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This is a summary of drug and health services covered by Medica Advantage Value (PPO w/Rx), Select
(PPO w/Rx), Preferred (PPO w/Rx), and Medica Advantage Solution H8889-009 (PPO medical only).

This booklet gives you a summary of what we cover and what you pay. It doesn’t list every service that we
cover or list every limitation or exclusion. To get a complete list of services we cover, call us and ask for the
Evidence of Coverage.

You have choices about how to get your Medicare benefits

One choice is to get your Medicare benefits through Original Medicare (fee-for-service Medicare). Original
Medicare is run directly by the Federal government.

Another choice is to get your Medicare benefits by joining a Medicare Advantage plan (such as Medica
Advantage Value (PPO w/Rx), Select (PPO w/Rx), Preferred (PPO w/Rx), and Medica Advantage
Solution H8889-009 (PPO medical only)).

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Medica Advantage and Medica
Advantage Solution plans cover and what you pay. If you want to compare our plan with other Medicare
health plans, ask the other plans for their Summary of Benefits booklets. Or, use the Medicare Plan Finder
on www.medicare.gov.

If you want to know more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook. View it online at www.medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.

Sections in this booklet

¢ Things to Know About Medica Advantage and Medica Advantage Solution Plans

¢ Monthly Premium, Deductible, and Maximums on How Much You Pay for Covered Services
e (Covered Medical and Hospital Benefits

e Part D Prescription Drug Benefits

® Additional Benefits and Services

This document is available in other formats such as braille and large print. This document may be available
in a non-English language. For additional information, call us toll-free at 1 (800) 918-2416 (TTY: 711).
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Things to Know About Medica Advantage and Medica Advantage Solution Plans

Hours of Operation
e From Oct. 1 — March 31, you can call us from 8 a.m. — 8 p.m. CT, 7 days a week.
* From April 1 — Sept. 30, you can call us from 8 a.m. — 8 p.m. CT, Monday — Friday.

Medica Advantage and Medica Advantage Solution Phone Numbers and Website
e [fyou are a member of this plan, call toll-free 1 (877) 407-8494 (TTY: 711).

¢ [fyou are not a member of this plan, call toll-free 1 (800) 918-2416 (TTY: 711).

® Our website: Medica.com/Medicare

Who Can Join?

To join Medica Advantage and Medica Advantage Solution plans you must be entitled to Medicare
Part A, be enrolled in Medicare Part B, and live in our service area.

Our service area includes the following counties in North Dakota: Burleigh, Grand Forks, Morton, and
Stutsman.

Our service area includes the following counties in South Dakota: Brookings, Deuel, and Hamlin.

Which doctors, hospitals, and pharmacies can I use?

Medica Advantage and Medica Advantage Solution plans have a network of doctors, hospitals,
pharmacies, and other providers. You pay your lowest cost sharing when you visit an in-network provider.
You have coverage for services at out-of-network providers, but you may pay more. Coverage for
emergency care is the same in network as it is out of network (within the U.S. and its territories) plus you
have coverage worldwide. Covered services that need approval in advance to be covered as in-network
services are marked by an asterisk (*).

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs. Our network
includes pharmacies with preferred cost sharing, which may offer you lower cost sharing than the standard
cost sharing offered by other network pharmacies for some drugs. You may search for network providers
and pharmacies on our website at Medica.com/MyPlanDocs. Or, call us and we will send you a copy of the
provider and pharmacy directories.

What do we cover?

Medica Advantage Value (PPO w/Rx), Select (PPO w/Rx), and Preferred (PPO w/Rx) cover everything
that Original Medicare covers — plus more. Our plans cover medical and hospital services, Part D outpatient
prescription drugs, and protects you from unlimited out-of-pocket costs.

We cover Part D drugs. In addition, we cover Part B drugs such as chemotherapy and some drugs
administered by your provider. You can see the complete plan formulary (list of Part D prescription drugs)
and any restrictions on our website, Medica.com/MyPlanDocs. Or, call us and we will send you a copy of
the formulary.

Medica Advantage Solution H8889-009 (PPO medical only) covers everything that Original Medicare
covers — plus more. Our plan covers medical and hospital services and protects you from unlimited out-of-
pocket costs.

