whether |'m covered by one or both parts of
Medi car e?

A. Your Medicare card shows the coverage you have [Hospita
I nsurance (Part A), Medical Insurance (Part B), or both]
and the date your protection started.

Q What does the letter nmean that appears after ny health
i nsurance cl ai m nunber on nmy Medicare card?

A It is a code used by Social Security to indicate the type
of benefits you are receiving. There may al so be anot her
nunmber after the letter. Your full claimnunber nust
al ways be included on all Medicare clains and
cor r espondence.



BUYI NG MEDI CARE

Q

A

If 1| amnot entitled to Medicare based on enpl oynent, can
| buy the coverage?

I ndi vi dual s age 65 or over who are United States residents
and either United States citizens, or aliens who have been
lawfully admitted for permanent residence and have resided
in the United States for at least five years at the tine
of filing, can purchase both Part A and Part B, or just
Part B. The nonthly premiuns in 1991 are $177 for Part A
and $29.90 for Part B

GETTI NG MEDI CARE- COVERED CARE

Are there different health care systens Medicare
beneficiaries can use to get their Medicare benefits?

Yes. You can receive services covered by Medicare either
through the traditional fee-for-service (pay-as-you-go)
del i very systemor through coordi nated care plans, such as
heal t h mai nt enance organi zati ons (HMOs) and conpetitive
nedi cal plans (CWPs), which have contracts with Mdicare.

Whet her you choose fee-for-service or coordi nated care,
you get all of Medicare's hospital and nedical benefits.
The care provided by both systens is conparable. The
differences in the two systens include how the benefits
are delivered, how and when paynent is made and how nuch
you mi ght have to pay out of your pocket. Mst of the
information in this booklet pertains to fee-for-service
health care. For nore information about coordinated care
pl ans, request a copy of the leaflet titled Medicare and
Coordi nated Care Plans fromany Social Security office.

FEE- FOR- SERVI CE

HVOs

How does the fee-for-service system work?

Under the fee-for-service health care systemyou have
freedom of choice. You can choose any |icensed physician
and use the services of any hospital, health care
provider, or facility approved by Medicare that agrees to
accept you as a patient. Cenerally a fee is paid each tine
a service is used. Medicare, within certain limts, pays a
| arge portion of the hospital, physician, and other health
care expenses.

AND CMVPs



Q
A

How do coordi nated care plans work?

In a coordi nated care plan (HMO or CWMP) a network of
health care providers (doctors, hospitals, skilled nursing
facilities, etc.) generally offers conprehensive

coordi nated nmedi cal services to plan nenbers on a prepaid
basis. Except in an enmergency, services usually nust be
obtai ned fromthe health care professionals and facilities
that are part of the plan. Care may be provided at a
central facility or in the private practice offices of the
doctors and other professionals affiliated with the plan

ENROLLI NG I N AN HMO

Q

A

Can | enroll in a HMO?

Yes. You may enroll in any HMO or CMP that has a contract
with Medicare. The only requirenments are that you live in
the plan's service area and be enrolled in Medicare Part

B. Medi care nakes a nonthly paynment to the plan to provide
you with Medicare-covered services. Sone plans provide
additional services, and nost charge enrollees a nmonthly
prem um and nom nal copaynents when a service i s used.
Contact plans in your area for enroll nment and coverage

i nformati on.

DI SENRCLLI NG FROM AN HMO

Q

If | enroll in a coordinated care plan, can | later return
to fee-for-service Medicare coverage?

Yes. You may disenroll froma coordinated care plan at any
time. Your coverage under fee-for-service Medicare wll
begin the first day of the follow ng nonth. You may al so
change fromone plan to another sinply by enrolling in the
second pl an.

CHARGES YQU PAY

Q Do Medicare beneficiaries have to pay any charges out of

A

their own pockets when they use covered services?

