
Can I Make 
Money Selling 
Medicare? 
David	Hobbs,	Regional	Sales	Director	

Clear	Spring	Health	



YES!!! 



Why am I so 
confident in 
the answer?

  

The	graying	of	America	and	the	Old	
Dominion.	

The	Federal	government’s	desperate	
need	to	preserve	Medicare.	

The	insurance	industry’s	expansion	
of	senior	products.	

The	compensaDon	structure	of	
senior	products.	



The Graying of 
America 
•  Baby	Boom	GeneraDon	

•  1946	–	1964	
•  76	million	Americans	born.	
•  January	1,	2011	was	the	beginning	

date	of	the	Baby	Boomers’	Medicare	
eligibility.	

•  Since	1/1/11,	10,000	people	turned	65	
everyday	and	that	will	occur	each	day	
unDl	the	year	2030.	

•  This	has	a	profound	impact	on	all	
aspects	of	American	life,	from	culture,	
medical	services,	business	and	
government	planning	and		

INSURANCE	



Demographic 
Shift 
•  19	million	people	were	eligible	
for	Medicare	in	1965.	

•  60	million	people	as	of	2018.	
•  51	million	are	65	and	
older.	

•  9	million	due	to	disability.	

•  80	million	by	2030	at	the	end	
of	the	Baby	Boomers’	
transiDon.	

•  Impact	of	this	trend	is	the	
increased	cost	to	Social	
Security,	Medicare	and	
Medicaid.	

•  8.4%	of	GDP	in	2019	
•  18.6%	of	GDP	by	2050	

	

	



Aging in the Old 
Dominion 
•  Census	projecDons	esDmate	Virginia’s	total	
populaDon	will	increase	to	8.75	million	in	2020.			

•  By	2040,	total		Virginia	populaDon	will	reach	10	
million.	

•  By	2030,	1	in	5	Virginians	will	be	65	years	or	
older.	

•  CounDes	with	oldest	populaDon	will	be	largely	
rural.			



Aging in Virginia 



Medicare 
Milestones 

•  The ’60s 

•  On July 30, 1965 President Lyndon B. Johnson made Medicare law by signing H.R. 6675 in Independence, 
Missouri. Former President Truman was issued the very first Medicare card during the ceremony. 

•  The ’70s 

•  In 1972, President Richard M. Nixon signed into the law the first major change to Medicare. The legislation 
expanded coverage to include individuals under the age of 65 with long-term disabilities and individuals with end-
stage renal disease (ERSD). 

•  The ’80s 

•  When Congress passed the Omnibus Reconciliation Act of 1980, it expanded home health services. The bill also 
brought Medigap  – or Medicare supplement insurance – under federal oversight.  It created uniformity in the 
Medicare Supplement industry. 

•  In 1982, hospice benefits for the terminally ill were added to a growing list of Medicare benefits. 

•  The ’90s 

•  Legislation created the Specified Low-Income Medicare Beneficiary (SLMB) and Qualified Individual eligibility 
groups under Medicaid. 

•  Legislation gave those eligible for Medicare coverage more options on the private market through Medicare Part C 
–  Originally known as Medicare HMOs or “Medicare+Choice”, the new private options ultimately offered add-on 
benefits such as prescription drugs for new enrollees.  

•  The ’00s 

•  Americans younger than age 65 with amyotrophic lateral sclerosis (ALS) are allowed to enroll in Medicare without a 
waiting period if approved for Social Security Disability Insurance (SSDI) income.  

•  President George W. Bush signed into law the Medicare Prescription Drug Improvement and Modernization Act of 
2003, adding Part D benefit to Medicare, either as a stand alone program or integrated within Medicare Part C. 

•  2010 

•  The Patient Protection and Affordable Care Act of 2010 includes a long list of reform provisions to contain Medicare 
costs, including the encouragement of state adopting coordinated Medicare, Medicaid programs. 

•  2015   

•  Medicare and CHIP Reauthorization Act (MACRA) provided more reforms, including moving to paying for more 
value and quality over just how many services doctors provide Medicare beneficiaries. 



Portfolio of Senior Products 

Medicare	Supplements	

PrescripDon	Drug	Plans	(PDP)	

Medicare	Advantage	

Indemnity	and	Specific	Disease	Plans	



Medicare Supplements 
•  State	regulated	products	requiring	only	state	license	and	carrier	appointment	to	sell.	

•  Benefits	vary	only	by	plan,	not	by	carrier.	