We cover Part B drugs such as chemotherapy and some drugs administered by your provider. You can see
the complete plan formulary and any restrictions on our website, Medica.com/MyPlanDocs. Or, call us and
we will send you a copy of the formulary.
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SUMMARY OF BENEFITS

January 1, 2024 — December 31, 2024
Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
($0) ($66) ($192) ($0)

MONTHLY PREMIUM, DEDUCTIBLE, AND MAXIMUMS ON HOW MUCH YOU PAY FOR COVERED SERVICES

Monthly Plan Premium $0 $66 $192 $0

Part B Premium Buy- Not Applicable Not Applicable Not Applicable $60 per month
Down

Medical Deductible No deductible

Maximum In-Network: $3,900 In-Network: $3,700 In-Network: $3,000 In-Network: $4,900

Out-Of-Pocket
Responsibility (does not

In-Network and
Out-of-Network

In-Network and
Out-of-Network

In-Network and
Out-of-Network

In-Network and
Out-of-Network

chz”‘iep” escription combined: $3,900 combined: $3,700 combined: $3,000 combined: $4,900
rugs
Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) ($66) (5192) (50)
COVERED MEDICAL AND HOSPITAL BENEFITS
Inpatient Hospital
Coverage
In-Network | $350 copay each day for | $350 copay for each $0 copay for each $245 copay each day for
days 1 through 5 and Medicare-covered Medicare-covered days 1 through 6 and
$0 copay for days 6 hospital stay. hospital stay. $0 copay for days 7
through 90 through 90
$0 copay for additional $0 copay for additional $0 copay for additional $0 copay for additional

Medicare-covered days.
3k

Medicare-covered days.

%

Medicare-covered days.

%

Medicare-covered days.
3k




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) (566) ($192) (50)
COVERED MEDICAL AND HOSPITAL BENEFITS
Out-of-Network | $370 copay each day for | $400 copay for each $50 copay for each $295 copay each day for

days 1 through 5 and $0
copay for days 6 through
90

$0 copay for additional
Medicare-covered days.

Medicare-covered
hospital stay.

$0 copay for additional
Medicare-covered days.

Medicare-covered
hospital stay.

$0 copay for additional
Medicare-covered days.

days 1 through 6 and $0
copay for days 7 through
90

$0 copay for additional
Medicare-covered days.

Outpatient Hospital
Coverage

In-Network

Out-of-Network

Outpatient Hospital
Services:

$0 - $375 copay
3k

$0 - $425 copay

Outpatient Hospital
Services:

$0 - $200 copay
3k

$0 - $250 copay

Outpatient Hospital
Services:

$0 - $50 copay
3k

$0 - $100 copay

Outpatient Hospital
Services:

$0 - $250 copay
3k

$0 - $300 copay

Outpatient Hospital Outpatient Hospital Outpatient Hospital Outpatient Hospital
Observation Services: Observation Services: Observation Services: Observation Services:
In-Network | $375 copay each day $350 copay per stay $0 copay per stay $245 copay each day
Out-of-Network | $425 copay each day $400 copay per stay $50 copay per stay $295 copay each day
Ambulatory Surgery
Center
In-Network | $0 - $300 copay $0 - $150 copay $0 copay $0 - $175 copay
* * * *

Out-of-Network

$0 - $350 copay

$0 - $200 copay

$0 - $50 copay

$0 - $225 copay

Doctor Visits
In-Network
Out-of-Network

In-Network
Out-of-Network

$0 copay

$25 copay
Specialist:
$40 copay
$50 copay

Primary Care Provider:

Primary Care Provider:
$0 copay

$20 copay

Specialist:

$25 copay

$35 copay

Primary Care Provider:
$0 copay

$10 copay

Specialist:

$0 copay

$20 copay

Primary Care Provider:
$0 copay

$30 copay

Specialist:

$30 copay

$50 copay




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) ($66) ($192) (50)
COVERED MEDICAL AND HOSPITAL BENEFITS
Preventive Care (e.g., Flu
Vaccine, Diabetic
Screenings)
In-Network $0 copay
Out-of-Network $0 copay
Emergency Care $120 copay $120 copay $0 copay $120 copay
Copay is waived if you Copay is waived if you Copay is waived if you
are admitted to a hospital | are admitted to a hospital are admitted to a hospital
within 1 day within the within 1 day within the within 1 day within the
U.S. and its territories. U.S. and its territories. U.S. and its territories.
Urgently Needed Services | $0 - $50 copay $0 - $35 copay $0 copay $0 - $45 copay

Diagnostic and
Therapeutic Services/
Labs/Imaging

In-Network

Out-of-Network

In-Network

Diagnostic Tests and
Procedures:

$30 copay for tests other
than diagnostic
colonoscopies, home-
based sleep studies, and
facility-based sleep
studies.

k

$30 copay

$0 copay for home-based
sleep studies.