Yes. Both Part A and Part B have deducti bl e and

coi nsurance anmounts for which you are liable. You al so
nust pay all perm ssible charges in excess of Medicare's
approved anmounts for Part B services, and charges for

servi ces not covered by Medicare. These charges do not
apply to you if you are enrolled in a coordinated care

pl an. Instead, you generally mnmust pay a nonthly premumto
the plan and nom nal copaynents when a service is used.



HELP

Q

PART

PART

FOR LOW | NCOVE BENEFI Cl ARI ES

I s assistance available to help | owinconme Medicare
beneficiaries pay Medicare's prem uns, deductibles and
coi nsur ance anounts?

Yes. |If your annual incone is below the national poverty

| evel and you do not have access to nany financia
resources, you may qualify for government assistance under
the State Medicaid programin paying Medi care nonthly

prem unms and at | east sonme of the deductibles and

coi nsurance anounts. The national poverty inconme |evels
for 1991 are $6,620 for one person and $8,880 for a fanily
of two. If you think you may qualify, you should contact
your State or |ocal welfare, social service or public
heal t h agency.

B DEDUCTI BLE AND CO NSURANCE AMOUNTS

How nmuch are the Part B deducti bl e and coi nsurance
anount s?

The Medicare Part B deductible in 1991 is $100 per year
This neans that you are responsible for the first $100 of
approved expenses for physician and ot her nedi cal services
and supplies. The deductible is paid when you are first
charged for covered services. After the deductible has
been nmet, then Medicare starts paying. Medicare generally
pays 80 percent of all other approved charges for covered
services for the rest of the year. You are responsible for
the other 20 percent. If the physician or supplier does
not accept assignment of the Medicare claim (that is,
accept Medicare's approved anmpbunt as paynment in full), you
are responsible for all perm ssible charges in excess of

t he approved anount. You al so generally are liable for
charges for services not covered by Medicare. Themis no
deducti bl e or coinsurance for home health services.

A DEDUCTI BLE AND CO NSURANCE AMOUNTS

How much are the Part A deductible and coi nsurance
anount s?

The Part A deductible is $628 per benefit period in 1991
This neans that if you are adnmitted to the hospital, you
are responsible for the first $628 of Medicare-covered
expenses. After that, Medicare pays all covered expenses
for the first 60 days. For the next 30 days, Medicare pays
all covered expenses except for a coinsurance anount of
$157 per day in 1991. You are responsible for the $157 per



day. Wienever nore than 90 days of inpatient hospital care
are needed in a benefit period, you can use your lifetine
reserve days to pay for covered services. Every person
enrolled in Part A has a lifetime reserve of 60 days for

i npatient hospital care. Once used, these days are not
renewed. When a reserve day is used, Medicare pays for al
covered services except for a coi nsurance anobunt of $314 a
day in 1991. You are responsible for the $314 a day.
Because the Part A deductible applies to each benefit
period, you could have to pay nore than one deductible in
a year if you were hospitalized nore than once.

SKI LLED NURSI NG FACI LI TY CARE

Q What if | require care in a skilled nursing facility after
| eavi ng the hospital ?

A If, after being in a hospital for at |east three days, you
receive covered care in a skilled nursing facility that
has been approved to participate in the Medicare program
Part A will help cover services for up to 100 days per
benefit period. Medicare pays all covered expenses for the
first 20 days and all but $78.50 per day in 1991 for the
next 80 days. You are responsible for the $78.50 per day.

BENEFI T PERI CD

Q What is a benefit period?

A. A benefit period is a way of neasuring your use of
Medi care Part A services. A benefit period, which applies
to hospital and skilled nursing facility care, begins the
day you are hospitalized and ends after you have been out
of the hospital or skilled nursing facility for 60 days in
arow It also ends if you remain in a skilled nursing
facility but do not receive any skilled care there for 60
days in arow. Thereis no limt to the nunber of benefit
peri ods you can have.

PROCESSI NG MEDI CARE CLAI M5

Q Who processes Medicare clains and paynents?

