January 1 — December 31, 2024
Evidence of Coverage:

Your Medicare Health Benefits and Services and Prescription Drug Coverage
as a Member of Medica Group Prime Solution®™ w/Rx (Cost)

This document gives you the details about your Medicare health care and prescription drug
coverage from January 1 — December 31, 2024.

For questions about this document, please contact Member Services at 1 (800) 575-2330
(toll-free). (TTY users should call 711.) Hours are from Oct. 1 — March 31, 8 a.m. — 9 p.m.
CT, 7 days a week and April 1 — Sept. 30 from 8 a.m. — 9 p.m. CT, Monday — Friday. This
call is free.

This is an important legal document. Please keep it in a safe place.

This plan, Medica Group Prime Solution w/Rx, is offered by Medica Insurance Company.
(When this Evidence of Coverage says “we,” “us,” or “our,” it means Medica Insurance
Company. When it says “plan” or “our plan,” it means Medica Group Prime Solution w/Rx.)

This information is available in braille, in large print, or other alternate formats. Please call
Member Services if you need plan information in another format.

Benefits, premiums, deductibles, and/or copayments/coinsurance may change on
January 1, 2025.

The formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary. We will notify affected enrollees about changes at least 30 days
in advance.

This document explains your benefits and rights. Use this document to understand about:

Your plan premium and cost sharing;

Your medical and prescription drug benefits;

How to file a complaint if you are not satisfied with a service or treatment;
How to contact us if you need further assistance; and,

Other protections required by Medicare law.
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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: H [ 1HE 0 0 BBAVIIIFEIRSS, FEUNIE IR S T Fe e 25 W R BT (] & [a], A
RABEIIRIRS, 158 1(866) 745-9919, FAfl 10y L LIE A B R R &) Xoe—In
HEIRS,

Chinese Cantonese: &% J M (dt Fe sl SEY R [ v sEAF A BEM, B UL Mgt e 2 mfiag s,
MEMEIRYS, G5ECE 1(866) 745-9919, FAMarh SChy N BB SE R AR Fe 0t & ), 18 & —Hif
R,

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 khée va
chuwong trinh thu6c 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 l1a 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.
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Korean: B A= ol5 HS H= ok H o 3k Ao @a] =8| ax F5 59 AHu|AE
A&t dHFUL BY Aqu|AE o] &3 A3} 1(866) 745-9919 H O & 2|3 FAIA| Q.
St o] & e A 2o =8 AU UYL o] AHlAe FRE 9yt

Russian: Eciv y Bac BO3SHUKHYT BOMPOCbI OTHOCUTE/IbHO CTPAxoBOro MAN MeaMKamMeHTHOro naaHa, Bbl
MOXKeTe BOCNOAb30BaTbCA HalWMMK 6ecnnaTtHbIMK yCyramu nepeBoayYnKoB. YTobbl BOCNO/1b30BaTbCA
ycnyramu nepeBofumnKa, Nno3BoHMTe Ham no TenedoHy 1 (866) 745-9919. Bam oKaxKeT nomoLLb
COTPYAHWUK, KOTOPbI FTOBOPUT NO-PYCCKU. [JaHHas ycayra becnnaTtHas.

pasie o Jpaall Laal 450Y) Json sl daally 3l bl @) o LD dlag) i) aa Jiall Clads 2385 L) :Arabic
Lol aid yadd dgan 1(866) 745-9919 Ao WUai¥l oy dlle b ()68 Adlacd 2Ad & itk gy,

Hindi: BHR IR I1 <1 &1 AN & aR H 310 fb it +f 73 & Sare <4 & ford gAR U o
U TaTd Iuas §. T gHINAT Ut HR o folg, S99 8 1 (866) 745-9919 TR I Y. HIg
Hfad Sl fgwa! SierdT § 3! Aee B Ahdl . 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 skorzystaé z pomocy ttumacza
znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1 (866) 745-9919. Ta ustuga jest bezptatna.

Japanese: it DK (AR & B L TFET 7 SV ICBET 5 ZHMBICBEZ T 5720 12, Mk
BIOMRT—E 205 ) 3 T8 nWE ¥, Mgz ZHmic % 51213, 1(866) 745-9919 12 154
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 identificati n 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 fil 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 fil 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, Offic for Civil Rights, electronically tlgrough the
Offic 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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SECTION 1 Introduction

Section 1.1 You are enrolled in Medica Group Prime Solution w/Rx, which is a
Medicare Cost Plan

You are covered by Medicare, and you have chosen to get your Medicare health care and your
prescription drug coverage through our plan, Medica Group Prime Solution w/Rx. We are
required to cover all Part A and Part B services. However, cost sharing and provider access in
this plan differ from Original Medicare.