Diagnostic Tests and
Procedures:

$25 copay for tests other
than diagnostic
colonoscopies, home-
based sleep studies, and
facility-based sleep
studies.

k

$25 copay

$0 copay for home-based
sleep studies.

Diagnostic Tests and
Procedures:

$0 copay for tests other
than diagnostic
colonoscopies, home-
based sleep studies, and
facility-based sleep
studies.

k

$0 copay

$0 copay for home-based
sleep studies.

Diagnostic Tests and
Procedures:

$20 copay for tests other
than diagnostic
colonoscopies, home-
based sleep studies, and
facility-based sleep
studies.

k

$20 copay

$0 copay for home-based
sleep studies.




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) ($66) ($192) (50)
COVERED MEDICAL AND HOSPITAL BENEFIT
$0 copay for diagnostic $0 copay for diagnostic $0 copay for diagnostic $0 copay for diagnostic
colonoscopies. colonoscopies. colonoscopies. colonoscopies.
Out-of-Network | $0 copay $0 copay $0 copay $0 copay
In-Network | $100 copay for facility- $75 copay for facility- $50 copay for facility- $70 copay for facility-
based sleep studies. based sleep studies. based sleep studies. based sleep studies.
* * * *
Out-of-Network | $100 copay $75 copay $50 copay $70 copay
Lab Services: Lab Services: Lab Services: Lab Services:
In-Network | $0 copay $0 copay $0 copay $0 copay
* * * *
Out-of-Network | $0 copay $0 copay $0 copay $0 copay
Diagnostic Radiology Diagnostic Radiology Diagnostic Radiology Diagnostic Radiology
Services (e.g., MRI, Services (e.g., MRI, Services (e.g., MRI, Services (e.g., MRI,
CAT Scan): CAT Scan): CAT Scan): CAT Scan):
In-Network | $30 copay for basic $25 copay for basic $0 copay for basic $20 copay for basic
imaging imaging imaging imaging
Out-of-Network | $30 copay $25 copay $0 copay $20 copay
In-Network | $0 copay for diagnostic $0 copay for diagnostic $0 copay for diagnostic $0 copay for diagnostic
mammogram mammogram mammogram mammogram
Out-of-Network | $0 copay $0 copay $0 copay $0 copay
In-Network | $100 copay for advanced | $75 copay for advanced $50 copay for advanced $70 copay for advanced
imaging imaging imaging imaging
% % % %
Out-of-Network | $100 copay $75 copay $50 copay $70 copay




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) ($66) ($192) (50)
COVERED MEDICAL AND HOSPITAL BENEFIT
Therapeutic Radiology | Therapeutic Radiology | Therapeutic Radiology | Therapeutic Radiology
Services: Services: Services: Services:
In-Network | $60 copay $60 copay $0 copay $60 copay
* * * *
Out-of-Network | $60 copay $60 copay $0 copay $60 copay
X-Rays: X-Rays: X-Rays: X-Rays:
In-Network | $15 copay $15 copay $0 copay $15 copay
Out-of-Network | $15 copay $15 copay $0 copay $15 copay

Hearing Services

In-Network
Out-of-Network

Exam to Diagnose and
Treat Hearing and
Balance Issues:

$0 - $25 copay
$25 - $40 copay

Exam to Diagnose and
Treat Hearing and
Balance Issues:

$0 - $25 copay
$0 - $35 copay

Exam to Diagnose and
Treat Hearing and
Balance Issues:

$0 copay

$0 - $20 copay

Exam to Diagnose and
Treat Hearing and
Balance Issues:

$0 - $25 copay
$0 - $40 copay

Hearing Services
(Continued)

In-Network
Out-of-Network

In-Network
Out-of-Network

In-Network
Out-of-Network

$0 copay
Not covered

hearing aid.

Not covered

Not covered

Limited to 1 visit per calendar year.

$0 copay per fitting-evaluation for hearing aid.

Unlimited hearing aids every year.

Routine Hearing Exam — Services from EPIC® Hearing Providers:

Hearing Aids — All Types Hearing Aids from EPIC® Hearing Providers:

$549 copay per Silver level hearing aid and $799 copay per Gold level hearing aid.