A. Medicare clains and paynments are handl ed by insurance
organi zations under contract to the Federal governnent.
The organi zations handling clains fromhospitals, skilled
nursing facilities, honme health agencies, and hospices are
called "internmediaries." You al nbst never have to get
involved in the Part A clains process. The insurance
organi zations that handle Medicare's Part B clains are
called "carriers." The names and addresses of the carriers



and areas they serve are listed in the back of The
Medi car e Handbook, available from any Social Security
Adm ni stration office.

MEDI CARE APPROVED AMOUNT

Q

A

How does Medicare deternmine its approved amounts for
physi ci an services?

Medi care' s approved anmpbunt, which is also referred to as
t he reasonabl e or allowable charge, is determned in the
foll owi ng manner for nost Part B cl ai ns:

Wien a doctor subnits a claim the Medicare carrier
conpares the anount subnmitted with the doctor's usua
charge for the service and with the anounts ot her
physicians in the conmunity wusually charge for the sane
service. The |owest of the three becones the approved
amount. After you have net the Part B annual deductible
($100 in 1991), Medicare generally pays 80 percent of the
approved anount and you are liable for the other 20
percent. A NEW SYSTEM FOR DETERM NI NG THE AMOUNT

PHYSI CI ANS WLL BE PAID FOR PROVI DI NG SERVI CES COVERED BY
MEDI CARE W LL BE | NTRODUCED I N 1992

ACCEPTI NG MEDI CARE ASSI GNMVENT

Q

A

What does it nean when a physician accepts assignnent?

Physi ci ans and suppliers who accept assignment of Medicare
clainms agree to not charge you nore than the Medicare
approved anount for services and supplies covered by Part
B. They are paid directly by Medicare, except for the
deducti bl e and coi nsurance anounts for which you are
responsi bl e. Sone physicians and suppliers have signed
agreenments to participate in Medicare. In doing so, they
have agreed to accept assignnent of Medicare clains all of
the tinme. Qther physicians and suppliers will accept
assignnment on a case-by-case basis or not at all

PHYSI CI ANS WHO DON' T ACCEPT ASSI GNVENT

Q What if a physician does not accept assignment of a

A

Medi care cl ai n®?

Physi ci ans and suppliers who do not accept assignment of
Medi care clains nay charge nore than the Medicare approved
amount and collect full paynent directly from you.

Medi care then pays you 80 percent of the approved anmount
for the covered service, |ess any unmet portion of the
$100 Part B deductible. You are liable for all permssible



charges in excess of Medicare' s approved anount.

LI M TING A PHYSI Cl AN S CHARGES

Q Is there alimt to the anount a physician can charge a
Medi care beneficiary for a covered service?

A. Yes. Physicians who do not accept assignment of a Medicare
claimare limted as to the anmount they can charge
Medi care beneficiaries for covered services. |n 1991,
charges for visits and consultations cannot be nore than
140% of the Medicare prevailing charge for physicians who
do not participate in Medicare. For npbst other services
(surgery, for exanple) the limt is 125 percent of the
prevailing charge for nonparticipating physicians. In 1992
the limting charge for all services covered by Medicare
will be 120 percent of the fee schedul e anbunt for
nonpartici pati ng physicians and in 1993 it will be 115
percent of the fee schedul e ambunt.

FI NDI NG PARTI CI PATI NG PHYSI CI AN

Q How can | find a Medicare-participating physician or
supplier?

A. The nanes and addresses of Medicare-participating
physi cians and suppliers are |listed by geographic area in
t he Medi care-Participating Physician/Supplier Directory.
You can get the directory for your area free of charge
fromyour Medicare carrier (listed in the back of The
Medi care Handbook) or you can call your carrier and ask
for nanes of sone participating physicians and suppliers
in your area. This directory is also available for review
in Social Security offices, State and area offices of the
Adm ni stration on Aging, and in nost hospitals. Physicians
and suppliers are given the opportunity each year to sign
Medi care participation agreenents.