Medica Group Prime Solution w/Rx is a Medicare Cost Plan. Like all Medicare health plans, this
Medicare Cost Plan is approved by Medicare and run by a private company.

Coverage under this Plan qualifies as Qualifying Health Coverage (QHC) and satisfies the
Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility
requirement. Please visit the Internal Revenue Service (IRS) website at: www.irs.gov/
Affordable-Care-Act/Individuals-and-Families for more information.

Section 1.2 What is the Evidence of Coverage document about?

This Evidence of Coverage document tells you how to get your medical care and prescription
drugs. It explains your rights and responsibilities, what is covered, what you pay as a member of
the plan, and how to file a complaint if you are not satisfied with a decision or treatment.

The words coverage and covered services refer to the medical care and services and the
prescription drugs available to you as a member of our plan.

It’s important for you to learn what the plan’s rules are and what services are available to you.
We encourage you to set aside some time to look through this Evidence of Coverage document.

If you are confused, concerned or just have a question, please contact Member Services.

Section 1.3 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how our plan covers your care.
Other parts of this contract include your enrollment form, the List of Covered Drugs
(Formulary), and any notices you receive from us about changes to your coverage or conditions
that affect your coverage. These notices are sometimes called riders or amendments.

The contract is in effect for months in which you are enrolled in our plan between
January 1, 2024 and December 31, 2024.

Each calendar year, Medicare allows us to make changes to the plans that we offer. This means
we can change the costs and benefits of our plan after December 31, 2024. We can also choose to
stop offering the plan in your service area after December 31, 2024.


https://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
https://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
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Medicare (the Centers for Medicare & Medicaid Services) must approve our plan each year. You
can continue each year to get Medicare coverage as a member of our plan as long as we choose
to continue to offer the plan and Medicare renews its approval of the plan.

SECTION 2 What makes you eligible to be a plan member?

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:
® You have Medicare Part B (or you have both Part A and Part B)

® and -- you live in our geographic service area (Section 2.2 below describes our service
area). Incarcerated individuals are not considered living in the geographic service area
even if they are physically located in it.

® and -- you are a United States citizen or are lawfully present in the United States.

® and -- you do not have End-Stage Renal Disease (ESRD), with limited exceptions, such as
if you develop ESRD when you are already a member of a plan that we offer.

® and -- you continue to meet the eligibility requirements of your former employer or union.

Section 2.2 Here is the plan service area for our plan

Our plan is available only to individuals who live in our plan service area. To remain a member
of our plan, you must continue to reside in the plan service area. The service area is described
below.

Our service area includes these counties in:

Iowa: Adair, Adams, Allamakee, Audubon, Boone, Carroll, Cass, Clay, Crawford, Dickinson,
Emmet, Fremont, Greene, Guthrie, Howard, Kossuth, Lyon, Mitchell, Monona, Montgomery,
O’Brien, Osceola, Palo Alto, Plymouth, Shelby, Sioux, Union, Winnebago, and Worth.

Kansas: Barber, Butler, Chase, Chautauqua, Coffey, Cowley, Elk, Graham, Greenwood, Harper,
Harvey, Jackson, Jefferson, Jewel, Kingman, Lincoln, Lyon, Marion, Mitchell, Morris, Norton,
Osage, Ottawa, Phillips, Pottawatomie, Republic, Smith, Stafford, Wabaunsee, Washington, and
Woodson.

Minnesota: Aitkin, Carlton, Cook, Goodhue, Itasca, Kanabec, Koochiching, Lake, Le Sueur,
McLeod, Meeker, Mille Lacs, Pine, Pipestone, Rice, Rock, Sibley, St. Louis, Stevens, Traverse,
and Yellow Medicine.

Missouri: Barry, McDonald, and Vernon.