Fitting Evaluation(s) for Hearing Aids — Services from EPIC® Hearing Providers:
Limited to 1 visit every year for each Silver level hearing aid, and 3 visits every year for each Gold level




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
($0) (866) ($192) ($0)
COVERED MEDICAL AND HOSPITAL BENEFIT

Dental Services

In-Network
Out-of-Network

Medicare-Covered
Dental:

$0 - $40 copay
$25 - $50 copay

Preventive and
Comprehensive Dental:

Up to $500 allowance
every calendar year for
non-Medicare-covered
preventive and
comprehensive dental
services from a licensed
dentist provider that
accepts Visa® at time of
payment using the
Health+ by Medica card.

Medicare-Covered
Dental:

$0 - $25 copay
$0 - $35 copay

Preventive and
Comprehensive Dental:

Up to $800 allowance
every calendar year for
non-Medicare-covered
preventive and
comprehensive dental
services from a licensed
dentist provider that
accepts Visa® at time of
payment using the
Health+ by Medica card.

Medicare-Covered
Dental:

$0 copay
$0 - $20 copay

Preventive and
Comprehensive Dental:

Up to $1,000 allowance
every calendar year for
non-Medicare-covered
preventive and
comprehensive dental
services from a licensed
dentist provider that
accepts Visa® at time of
payment using the
Health+ by Medica card.

Medicare-Covered
Dental:

$0 - $30 copay
$0 - $50 copay

Preventive and
Comprehensive Dental:

Up to $1,000 allowance
every calendar year for
non-Medicare-covered
preventive and
comprehensive dental
services from a licensed
dentist provider that
accepts Visa® at time of
payment using the
Health+ by Medica card.

Vision Services

In-Network
Out-of-Network

In-Network
Out-of-Network

Exam to Diagnose and
Treat Diseases and
Conditions of the Eye:

$40 copay
$50 copay
Routine Eye Exam:

Limited to 1 visit every
calendar year and up to 2
refractions per year.

$0 copay
$0 copay

Exam to Diagnose and
Treat Diseases and
Conditions of the Eye:

$25 copay
$35 copay
Routine Eye Exam:

Limited to 1 visit every
calendar year and up to 2
refractions per year.

$0 copay
$0 copay

Exam to Diagnose and
Treat Diseases and
Conditions of the Eye:

$0 copay
$20 copay
Routine Eye Exam:

Limited to 1 visit every
calendar year and up to 2
refractions per year.

$0 copay
$0 copay

Exam to Diagnose and
Treat Diseases and
Conditions of the Eye:

$30 copay
$50 copay
Routine Eye Exam:

Limited to 1 visit every
calendar year and up to 2
refractions per year.

$0 copay
$0 copay




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) ($66) ($192) (50)
COVERED MEDICAL AND HOSPITAL BENEFIT
Eyewear After Cataract | Eyewear After Cataract | Eyewear After Cataract | Eyewear After Cataract
Surgery: Surgery: Surgery: Surgery:

In-Network
Out-of-Network

One pair of Medicare-
covered eyeglasses or
contact lenses after each
cataract surgery that
includes insertion of an
intraocular lens.

$0 copay

$0 copay

Contact Lenses,
Eyeglasses (Lenses and/

or Frames), and
Upgrades:

Up to $200 allowance
every calendar year for
non-Medicare-covered
eyewear from an eyewear
location or freestanding
vision center that accepts
Visa® at point of sale

One pair of Medicare-
covered eyeglasses or
contact lenses after each
cataract surgery that
includes insertion of an
intraocular lens.

$0 copay

$0 copay

Contact Lenses,
Eyeglasses (Lenses and/

or Frames), and
Upgrades:

Up to $200 allowance
every calendar year for
non-Medicare-covered
eyewear from an eyewear
location or freestanding
vision center that accepts
Visa® at point of sale

One pair of Medicare-
covered eyeglasses or
contact lenses after each
cataract surgery that
includes insertion of an
intraocular lens.

$0 copay

$0 copay

Contact Lenses,
Eyeglasses (Lenses and/

or Frames), and
Upgrades:

Up to $250 allowance
every calendar year for
non-Medicare-covered
eyewear from an eyewear
location or freestanding
vision center that accepts
Visa® at point of sale

One pair of Medicare-
covered eyeglasses or
contact lenses after each
cataract surgery that
includes insertion of an
intraocular lens.