•  39	carriers	offering	plans	in	Virginia	according	to	the	2019	SCC	Medigap	Comparison	
Guide.	

•  Eligibility	rules	and	premium	guidelines	vary	by	state.	

•  Between	2007	and	2010,	naDonal	average	Medigap	premiums	increased	from	$162	
per	month	to	$183	per	month,	with	some	variaDons	by	state.	Average	annual	growth	
rate	of	4.1	percent.	

•  A	provision	in	the	Medicare	Access	and	CHIP	Reauthoriza6on	Act	of	2016	(MACRA),	
beginning	January	1,	2020,		Plan	F	will	no	longer	be	an	opDon	for	newly	eligible	
Medicare	enrollees,	whereby	supplemental	plans	covering	the	Part	B	deducDble	can	
no	longer	be	purchased.		

•  Movement	away	from	Plan	F	to	the	Plan	G	Medigap	plan	is	occurring.	

•  Confusion	around	legislaDve	changes	creaDng	significant	selling	opportuniDes.	

•  What	do	you	think	the	impact	will	be	of	the	closure	of	Plan	F?	

•  How	do	agents	sell	Medicare	Supplements?		Do	they	use	the	Cadillac	analogy?	



Prescription Drug 
Plans 
•  	In	2018,	43	million	of	the	60	million	people	with	Medicare	are	
enrolled	in	a	Medicare	Part	D	plan.	

•  58%	are	covered	under	a	stand-alone	prescripDon	drug	plan	(PDP).	

•  12	million	Part	D	enrollees	receive	premium	and	cost-sharing	
assistance	through	the	Part	D	Low-Income	Subsidy	(LIS)	program.	

•  NaDonwide	in	2019,	there	are	901	PDPs,	an	increase	of	15%	from	
2018.		Average	premium	is	$41.21.	

•  In	Virginia,	there	are	27	stand-alone	PDPs	from	11	different	
carriers.		Lowest	premium	is	$14.50.		Highest	is	$93.30.	

•  PDP	compensaDon	
•  $74	iniDal	year	
•  $37	renewal	year	

•  Discuss:		With	the	relaDvely	low	commission,	is	it	worth	
selling	PDPs?	

•  Gateway	Product	



Medicare Advantage (Part C) 

•  In	2018,	20.4	million	enrollees	(34%	of	all	beneficiaries)	in	
MAPD	plans.	

•  1.5	million	new	enrollees	added	from	2017	to	2018.			

•  Enrollment	in	MAPD	has	nearly	doubled	during	the	last	
decade.	

•  The	Congressional	Budget	Office	(CBO)	projects	that	
Medicare	Advantage	enrollment	will	grow	to	about	42	
percent	of	beneficiaries	by	2028.	

•  4.1	million	MAPD	enrollees	are	in	group	plans	offered	by	
employers	and	unions	for	their	reDrees	in	2018.		

•  The	growth	in	enrollment	in	Medicare	Advantage	group	
plans	reflects	a	larger	trend	by	large	employers	(including	
state	governments)	and	unions	to	adopt	strategies	to	
limit	their	liability	for	reDrees’	health	costs.	

•  What	is	behind	the	significant	growth	in	MAPD?	



Differences in MAPD Nationwide 
•  CMS	tracks	the	prevalence	of	MA	parDcipaDon	by	
state,	county	and	plan.		That	informaDon	is	
available	for	public	review.	

•  There	are	wide	differences	in	MA	penetraDon	by	
state,	as	you	can	see	with	the	graphic.	

•  Highest	parDcipaDon	is	in	western	states.	
•  4	states	are	above	40%.		Why	these	states?	
•  Virginia	is	the	lowest	parDcipaDon	among	the	states	of	the	

southeast.		Why?	

•  Virginia	remains	low	in	comparison	to	other	states,	
but	look	at	the	growth	in	10	years.	

Locality 	1/2009 	1/2019 	Growth	%	
Frederick 	8.69 	13.36 	65%	

Henrico 	13.17 	26.03 	50%	

Manassas 	9.31 	17.00 	54%	

Montgomery 	10.00 	18.33 	54%	

VA	Beach 	9.54 	18.09 	52%	



Changing Landscape of 
MAPD 

•  More	MA	plans	available	in	2019	than	anyDme	over	the	past	
decade.	

•  PFFS	plans	conDnue	to	decrease.	
•  HMO	plans	conDnue	to	rise.	