Nebraska: Banner, Box Butte, Boyd, Brown, Burt, Cheyenne, Colfax, Dawes, Fillmore, Gage,
Johnson, Keya Paha, Kimball, Logan, Loup, Morrill, Otoe, Polk, Rock, Saline, Scotts Bluff,
Seward, Sheridan, Sioux, and York.
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North Dakota: Adams, Barnes, Benson, Billings, Bowman, Cass, Cavalier, Dickey, Dunn,
Eddy, Emmons, Foster, Grant, Griggs, Hettinger, Kidder, LaMoure, Logan, McHenry, McIntosh,
McLean, Mercer, Nelson, Oliver, Pembina, Pierce, Ramsey, Ransom, Richland, Rolette, Sargent,
Sheridan, Sioux, Slope, Stark, Steele, Towner, Traill, Walsh, Ward, Wells, and Williams.

Oklahoma: Adair, Alfalfa, Delaware, Grant, Kay, Major, Noble, and Ottawa.

South Dakota: Aurora, Beadle, Bennett, Bon Homme, Brown, Brule, Buffalo, Butte, Campbell,
Charles Mix, Clark, Clay, Codington, Corson, Custer, Davison, Day, Dewey, Douglas,
Edmunds, Fall River, Faulk, Grant, Gregory, Haakon, Hand, Hanson, Harding, Hughes,
Hutchinson, Hyde, Jackson, Jerauld, Jones, Kingsbury, Lake, Lawrence, Lincoln, Lyman,
Marshall, McCook, McPherson, Meade, Mellette, Miner, Minnehaha, Moody, Oglala Lakota,
Pennington, Perkins, Potter, Roberts, Sanborn, Spink, Stanley, Sully, Todd, Tripp, Turner,
Union, Walworth, Yankton, and Ziebach.

Wisconsin: Ashland, Barron, Bayfield, Buffalo, Burnett, Chippewa, Douglas, Dunn, Eau Claire,
Iron, Jackson, Pepin, Pierce, Polk, Rusk, Sawyer, St. Croix, and Washburn.

Wyoming: Albany, Campbell, Crook, Goshen, Laramie, Niobrara, Platte, and Weston.

If you plan to move out of the service area, please contact Member Services. When you move,
you may be eligible to enroll in your employer Group Prime Solution (Cost) Plan and you will
have a Special Enrollment Period that will allow you to switch to Original Medicare or enroll in
a Medicare health or drug plan that is available in your new location.

It is also important that you call Social Security if you move or change your mailing address.
You can find phone numbers and contact information for Social Security in Chapter 2, Section 5.

Section 2.3 U.S. Citizen or Lawful Presence

A member of a Medicare health plan must be a U.S. citizen or lawfully present in the United
States. Medicare (the Centers for Medicare & Medicaid Services) will notify our plan if you are
not eligible to remain a member on this basis. Our plan must disenroll you if you do not meet
this requirement.

SECTION 3 Important membership materials you will receive

Section 3.1 Your plan membership card

We will send you a plan membership card. You should use this card whenever you get covered
services or drugs from a Medica Group Prime Solution w/Rx network provider. You should also
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show the provider your Medicaid card, if applicable. Here’s a sample membership card to show
you what yours will look like:

If your plan membership card is damaged, lost, or stolen, call Member Services right away and
we will send you a new card.

Because our plan is a Medicare Cost Plan, you should also keep your red, white, and blue
Medicare card with you. As a Cost Plan member, if you receive Medicare-covered services
(except for emergency or urgent care) from an out-of-network provider or when you are outside
of our service area, these services will be paid for by Original Medicare, not our plan. In these
cases, you will be responsible for Original Medicare deductibles and coinsurance. (If you receive
emergency or urgent care from an out-of-network provider or when you are outside of our
service area, our plan will pay for these services.) It is important that you keep your red, white,
and blue Medicare card with you for when you receive services paid for under Original
Medicare.

Section 3.2 Provider Directory

The Provider Directory lists our current network providers and durable medical equipment
suppliers. Network providers are the doctors and other health care professionals, medical
groups, durable medical equipment suppliers, hospitals, and other health care facilities that have
an agreement with us to accept our payment and any plan cost sharing as payment in full.

You must use network providers to get your medical care and services. If you go elsewhere
without proper authorization you will have to pay in full. The only exceptions are emergencies,
urgently needed services when the network is not available (that is, in situations when it is
unreasonable or not possible to obtain services in-network), out-of-area dialysis services, and
cases in which our plan authorizes use of out-of-network providers.

The most recent list of providers and suppliers is available on our website at Medica.com/
GetMyDocs.