FILING A PART B CLAI M

Q Wen a physician provi des Medi care-covered services to a
Medi care beneficiary, does the physician or beneficiary
file the claimw th the Medicare carrier for payment?

A. For Medi care-covered services and supplies received on or
after Septenber 1, 1990, the physician or supplier is
required to subnmit the claimfor the beneficiary. For
services and supplies provided prior to that date, the
physician or supplier was not required to submt the claim
unl ess the physician or supplier participated in Medicare
or had agreed to accept assignnent of the claim



WHAT TO DO WHEN YQU HAVE A PROBLEM WTH A CLAIM

Wiomdo | call if | have a question about a Medicare claim
for a doctor's services?

Call the Medicare carrier for your area. The carrier's
name and toll-free tel ephone nunber are listed in the back
of The Medi care Handbook and appear on all Expl anation of
Medi care Benefit (EOVB) forns.

How | ong should | wait before contacting the Medicare
carrier to check on the status of a clain®

Allow 30 to 45 days for the claimto be paid. If you have
not received a check or an Expl anation of Medicare Benefit
(EOWVB) paynent statenent after 45 days, call the Medicare
carrier for your area.

APPEALI NG A CLAI M5 PAYMENT DECI SI ON

Q What recourse do | have if Medicare denies paynent for a

A

claimor pays less than | think it shoul d?

You have a fight to appeal Medicare's coverage and paynent
determ nations for both the hospital (Part A) and nedi ca
(Part B) segnents of Medicare. The appeal s processes are
expl ained in The Medi care Handbook

AMBULANCE SERVI CES

Q Does Medicare cover anbul ance services?

A

Medi care Part B can help pay for certain nmedically
necessary anbul ance services when: (1) the anbul ance,

equi prent, and personnel neet Medicare requirenents; and
(2) transportation by any other neans woul d endanger your
health. This includes transportation froma hospital to a
skilled nursing facility, or froma hospital or skilled
nursing facility to your hone. Medicare will also cover a
round trip froma hospital or a participating skilled
nursing facility to an outside supplier to obtain

nedi cal | y necessary di agnostic or therapeutic services not
avail abl e at the hospital or skilled nursing facility
where you are an inpatient.

MEDI CARE COVERAGE FOR WHEELCHAI RS, PACEMAKERS, AND ARTI FI CI AL
LI MBS



Q Does Medicare cover prostheses and nedical devices?

A. Yes. Medicare covers these itenms when provided by a
hospital, skilled nursing facility, home health agency,
hospi ce, conprehensive outpatient rehabilitation facility
(CORP), or a rural health clinic. Medicare also covers
cardi ac pacemakers, corrective | enses needed after
cataract surgery, colostomy or ileostony supplies, breast
prost heses follow ng a mastectony, and artificial |inbs
and eyes. Coverage also is provided for durable nedica
equi pment, such as wheel chairs, hospital beds, wal kers,
and ot her equi pnent prescribed by a doctor for hone use.

NURSI NG HOVE CARE

Q Does Medicare pay for long-termcare in a nursing hone?

A. No. Medicare only hel ps pay for post-hospital extended
care in a skilled nursing facility (SNF). A SNF is a
specially qualified facility with the staff and equi pnent
to provide skilled nursing care, a full range of
rehabilitation therapies, and related health services.
Medi care only pays when a skilled level of care is
required as a continuation of a hospital stay and the care
is provided in a SNF that participates in Medicare. Even
if you are in a SNF that participates in Medicare,
Medicare will not pay if the services you receive are
mai nly personal care or custodial services, such as help
in wal king, getting in and out of bed, eating, dressing,
and bathing. A SNF that participates in Medicare wll
informyou at the tinme of adm ssion about potentia
Medi care paynent and your rights to seek paynent.

CHI ROPRACTI C SERVI CES

Q WIIl Medicare pay for a chiropractor's services?