•  NaDonwide,	a	number	of	MA	plans	have	started	up	in	2018	&	
2019.	

•  Bright	Health	
•  Devoted	
•  Clover	
•  Clear	Spring	Health		

•  Started	in	2006	mostly	as	Private	Fee	for	Service	(PFFS),	legislaDon	
and	market	forces	have	pushed	MAPD	towards	more	highly	
managed	plans	(PPO,	HMO).	

•  TradiDonal	MA	Plans	

•  Special	Needs	Plans	
•  Dual	SNP	–	215,000	Virginians	qualify	
•  Chronic	SNP	–	Cardiac,	Diabetes,	ESRD	
•  InsDtuDonal	SNP	



Dual Eligible Plans in Virginia 
•  Since	2011,	the	federal	Centers	for	Medicare	and	Medicaid	

Services	(CMS)	has	collaborated	with	13	states	to	integrate	
benefits	for	this	low-income	populaDon	through	a	
demonstraDon	called	the	Financial	Alignment	IniDaDve.	

•  A	federal–state	contract	holds	each	parDcipaDng	plan	
accountable	for	coordinaDng	care,	improving	quality,	and	
curbing	spending	growth	by	linking	plan	reimbursement	to	
measures.	

•  CCC	Plus	is	managed	care,	which	means	that	instead	of	
medical	and	other	service	providers	contracDng	with	
Medicaid	directly	and	billing	Medicaid	directly,	each	provider	
will	have	to	go	through	one	of	six	managed	care	organizaDons	
(MCOs)	to	enroll,	get	service	authorizaDon,	and	bill	for	
services.	

•  In	Virginia,	215,000	prospects	have	access	to	Dual	Special	
Needs	Plans	from	5	different	carriers	offering	medical	and	
LTSS	services,	including	care	coordinaDon	and	products	and	
services	to	provide	for	health	and	aging	in	place.	

•  Are	you	involved	in	the	D-SNP	market	and	would	you	suggest	that		
other	agents	enter	that	segment	of	the	market?	

0.1% 
average annual 
spending growth from 
2007 to 2015 for dual-
eligible beneficiaries, 
versus 0.2% for 
Medicare-only 
beneficiaries 



Indemnity 
Plans and 
Specified 

Disease Plans 

•  The	rise	in	medical	costs	and	conDnued	risk	of	chronic	disease	brought	forth	the	
advent	of	criDcal	illness	and	specified	disease	policies.	

•  At	first	these	policies	were	offered	predominately	as	workplace	benefits.	The	
aging	populaDon	is	creaDng	a	market	for	these	products	among	Medicare	
recipients	as	well.		The	insurance	industry	is	responding	with	creaDon	of	plans	
meant	for	the	senior	market.	

•  Disease	Specific	Plans	(some	policies	have	age	limits)	
•  Cancer	
•  Heart	Amack	and	Stroke	
•  Accident	

•  With	the	advent	of	Medicare	Advantage,	several	carriers	have	introduced	GAP	
(Indemnity)	plans	specifically	to	offset	the	risk	of	“copay	creep”	and	the	expense	
of	hospital,	SNF,	and	other	higher	copays	associated	with	MAPD.	

•  Like	in	the	employer	market	with	the	use	of	higher	deducDble	major	medical	and	
separate	GAP	plans,	agents	are	presenDng	to	seniors	the	idea	of	using	two	
coverages	(MAPD	and	GAP)	as	their	insurance.	

•  Takes	advantage	of	the	low	or	$0	MA	plan	premium	and	re-insures	the	copays	built	into	
MA	plans.		Can	be	a	strategy	to	provide	low	cost	and	more	complete	cost	protecDons.	

•  Is	anyone	using	this	strategy	in	their	selling	efforts?		What	has	been	the	
response?		



What is required to sell senior 
products? 

•  Medicare	Supplements	and	Indemnity	products	require	state	license	and	carrier	
appointment.	

•  MAPD	and	PDP	require	yearly	passage	of	AHIP.	
•  Industry	informaDon	modules	and	50	quesDon	test		
•  Two	parts:	Medicare	sales	and	markeDng	and	Fraud,	Waste,	Abuse.	
•  $175	fee	for	AHIP	access	although	discounts	exist	from	many	carriers.	
•  Two	hour	Dme	limit	to	receive	a	90%	pass	rate	(85%	in	2020)	on	50	quesDon	

test		(3	amempts).	