If you don’t have your copy of the Provider Directory, you can request a copy (electronically or
in hardcopy form) from Member Services. Requests for hard copy Provider Directories will be
mailed to you within three business days.


https://www.medica.com/getmydocs
https://www.medica.com/getmydocs
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“Network™ means the participating providers described in the Provider Directory.

Section 3.3 Pharmacy Directory

The Pharmacy Directory lists our network pharmacies. Network pharmacies are all of the
pharmacies that have agreed to fill covered prescriptions for our plan members. You can use the
Pharmacy Directory to find the network pharmacy you want to use. See Chapter 5, Section 2.5
for information on when you can use pharmacies that are not in the plan’s network.

The Pharmacy Directory will also tell you which of the pharmacies in our network have
preferred cost sharing, which may be lower than the standard cost sharing offered by other
network pharmacies for some drugs.

If you don’t have the Pharmacy Directory, you can get a copy from Member Services. You can
also find this information on our website at Medica.com/GetMyDocs.

Section 3.4 The plan’s List of Covered Drugs (Formulary)

The plan has a List of Covered Drugs (Formulary). We call it the “Drug List” for short. It tells
which Part D prescription drugs are covered under the Part D benefit included in the Medica
2024 Formulary. The drugs on this list are selected by the plan with the help of a team of doctors
and pharmacists. The list must meet requirements set by Medicare. Medicare has approved the
Medica 2024 Formulary “Drug List.”

The “Drug List” also tells you if there are any rules that restrict coverage for your drugs.

We will provide you with a copy of the “Drug List.” To get the most complete and current
information about which drugs are covered, you can visit the plan’s website (Medica.com/
GetMyDocs) or call Member Services.

SECTION 4 Your monthly costs for our plan

Your costs may include the following:
¢ Plan Premium (Section 4.1)
¢ Monthly Medicare Part B Premium (Section 4.2)
e Part D Late Enrollment Penalty (Section 4.3)
e Income Related Monthly Adjusted Amount (Section 4.4)

In some situations, your plan premium could be less

The “Extra Help” program helps people with limited resources pay for their drugs. Chapter 2,
Section 7 tells more about this program. If you qualify, enrolling in the program might lower
your monthly plan premium.


https://www.medica.com/getmydocs
https://www.medica.com/getmydocs
https://www.medica.com/getmydocs
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If you are already enrolled and getting help from one of these programs, the information about
premiums in this Evidence of Coverage may not apply to you. We sent you a separate insert,
called the Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription
Drugs (also known as the Low-Income Subsidy Rider or the LIS Rider), which tells you about
your drug coverage. If you don’t have this insert, please call Member Services and ask for the
LIS Rider.

Medicare Part B and Part D premiums differ for people with different incomes. If you have
questions about these premiums review your copy of Medicare & You 2024 handbook, the
section called 2024 Medicare Costs. If you need a copy, you can download it from the Medicare
website (www.medicare.gov). Or, you can order a printed copy by phone at 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users call 1-877-486-2048.

Section 4.1 Plan premium

As a member of our plan, you pay a monthly plan premium.

Your coverage is provided through a contract with your current employer or former employer or
union. Please contact the employer’s or union’s benefits administrator for information about your
plan premium.

Section 4.2 Monthly Medicare Part B Premium

Many members are required to pay other Medicare premiums

In addition to paying the monthly plan premium, you must continue paying your Medicare
premiums to remain a member of the plan. This includes your premium for Part B. It may
also include a premium for Part A which affects members who aren’t eligible for premium free
Part A.

Section 4.3 Part D Late Enroliment Penalty

Some members are required to pay a Part D late enrollment penalty. The Part D late enrollment
penalty is an additional premium that must be paid for Part D coverage if at any time after your
initial enrollment period is over, there is a period of 63 days or more in a row when you did not
have Part D or other creditable prescription drug coverage. Creditable prescription drug coverage
is coverage that meets Medicare’s minimum standards since it is expected to pay, on average, at
least as much as Medicare’s standard prescription drug coverage. The cost of the late enrollment
penalty depends on how long you went without Part D or other creditable prescription drug
coverage. You will have to pay this penalty for as long as you have Part D coverage.

The Part D late enrollment penalty is added to your monthly premium. When you first enroll in
our plan, we let you know the amount of the penalty.