$0 copay

$0 copay

Contact Lenses,
Eyeglasses (Lenses and/

or Frames), and
Upgrades:

Up to $200 allowance
every calendar year for
non-Medicare-covered
eyewear from an eyewear
location or freestanding
vision center that accepts
Visa® at point of sale

using the Health+ by using the Health+ by using the Health+ by using the Health+ by
Medica card. Medica card. Medica card. Medica card.
Mental Health Services Outpatient Individual Outpatient Individual Outpatient Individual Outpatient Individual
and Group Therapy and Group Therapy and Group Therapy and Group Therapy
Visit: Visit: Visit: Visit:
In-Network | $40 copay $25 copay $0 copay $30 copay
Out-of-Network | $50 copay $35 copay $20 copay $50 copay




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) ($66) ($192) (50)
COVERED MEDICAL AND HOSPITAL BENEFIT
Inpatient Hospital: Inpatient Hospital: Inpatient Hospital: Inpatient Hospital:
In-Network | $350 copay each day for | $350 copay for each $0 copay for each $245 copay each day for

days 1 through 5 and Medicare-covered Medicare-covered days 1 through 6 and

$0 copay for days 6 hospital stay. hospital stay. $0 copay for days 7
through 90 through 90

Out-of-Network

$0 copay for up to an
additional 60 lifetime

reserve days.
%

$370 copay each day for
days 1 through 5 and $0
copay for days 6 through
90

$0 copay for up to an
additional 60 lifetime
reserve days.

$0 copay for up to an
additional 60 lifetime

reserve days.
%

$400 copay for each
Medicare-covered
hospital stay.

$0 copay for up to an
additional 60 lifetime
reserve days.

$0 copay for up to an
additional 60 lifetime

reserve days.
%

$50 copay for each
Medicare-covered
hospital stay.

$0 copay for up to an
additional 60 lifetime
reserve days.

$0 copay for up to an
additional 60 lifetime

reserve days.
%

$295 copay each day for
days 1 through 6 and $0
copay for days 7 through
90

$0 copay for up to an
additional 60 lifetime
reserve days.

Skilled Nursing Facility
(SNF)

In-Network

Out-of-Network

$0 copay for days 1
through 20, a $203 copay
each day for days 21
through 39, and $0 copay
for days 40 through 100
3k

$100 copay each day for
days 1 through 20, a $203
copay each day for days
21 through 39, and $0
copay for days 40
through 100

$0 copay for days 1
through 20, a $203 copay
each day for days 21
through 38, and $0 copay
for days 39 through 100
3k

$100 copay each day for
days 1 through 20, a $203
copay each day for days
21 through 38, and $0
copay for days 39
through 100

$0 copay for days 1
through 20 and a $25
copay each day for days
21 through 100

3k

$50 copay each day for
days 1 through 100

$0 copay for days 1
through 20, a $203 copay
each day for days 21
through 45, and $0 copay
for days 46 through 100
3k

$100 copay each day for
days 1 through 20, a $203
copay each day for days
21 through 45, and $0
copay for days 46
through 100

10




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) ($66) ($192) (50)
COVERED MEDICAL AND HOSPITAL BENEFIT
Physical Therapy
In-Network | $40 copay $25 copay $0 copay $30 copay
Out-of-Network | $50 copay $35 copay $20 copay $50 copay
Ambulance Services Ground Ambulance: Ground Ambulance: Ground Ambulance: Ground Ambulance:
$250 copay $150 copay $0 copay $265 copay
Air Ambulance: Air Ambulance: Air Ambulance: Air Ambulance:
20% of the total cost 20% of the total cost $50 copay 20% of the total cost

Transportation

Not covered

Medicare Part B Drugs

Part B rebatable drugs
may be subject to a lower
coinsurance.

For Part B insulin
furnished through an
external infusion pump,
you will pay no more than
a $35 copay per a one-
month supply.

In-Network

Out-of-Network

20% of the total cost
*

30% of the total cost

20% of the total cost
*

20% of the total cost

20% of the total cost
*

20% of the total cost

20% of the total cost
*

30% of the total cost

11




Value
PPO w/Rx
(50)

Select
PPO w/Rx
(866)

Preferred
PPO w/Rx
($192)

H8889-009

PPO medical only

($0)

PART D PRESCRIPTION DRUG BENEFITS

Deductible Stage

You pay the full cost of
your drugs until you reach
this amount.

The deductible does not
apply to covered insulin
products and most adult
Part D vaccines, including
shingles, tetanus and
travel vaccines. You will
start receiving coverage
immediately.

Tiers 1 & 2 =30
Tiers 3-5 = $325

Tiers 1 & 2 =30
Tiers 3-5=$175

All Tiers = $0

You will not have to pay
any deductible and will
start receiving coverage
immediately.