A. Medi care hel ps pay for only one kind of treatnent
furni shed by a Iicensed chiropractor: nanual manipul ation
of the spine to correct a subluxation that can be
denonstrated by X-ray.

PSYCHI ATRI C COVERAGE

Does Medicare pay for care in a psychiatric hospital ?

Yes. Medicare Part A helps pay for up to 190 days of
inpatient care in a participating psychiatric hospita
during a beneficiary's lifetinme.



CHECKI NG FOR CANCER

Q Does Medicare pay for cervical - and breast-cancer
screeni ngs?

A. Yes. Medicare Part B hel ps pay for Pap snears to screen
for the detection of cervical cancer and for X-ray
screenings for the detection of breast cancer

HOVE HEALTH CARE

Does Medi care cover hone health care?

A. Yes. If you need skilled health care in your home for the
treatnent of an illness or injury, Medicare pays for
covered hone health services furnished by a participating
horme health agency. To qualify, you nmust be honebound,
need part-tine or intermttent skilled nursing care,
physi cal therapy, or speech therapy. You al so must be
under the care of a physician who determ nes you need hone
health care and sets up a hone health care plan for you.

COVERAGE LIM TS

How | ong can hone health care |ast?

A. Hone health care can continue for as |ong as you are under
a physician's plan of care and the services you require
are the type of services Medicare covers, such as skilled
nursi ng, physical therapy, and speech therapy. Home heal th
aide services are also available if you are eligible.
Daily skilled care is available on a limted basis to
t hose beneficiaries who qualify.

WHO PAYS?

Q How nuch does Medicare pay toward the cost of home health
care?

A. Medi care pays the full approved cost of all covered hone
health visits. There is no coinsurance on home health
care. You may be charged only for any services or costs
t hat Medi care does not cover. However, if you need durable
nedi cal equi pnment, you are responsible for a 20 percent
coi nsurance paynent for the equipnent.

MEDI CARE AND HCSPI CE CARE



PRGCs

VWat is hospice care?

Hospice is a special way of caring for a patient whose

di sease cannot be cured and whose nedical |ife expectancy
is six nonths or less. Patients receive a full scope of
pal l i ative nedi cal and support services for their term na
illnesses.

I's hospice care available to Medicare beneficiaries?

Yes. Medicare beneficiaries certified by a physician to be
termnally ill may elect to receive hospice care froma
Medi car e- approved hospi ce program Under Medicare, hospice
is primarily a conprehensive hone care program that

provi des nmedical and support services for the managenent
of a termnal illness. Beneficiaries who el ect hospice
care are not permtted to use standard Medicare to cover
services for the treatnment of conditions related to the

termnal illness. Standard Medicare benefits are provided,
however, for the treatment of conditions unrelated to the
term nal illness. Medicare has special benefit periods for
beneficiaries who enroll in a hospice program

What are PRGs?

Utilization and Quality Control Peer Review O ganizations
(PRGs) are physician-sponsored organi zations in each State
that the Health Care Financing Adm nistration (HCFA)
contracts with to ensure that Medicare beneficiaries
receive care which is nmedically necessary, reasonabl e,
provided in the appropriate setting, and which neets

prof essional |y accepted standards of quality. Anobng other
things, PRCs are responsible for intervening when quality
problens are identified and for naking every attenpt to
resolve them They ensure that beneficiaries are advised
of their appeal rights and review all witten conplaints
frombeneficiaries or their representatives concerning the
quality of care rendered. If you are admtted to a
hospital, you will receive a notice explaining your rights
under Medicare and how to contact the PROif the need
arises.

MEDI CARE AND FOREI GN TRAVEL

Q

A

(1)

If | require nedical services outside the United States
and its territories, will Medicare pay the bills?

No. But there are three exceptions. Medicare will help pay
for care in qualified Canadi an or Mexican hospitals if:

You are in the United States when an energency occurs, and



(2)

(3)

a Canadi an or Mexican hospital is closer to, or
substantially nore accessible from the site of the
energency than the nearest U. S. hospital that can provide
t he emergency services you need.