•  Adherence	to	MarkeDng	Guidelines	

•  In	the	beginning,	markeDng	guidelines	were	very	restricDve	(48	hour	rule	on	
SOA)	etc.		Agents	feared	violaDon	of	the	numerous	complicated	rules.	

•  Over	the	last	couple	of	years	some	relaxaDon	of	the	markeDng	guidelines	
have	occurred	to	simplify	the	process	of	plan	promoDon.	

•  CMS	now	allows	agents	to	set	up	future	markeDng	appointments	and	
distribute	business	cards	at	educaDonal	events.	

•  RestoraDon	of	the	OEP	January	1	–	March	31.	
•  What	other	rule	relaxaDons	have	occurred?	



What am I 
going to 
get paid? 

•  Medicare Supplements 
•  Individual carriers set commission schedule for their products. State regulations also have impact in some 

cases as well. 
•  Competition pressure has moved most to around 20% initial commission.  It can vary from 

12%-26%.  Many have also moved from a fixed year commission to a lifetime structure.  Usually, 
commissions are on a tiered approach dropping from initial level to a lower level after a certain 
number of years. 

•  Medicare Advantage and PDP 
•  Commissions regulated by CMS with differences based on state. 
•  Many MA carriers are lifetime renewals. 

•  Is there a point where a MA contract is more lucrative than a Medicare Supplement plan? 



Future 
Trends and 
Opportunitie

s 

•  With	the	BiparDsan	Budget	Act	of	2018,	CMS	expanded	tele-health	services.	

•  CMS	also	redefined	the		”primarily	health-related”	benefits	that	insurers	can	
include	in	their	Medicare	Advantage	policies.		

•  This	change	allows	MA	plans	to	add	many	non-medical	benefits	intending	to	affect	
“social	determinants	of	health.”	

•  Air	condiDoners	for	people	with	asthma		
•  Home-delivered	meals	
•  TransportaDon	to	medical	appointments	
•  Medical	safety	intervenDons	through	home	repair	
•  Care	coordinaDon	and	support	

•  Currently	many	of	these	benefits	are	being	added	to	Dual	plans	due	to	the	higher	
vulnerable	populaDon.	

•  Future	compeDDon	among	carriers	may	result	in	expansion	of	supplemental	
benefits	into	more	MA	plans.	

•  IntenDon	is	to	improve	health	outcomes,	reduce	ER	and	hospital	visits,	and	lower	
overall	healthcare	costs.	

•  These	and	other	changes	create	greater	opportuniDes	for	agents	who	are	needed	
for	consultaDon.		These	changes	also	increase	the	amracDveness	of	these	plans	to	
the	Medicare	public,	which	broadens	sales	opportuniDes	for	agents.	

•  Do	you	agree?	



Conclusion and Recommendations 
•  The	need	to	address	the	AGE	WAVE	means	a	conDnued	emphasis	on	Medicare	and	Medicare	coverages.	

•  With	10,000	people	turning	65	today	and	everyday,	even	marginally	talented	agents	should	be	successful.	
•  There	are	no	marginal	agents	in	this	room.		Only	excepDonal	agents	are	in	here	today.	

The	best	agents	are	not	only	explaining	Medicare	as	a	financial	transacDon,	but	also	explaining	the	opDons	more	as	a	
healthcare	lifestyle	choice.		Agents	who	can	speak	about	Medicare	within	a	healthcare	framework	will	excel.	

Expose	yourself	to	medical	terminology	and	learn	some	basics	around	chronic	diseases	like	diabetes,	heart	disease,	and	
respiratory	disorders.			We	become	more	credible	and	important	to	our	clients	when	we	have	a	basic	level	of	medical	
knowledge	about	their	condiDons.		We	need	to	see	ourselves	as	an	part	of	the	healthcare	discussion,	not	just	insurance	sales.	

If	you	are	involved	in	NAHU	and	VAHU,	you	are	already	ahead	of	many	agents	in	terms	of	learning.		I	suggest	to	follow	certain	
sites	on	social	media	and	read	as	much	about	our	industry	as	possible.		Below	are	several	very	informaDve	resources.	

Our	clients	are	not	saDsfied	with	only	knowing	they	are	financially	protected	when	they	get	sick	or	injured.			

People	today	are	seeking	to	stay	well,	spend	7me	with	family,		and	live	a	fulfilling	life	as	long	as	possible.			

Our	job	is	to	help	them	reach	those	goals.	



Questions 
 
David Hobbs 
Clear Spring Health 
804-625-1240 