NA

Initial Coverage Stage

You will stay in this stage until your total drug costs (including what our plan has
paid and what you have paid) reach $5,030.

In this stage you will pay no more than a $35 copay for a one-month (30-day)
supply or a $105 copay for a three-month (90-day) supply for insulin.

NA

12




Value
PPO w/Rx
(50)

Select
PPO w/Rx
(866)

Preferred
PPO w/Rx
($192)

H8889-009
PPO medical only
($0)

STANDARD RETAIL COST SHARING

Tiers 1-Month (30-day) 1-Month (30-day) 1-Month (30-day) 1-Month (30-day)
supply supply supply supply

Tier 1 (Preferred Generic) $0 copay $0 copay $0 copay NA

Tier 2 (Generic) $14 copay $12 copay $10 copay NA

Tier 3 (Preferred Brand) $47 copay $47 copay $47 copay NA

Tier 4 (Non-Preferred 50% coinsurance 50% coinsurance 50% coinsurance NA

Drug)

Tier 5 (Specialty Tier) 28% coinsurance 30% coinsurance 33% coinsurance NA

Insulin

You won’t pay more than $35 for a one-month supply of each covered insulin product regardless of the cost-
sharing tier.

13




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
($0) (866) ($192) ($0)
STANDARD MAIL-ORDER COST SHARING

Tiers 3-Month (90-day) 3-Month (90-day) 3-Month (90-day) 3-Month (90-day)
supply supply supply supply

Tier 1 (Preferred Generic) $0 copay $0 copay $0 copay NA

Tier 2 (Generic) $0 copay $0 copay $0 copay NA

Tier 3 (Preferred Brand) $131 copay $131 copay $131 copay NA

Tier 4 (Non-Preferred 50% coinsurance 50% coinsurance 50% coinsurance NA

Drug)

Tier 5 (Specialty Tier) NA NA NA NA

Insulin

sharing tier.

You won’t pay more than $105 for a three-month supply of each covered insulin product regardless of the cost-

14




Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) ($66) ($192) (50)

PART D COVERAGE STAGES
Coverage Gap Stage The Coverage Gap begins after your total drug costs (including what our plan has NA

paid and what you have paid) reach $5,030. After you enter the Coverage Gap, you

pay 25% of the plan’s cost for covered generic or brand name drugs on any tier

until your total yearly drug costs reach $8,000, which is the end of the Coverage

Gap. Not everyone will enter the Coverage Gap.

During the Coverage Gap stage, you will not pay more than a $35 copay for a one-

month (30-day) supply or a $105 copay for a three-month (90-day) supply for

covered insulin products.
Catastophic Stage After your yearly out-of-pocket drug costs (including drugs purchased through NA

your retail pharmacy and through mail order) reach $8,000, the plan pays the full

cost for your covered Part D drugs. You pay nothing.

Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) ($66) (5192) (50)
ADDITIONAL BENEFITS AND SERVICES
Annual Physical Exam
In-Network $0 copay
Out-of-Network $0 copay
Cardiac Rehabilitation
Services
In-Network | $30 copay $25 copay $0 copay $30 copay
Out-of-Network | $50 copay $35 copay $20 copay $50 copay
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Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
($0) (866) ($192) ($0)

ADDITIONAL BENEFITS AND SERVICES

Chiropractic Services
In-Network
Out-of-Network

$20 copay $20 copay $0 copay $20 copay
$40 copay $35 copay $20 copay $40 copay

Diabetic Testing Supplies

$0 copay for diabetic testing supplies from specific manufacturers, LifeScan™ (OneTouch®) and Roche (Accu-

Chek®)
Durable Medical
Equipment (DME) and
Related Supplies
In-Network | 20% of the total cost 20% of the total cost $0 copay 20% of the total cost
3k 3k 3k 3k
Out-of-Network | 30% of the total cost 20% of the total cost 20% of the total cost 30% of the total cost

Health and Wellness
Education Programs

HealthAdvocate™ 24-hour NurseLine:
$0 copay

One Pass™ Fitness Program:
$0 annual fee

Health+ by Medica Card | Use this card to pay for dental and eyewear benefits at a licensed dentist or eyewear provider that accepts Visa®.
This card can also be used to purchase OTC health and wellness products at participating retailers, online, or
over the phone. Allowances are added the first month you are enrolled in the plan. All allowance amounts
expire as stated in the benefit, at the end of the plan year, or when you leave the plan.
Home Health Agency
Care
In-Network | $0 copay $0 copay $0 copay $0 copay
Out-of-Network | 30% of the total cost 20% of the total cost 20% of the total cost 30% of the total cost
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Value Select Preferred H8889-009
PPO w/Rx PPO w/Rx PPO w/Rx PPO medical only
(50) (566) ($192) (50)
ADDITIONAL BENEFITS AND SERVICES
Outpatient Rehabilitation
Services
In-Network | $40 copay $25 copay $0 copay $30 copay
Out-of-Network | $50 copay $35 copay $20 copay $50 copay

Over-The-Counter (OTC)
Drugs and Supplies

You are eligible for a $40
allowance every quarter
by using the Health+ by
Medica card at
participating retailers,
online, or over the phone.