Your Part D late enrollment penalty is considered part of your plan premium. If you or your
former employer or union do not pay your Part D late enrollment penalty, you could be
disenrolled for failure to pay your plan premium.


https://www.medicare.gov
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You will not have to pay it if:
® You receive “Extra Help” from Medicare to pay for your prescription drugs.
® You have gone less than 63 days in a row without creditable coverage.

® You have had creditable drug coverage through another source such as a former employer,
union, TRICARE, or Department of Veterans Affairs. Your insurer or your human
resources department will tell you each year if your drug coverage is creditable coverage.
This information may be sent to you in a letter or included in a newsletter from the plan.
Keep this information because you may need it if you join a Medicare drug plan later.

o Note: Any notice must state that you had creditable prescription drug coverage that
is expected to pay as much as Medicare’s standard prescription drug plan pays.

o Note: The following are not creditable prescription drug coverage: prescription drug
discount cards, free clinics, and drug discount websites.

Medicare determines the amount of the penalty. Here is how it works:

e Ifyou went 63 days or more without Part D or other creditable prescription drug coverage
after you were first eligible to enroll in Part D, the plan will count the number of full
months that you did not have coverage. The penalty is 1% for every month that you did
not have creditable coverage. For example, if you go 14 months without coverage, the
penalty will be 14%.

¢ Then Medicare determines the amount of the average monthly premium for Medicare drug
plans in the nation from the previous year. For 2024, this average premium amount
is $34.70.

¢ To calculate your monthly penalty, you multiply the penalty percentage and the average
monthly premium and then round it to the nearest 10 cents. In the example here, it would
be 14% times $34.70, which equals $4.86. This rounds to $4.90. This amount would be
added to the monthly premium for someone with a Part D late enrollment penalty.

There are three important things to note about this monthly Part D late enrollment penalty:

¢ First, the penalty may change each year because the average monthly premium can
change each year.

e Second, you will continue to pay a penalty every month for as long as you are enrolled in
a plan that has Medicare Part D drug benefits, even if you change plans.

e Third, if you are under 65 and currently receiving Medicare benefits, the Part D late
enrollment penalty will reset when you turn 65. After age 65, your Part D late enrollment
penalty will be based only on the months that you don’t have coverage after your initial
enrollment period for aging into Medicare.

If you disagree about your Part D late enrollment penalty, you or your representative can
ask for a review. Generally, you must request this review within 60 days from the date on the
first letter you receive stating you have to pay a late enrollment penalty. However, if you were
paying a penalty before joining our plan, you may not have another chance to request a review of
that late enrollment penalty.
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Important: Do not stop paying your Part D late enrollment penalty while you’re waiting for a
review of the decision about your late enrollment penalty. If you do, you could be disenrolled for
failure to pay your plan premiums.

Section 4.4 Income Related Monthly Adjustment Amount

Some members may be required to pay an extra charge, known as the Part D Income Related
Monthly Adjustment Amount, also known as IRMAA. The extra charge is figured out using your
modified adjusted gross income as reported on your IRS tax return from 2 years ago. If this
amount is above a certain amount, you’ll pay the standard premium amount and the additional
IRMAA. For more information on the extra amount you may have to pay based on your income,
visit https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/
monthly-premium-for-drug-plans.

If you have to pay an extra amount, Social Security, not your Medicare plan, will send you a
letter telling you what that extra amount will be. The extra amount will be withheld from your
Social Security, Railroad Retirement Board, or Office of Personnel Management benefit check,
no matter how you usually pay your plan premium, unless your monthly benefit isn’t enough to
cover the extra amount owed. If your benefit check isn’t enough to cover the extra amount, you
will get a bill from Medicare. You must pay the extra amount to the government. It cannot
be paid with your monthly plan premium. If you do not pay the extra amount, you will be
disenrolled from the plan and lose prescription drug coverage.

If you disagree about paying an extra amount, you can ask Social Security to review the decision.
To find out more about how to do this, contact Social Security at 1-800-772-1213
(TTY 1-800-325-0778).

SECTION 5 More information about your monthly premium

Section 5.1 There are several ways you can pay your plan premium

If you are paying your premiums to your former employer or union group, they will remit the
premium to Medica Health Plans on your behalf and the information in this section does not
apply to you. You may disregard the rest of this section.

If you are paying your premiums directly to Medica Insurance Company, then there are 2 ways
you can pay your plan premium.