You live in the United States and a Canadi an or Mexican
hospital is closer to, or substantially nore accessible
from your hone than the nearest U S. hospital that can
provide the care you need, regardl ess of whether an
emergency exists, and without regard to where the illness
or injury occurs.

You are in Canada travelling by the nost direct route

bet ween Al aska and anot her State when an emergency occurs,
and a Canadi an hospital is closer to, or substantially
nore accessible from the site of the energency than the
nearest U.S. hospital that can provide the energency

servi ces you need.

VWHO PAYS FI RST?

Q

I's Medicare always the prinmary payer of a beneficiary's
nedical bills or are there situations when another insurer
nmust pay first?

There are a nunber of situations in which another insurer
is the primary payer of your health care costs and

Medi care is the secondary payer. For exanple, Medicare may
be the secondary payer if you are covered by an enpl oyer
group health insurance plan, are entitled to veterans
benefits, workers' conpensation, or black lung benefits.
Medi care al so can be the secondary payer if no-fault
insurance or liability insurance (such as autonobile

i nsurance) is available as the primary payer. In cases
where Medicare is the secondary payer, Medicare may pay
sone or all of the charges not paid by the prinmary payer
for services and supplies covered by Medicare. This issue
is discussed in nore detail in the publication titled
Medi care Secondary Payer, available from any Soci al
Security office.

MEDI GAP | NSURANCE

Q

A

What is "Medigap" insurance?

Medi gap insurance is private health insurance designed
specifically to suppl enent Medicare's benefits by filling
in some of Medicare's coverage. A Medigap policy generally
pays for Medicare approved charges not paid by Medicare
because of deductibles or coinsurance amounts that you are
liable for. There are Federal m ni mum standards for such
policies which nost States include as pan of their
prograns to regul ate Medigap policies. Because Medi gap



policies can have different conbinations of benefits and
the policies may vary from one insurance conpany to

anot her, you shoul d conpare policies before buying.
Conmpare the benefits and the prem uns. Sone policies my
of fer better benefits than others at a | ower prem um

MEDI GAP TO BE STANDARDI ZED | N 1992

Q
A

GAPS

Is it true that Medigap policies are to be standardi zed?

Yes. During 1992 nost States are expected to adopt
regulations Iimting the Medigap i nsurance market to no
nore than 10 standard policies. One of the 10 will be a
basic policy offering a "core package" of benefits. The
other nine will each have a different conbination of
benefits, but they all nust include the core package.
Insurers will not be permitted to change the conbination
of benefits in any of the 10 standard policies. |ndividua
States will be allowed to linmt the nunber of the
different standard policies sold in the State to fewer
than 10 if they wish to do so, but nmust ensure that
insurers offer the basic policy. For nore information on
this subject, contact your State insurance departnent.

IN YOUR MEDI CARE COVERAGE

What are the "gaps" in Medicare coverage?

In general, they are charges for which you are
responsi bl e. They include Medicare's deducti bl es and

coi nsurance anmounts, perm ssible charges in excess of

Medi care' s approved anounts, additional days of care in a
hospital or skilled nursing facility, and the charges for
the various health care services and supplies that

Medi care does not cover. Medigap i nsurance can cover sone
or all of these charges, depending on the policy.

ONE MEDI GAP PCOLI CY |'S ENOUGH

Do | need nore than one Medigap policy?

No. One good policy tailored to your needs at a price you
can afford is sufficient. Beginning in 1992 npost States
are expected to make it unlawful for an insurance conpany
or agent to sell a second or replacenent Medigap policy to
an individual unless the purchaser states in witing that
the first policy is to be cancelled. Mdicare
beneficiaries enrolled in coordinated care plans (HVMOs and
CWPs) or who are eligible for Medicaid usually do not need
Medi gap i nsurance. |If you have insurance from an enpl oyer
or | abor association, you may al so not need Medi gap



i nsur ance.