You are eligible for a $60
allowance every quarter
by using the Health+ by
Medica card at
participating retailers,
online, or over the phone.

You are eligible for a $75
allowance every quarter
by using the Health+ by
Medica card at
participating retailers,
online, or over the phone.

You are eligible for a $75
allowance every quarter
by using the Health+ by
Medica card at
participating retailers,
online, or over the phone.

Podiatry Services

In-Network | $40 copay $25 copay $0 copay $30 copay
Out-of-Network | $50 copay $35 copay $20 copay $50 copay
Pulmonary Rehabilitation
Services
In-Network | $15 copay $20 copay $0 copay $15 copay
Out-of-Network | $35 copay $35 copay $20 copay $50 copay

Special Supplemental
Benefits for the
Chronically 111

The benefits mentioned
are part of a special
supplemental program for
the chronically ill. Not all
members qualify.
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Value
PPO w/Rx
(50)

Select
PPO w/Rx
(866)

Preferred
PPO w/Rx
($192)

H8889-009
PPO medical only
($0)

ADDITIONAL BENEFITS AND SERVICES

In-Network

Out-of-Network

$0 copay

Members with chronic conditions who meet certain criteria may be eligible for supplemental benefits for the
chronically ill. Benefit includes:

e Bathroom and home safety devices

e Meal benefit

$0 copay

Visitor/Traveler Benefit

Visitor/Traveler benefit allows you to stay enrolled in the plan while you’re temporarily and continuously
outside of the service area (and within the U.S. and its territories) for not more than 6 consecutive months. You
may receive all plan covered services at in-network cost sharing when using the Visitor/Traveler benefit.

Welcome to Medicare
Preventive Visit

In-Network $0 copay
Out-of-Network $0 copay
Worldwide Emergency 20% of the total cost 20% of the total cost $0 copay 20% of the total cost
Care
Worldwide Emergency 20% of the total cost 20% of the total cost $0 copay 20% of the total cost
Transportation
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MULTI-LANGUAGE INSERT

Multi-Language Interpreter Services

English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at 1 (866) 745-9919. Someone
who speaks English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que
pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor
llame al 1 (866) 745-9919. Alguien que hable espaiiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: F [ 1HE 0 0 BBAVIIIFEIRSS, FEUNIE IR S T Fe el 25 W PR BT (] & [a], A
RABEIIRIRS, 1584 1(866) 745-9919, FAl 10 L LIE A R R &) Xoe—In
BRI,

Chinese Cantonese: &% J M (dt Fe sl SEY R [ v sEAF A BEM, B IbI et i 2 mfiag IR,
MEMEIRYS, G5ECE 1(866) 745-9919, FAarh SChy N BB SE R AR Fe 0L & ), 18 & —Hif
IR,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng
tagasaling-wika, tawagan lamang kami sa 1 (866) 745-9919. Maaari kayong tulungan ngisang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

i

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions
relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1 (866) 745-9919. Un interlocuteur parlant Frangais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thdng dich mién phi dé tra |&i cac cau hoi vé chuong strc khde va
chuwong trinh thuéc men. Néu qui vi can théng dich vién xin goi 1 (866) 745-9919 sé& c6 nhan vién néi
tiéng Viét giup d& qui vi. Day la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1 (866) 745-9919. Man wird lhnen dort
auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Form CMS-10802
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Korean: B A= ol5 HE H= ok H o] 3k Ao @a] =8| x F5 59 AHu|AE
A&t dFUL BY Aqu|AE o] &3 A3} 1(866) 745-9919 H O & 2|3 FAIA Q.
St o] & e A 2o =8 AY UYL o] AHlAe FRE 9y