Option 1: Paying by check

You may decide to pay your monthly plan premium directly to our plan. You will be sent a

monthly billing statement which you use to pay your premium. The preferred way to send your
payment is to use the pre-addressed return envelope to mail your payment made out to Medica.
Your premium is due the seventh day of every month so make sure you mail it well in advance.


https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/monthly-premium-for-drug-plans
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/monthly-premium-for-drug-plans

2024 Evidence of Coverage for Medica Group Prime Solution w/Rx 14
Chapter 1. Getting started as a member

Option 2: Paying by automatic withdrawal

You can have your monthly plan premium automatically withdrawn from your checking or
savings bank account. Contact Member Services to obtain the necessary paperwork to set up this
option. Once this information is processed by Medica, you will receive written notification of the
effective date of your automatic Medica premium deductions. Premium deductions will occur on
the fifth working day of every month.

Changing the way you pay your plan premium. If you decide to change the option by
which you pay your plan premium, it can take up to three months for your new payment method
to take effect. While we are processing your request for a new payment method, you are
responsible for making sure that your plan premium is paid on time. To change your payment
method, contact Member Services.

What to do if you are having trouble paying your plan premium

Your plan premium is due in our office by the seventh day of every month. If you are required to
pay a Part D late enrollment penalty, that penalty is due in our office by the seventh day of every
month. If we have not received your payment by the seventh day of every month, we will send
you a notice telling you that your plan membership will end if we do not receive your premium
within the following two months. If you are required to pay a Part D late enrollment penalty, you
must pay the penalty to keep your prescription drug coverage.

If you are having trouble paying your plan premium on time, please contact Member Services to
see if we can direct you to programs that will help with your costs.

If we end your membership because you did not pay your plan premiums, you will have health
coverage under Original Medicare. In addition, you may not be able to receive Part D coverage
until the following year if you enroll in a new plan during the annual enrollment period. (If you
go without creditable drug coverage for more than 63 days, you may have to pay a Part D late
enrollment penalty for as long as you have Part D coverage.)

At the time we end your membership, you may still owe us for premiums you have not paid. We
have the right to pursue collection of the amount you owe. In the future, if you want to enroll
again in our plan (or another plan that we offer), you will need to pay the amount you owe before
you can enroll.

If you think we have wrongfully ended your membership, you can make a complaint (also called
a grievance); see Chapter 9 for how to file a complaint. If you had an emergency circumstance
that was out of your control and it caused you to not be able to pay your plan premium within
our grace period, you can make a complaint. For complaints, we will review our decision again.
Chapter 9, Section 10 of this document tells how to make a complaint, or you can call us at

1 (800) 575-2330 between Oct. 1 —March 31, 8 am. — 9 p.m. CT, 7 days a week and April 1 —
Sept. 30 from 8 a.m. — 9 p.m. CT, Monday — Friday. TTY users should call 711. You must make
your request no later than 60 days after the date your membership ends.
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Section 5.2 Can we change your monthly plan premium during the year?

No. We are not allowed to change the amount we charge for the plan’s monthly plan premium
during the year. If the monthly plan premium changes for next year we or your benefits
administrator will tell you during the group’s open enrollment. This change will take effect on
January 1.

However, in some cases the part of the premium that you have to pay can change during the year.
This happens if you become eligible for the “Extra Help” program or if you lose your eligibility
for the “Extra Help” program during the year. If a member qualifies for “Extra Help” with their
prescription drug costs, the “Extra Help” program will pay part of the member’s monthly plan
premium. A member who loses their eligibility during the year will need to start paying their full
monthly premium. You can find out more about the “Extra Help” program in Chapter 2,

Section 7.

SECTION 6 Keeping your plan membership record up to date

Your membership record has information from your enrollment form, including your address and
telephone number. It shows your specific plan coverage.

The doctors, hospitals, pharmacists, and other providers in the plan’s network need to have
correct information about you. These network providers use your membership record to
know what services and drugs are covered and the cost-sharing amounts for you. Because
of this, it is very important that you help us keep your information up to date.

Let us know about these changes:
e Changes to your name, your address, or your phone number

¢ Changes in any other health insurance coverage you have (such as from your employer,
your spouse or domestic partner’s employer, workers’ compensation, or Medicaid)

e [fyou have any liability claims, such as claims from an automobile accident

¢ [fyou have been admitted to a nursing home

e Ifyoureceive care in an out-of-area or out-of-network hospital or emergency room
e Ifyour designated responsible party (such as a caregiver) changes

¢ Ifyou are participating in a clinical research study (Note: You are not required to tell your
plan about the clinical research studies, you intend to participate in, but we encourage you
to do so).

e Ifyou lose eligibility for your group
If any of this information changes, please let us know by calling Member Services.