MEDI CARE SELECT

Q What is Medicare SELECT insurance?

A

Medi care SELECT is the nanme for a new Medi gap health

i nsurance product that is expected to be introduced in
1992 in 15 States to be designated in 1991 by the
Secretary of the U S. Departnment of Health and Human
Services. During the three-year period currently

aut hori zed under Federal |aw, Medicare SELECT will be
evaluated to deternmine how it should eventually be nade
avai | abl e t hroughout the Nation. Medicare SELECT is
private insurance, it is not issued by the governnment and
it is not part of Medicare. It is designed to suppl enent
Medi care cover age.

Wiat is the difference between Medi care SELECT and ot her
Medi gap i nsurance?

The principal difference is that Medicare beneficiaries
who buy a Medicare SELECT policy are expected to be
charged a |lower premiumfor that policy in return for
agreeing to use the services of a network of designated
physi ci ans and ot her health care professionals. These
health care professionals, called "preferred providers,"
will be selected by the insurers. Each insurance conpany
that offers a Medicare SELECT policy will have its own
network of preferred providers. Policyholders usually wll
be required to use a preferred provider if the insurance
conpany is to pay full benefits. Medicare will continue to
pay its portion of covered benefits regardl ess of whether
a preferred provider was used or not. Beneficiaries who
buy other Medigap insurance policies are not required to
use doctors and other providers designated by the

i nsurance conpany.

GETTI NG MORE | NFORVATI ON ABOUT SUPPLEMENTAL | NSURANCE

Q Were can | get information about insurance to suppl ement

A

ny Medi care benefits?

Contact your |ocal Social Security office, State office on
aging, or your State insurance departnment and ask for a
copy of the Guide to Health Insurance for People with

Medi care. It describes Medicare's benefits and the types
of private insurance avail able to supplenment Medicare. If
you need help in selecting supplenental insurance, check
with your State insurance departnent. Sone departnents

of fer counselling services.



MEDI GAP COVPLAI NTS

Q Wiom should I contact if | have a conpl aint about the
agent who sold nme a Medi gap policy?

A. Suspected violations of the | aws governing the sales and
mar keting of Medigap policies should be reported to your
State insurance departnent or Federal authorities. The
Federal toll-free tel ephone nunber for registering such
conplaints is 1-800-638-6833.

SECOND SURG CAL OPI NI ONS

Q Wwomdo | call if | want a second surgical opinion?

A. |f your physician has reconmended surgery for a
non- emer gency condition covered by Medi care and you want
t he nanes of doctors in your area who provide second
opi nions for elective surgery, call your Medicare carrier
Many conditions that do not require inmedi ate attention
can be treated equally well w thout surgery.

REPORTI NG FRAUD

Q Were do | report suspected cases of Medicare fraud?

A. |If you have evidence of or suspect fraud or abuse of the
Medi care or Medicaid prograns, call your Medicare carrier.

CHANG NG YOUR ADDRESS

Q | noved. How do | get ny address changed?

A. You should call your local Social Security office and ask
that your Medicare file be changed to reflect your new
addr ess.

FREE PUBLI CATI ONS

Q What free publications are available that explain
Medi car e?

A. The foll owi ng publications may be obtained fromany Socia
Security office or by witing to: Mdicare Publications,
Heal th Care Financing Adm nistration, 6325 Security
Boul evard, Baltinore, M. 21207, or Consuner |nfornmation
Center, Departnent 59, Pueblo, CO 81009.



* The Medi care Handbook
Quide to Health I nsurance for People with Medicare (507-X)
Medi care and Coordi nated Care Plans (509-X) Medicare
Hospi ce Benefits (508-X)
Medi care and Enpl oyer Health Plans (586-X) CGetting A
Second Opi ni on (536-X)
Medi care Coverage of Kidney Dialysis and Ki dney
Transpl ant Servi ces (587-X)
* Medi care Secondary Payer

* Not avail able from Consuner |nformation Center.