Russian: Eciv y BaC BO3SHUKHYT BOMPOCbI OTHOCUTE/IbHO CTPAxoBOro MAN MeaMKamMeHTHOro naaHa, Bbl
MOXKeTe BOCNOAb30BaTbCA HaWmMmm 6ecnnaTtHbIMK yCyramu nepeBoayYnKoB. YTobbl BOCMO/1b30BaTbCA
ycnyramum nepeBofumnKa, Nno3BoHMTe Ham no TenedoHy 1 (866) 745-9919. Bam oKaxKeT nomoLLb
COTPYAHWK, KOTOPbI FTOBOPUT NO-PYCCKU. [JaHHas ycnyra 6ecnnaTtHas.

pasie o Jpaall Laal 450Y) Json sl daally 3l bl @) o LD dlag) i) aa iall Clads 2385 L) :Arabic
A el Gaathy b adld o g 1 (866) 745-9919 o L JLaiV) (5 g clile ul (5 5 98 Auilae dedd 028 lineliay,

Hindi: BHR IR I1 <1 &1 AT & aR H 310 fb it +ff 73 & Sare 44 & ford gAR U o
U TaTd Iuas §. T gHINAT Ut HR o folg, S99 8 1 (866) 745-9919 TR I Y. By
Hfad Sl fgw<! SierdT § 3! Aee B Ahdl 8. I8 U Jud 4dl &.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul
nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1 (866) 745-9919. Un
nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacdo gratuitos para responder a qualquer questdo que
tenha acerca do nosso plano de saude ou de medicac¢do. Para obter um intérprete, contacte-nos
através do numero 1 (866) 745-9919. Ird encontrar alguém que fale o idioma Portugués para o ajudar.
Este servigo é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen konsenan plan
medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan 1 (866) 745-9919. Yon moun ki
pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystac¢ z pomocy ttumacza
znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1 (866) 745-9919. Ta ustuga jest bezptatna.

Japanese: it DK fEHEORIR & B LT 7 S ICBET 5 ZHMICBEZ T 572 12, Mk
BIOMRT —E 2075 ) 3 T8 wWE ¥, Mgz ZHaic % 51213, 1(866) 745-9919 I 354
S, ARBEFTAE P LRCZLET, SABEROT— EXTT,
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4 )
Discrimination is Against the Law

Medica complies with applicable Federal civil rights laws and will not discriminate against any person
based on his or her race, color, creed, religion, national origin, sex, gender, gender identity, health status
including mental and physical medical conditions, marital status, familial status, status with regard to
public assistance, disagility, sexual orientation, age, political beliefs, membership or activity in a local
commission, or any other classification protected by law. Medica:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
TTY communication and written information in other formats such as large print, audio, and braille.

* Provides free language services to people whose primary language is not English, such as:
qualified interpreters and information written in other languages.

If you need these services, contact the number on the back of your identification card. If you believe that
Medica has failed to provide these services or discriminated in another way on the basis of your race, color,
creed, religion, national origin, sex, gender, gender identity, health status including mental and physical
medical conditions, marital status, familial status, status with regard to public assistance, disability, sexual
orientation, age, political beliefs, membership or activity in a local commission, or any other classification
protected by law, you can file a grievance with: Civil Rights Coordinator, Mail Route CP250, PO Box
9310, Minneapolis, MN 55443-9310, 952-992-3422, TTY: 711, civilrightscoordinator@medica.com.

You can file a grievance in person or by mail, fax, or email. You may also contact the Civil Rights

Coordinator if you need assistance with filing a complaint. You can also file a civil rights complaint with
the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by
mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue, SW Room
509F, HHH Building, Washington, D.C. 20201 800-368-1019, TTY: 800-537-7697. Complaint forms are
available at http://www.hhs.gov/ocr/office/file/index.html.

- MCR-0123-A —
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@ Medica.

Medica is a PPO plan with a Medicare contract. Enrollment in Medica depends on contract renewal.

Health+ by Medica Card: Card can only be used for Qualified Purchases indicated by your plan provider
everywhere Visa® debit cards are accepted. Card is issued by Sutton Bank, pursuant to a license from Visa
U.S.A. Inc. Please contact your Program Sponsor directly for a full list of Qualified Purchases. Visa is a
registered trademark of Visa, U.S.A. Inc. All other trademarks and service marks belong to their respective
owners. No Cash or ATM Access. Terms and conditions apply, contact your Plan Provider for details.

Out-of-network/non-contracted providers are under no obligation to treat Plan members, except in
emergency situations. Please call our customer service number or see your Evidence of Coverage for more
information, including the cost sharing that applies to out-of-network services.

© 2023 Medica
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