It is also important to contact Social Security if you move or change your mailing address. You
can find phone numbers and contact information for Social Security in Chapter 2, Section 5.
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SECTION 7 How other insurance works with our plan

Other insurance

Medicare requires that we collect information from you about any other medical or drug
insurance coverage that you have. That’s because we must coordinate any other coverage you
have with your benefits under our plan. This is called Coordination of Benefits.

Once each year, we will send you a letter that lists any other medical or drug insurance coverage
that we know about. Please read over this information carefully. If it is correct, you don’t need to
do anything. If the information is incorrect, or if you have other coverage that is not listed, please
call Member Services. You may need to give your plan member ID number to your other
insurers (once you have confirmed their identity) so your bills are paid correctly and on time.

When you have other insurance (like employer group health coverage), there are rules set by
Medicare that decide whether our plan or your other insurance pays first. The insurance that pays
first is called the primary payer and pays up to the limits of its coverage. The one that pays
second, called the secondary payer, and only pays if there are costs left uncovered by the primary
coverage. The secondary payer may not pay all of the uncovered costs. If you have other
insurance, tell your doctor, hospital, and pharmacy.

These rules apply for employer or union group health plan coverage:

¢ Ifyou have retiree coverage, Medicare pays first.

¢ [f your group health plan coverage is based on your or a family member’s current
employment, who pays first depends on your age, the number of people employed by your
employer, and whether you have Medicare based on age, disability, or End-Stage Renal
Disease (ESRD):

o Ifyou’re under 65 and disabled and you or your family member is still working,
your group health plan pays first if the employer has 100 or more employees or at
least one employer in a multiple employer plan that has more than 100 employees.

o Ifyou’re over 65 and you or your spouse or domestic partner is still working, your
group health plan pays first if the employer has 20 or more employees or at least one
employer in a multiple employer plan that has more than 20 employees.

¢ Ifyou have Medicare because of ESRD, your group health plan will pay first for the first
30 months after you become eligible for Medicare.
These types of coverage usually pay first for services related to each type:
¢ No-fault insurance (including automobile insurance)
e Liability (including automobile insurance)
¢ Black lung benefits

e Workers’ compensation
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Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after
Medicare, employer group health plans, and/or Medigap have paid.

17



CHAPTER 2:

Important phone numbers
and resources



2024 Evidence of Coverage for Medica Group Prime Solution w/Rx 19
Chapter 2. Important phone numbers and resources

SECTION 1 Our plan contacts
(how to contact us, including how to reach Member
Services)

How to contact our plan’s Member Services

For assistance with claims, billing or member card questions, please call or write to Member
Services. We will be happy to help you.

Method Member Services — Contact Information

CALL 1 (800) 575-2330
Calls to this number are free. We are available from Oct. 1 — March 31,
8 am. -9 p.m. CT, 7 days a week and April 1 — Sept. 30 from 8 a.m. —
9 p.m. CT, Monday — Friday.

Member Services also has free language interpreter services available for
non-English speakers.

TTY 711
This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.

Calls to this number are free. We are available from Oct. 1 — March 31,
8 am. -9 p.m. CT, 7 days a week and April 1 — Sept. 30 from 8 a.m. —
9 p.m. CT, Monday — Friday.

FAX (952) 992-3660

WRITE Medica Member Services
Route CP520
PO Box 9310
Minneapolis, MN 55440
Medica.com/Forms

WEBSITE Medica.com/Members

How to contact us when you are asking for a coverage decision or appeal, or
making a complaint about your medical care or your Part D Prescription Drugs

A coverage decision is a decision we make about your benefits and coverage or about the amount
we will pay for your medical services or Part D prescription drugs. An appeal is a formal way of
asking us to review and change a coverage decision we have made. You can make a complaint
about us or one of our network providers or pharmacies, including a complaint about the quality
of your care. This type of complaint does not involve coverage or payment disputes. For more
information on asking for coverage decisions or appeals, or on making a complaint about your


https://www.medica.com/shop/medicare/plan-materials-forms
https://www.medica.com/members

2024 Evidence of Coverage for Medica Group Prime Solution w/Rx 20
Chapter 2. Important phone numbers and resources

medical care or Part D prescription drugs, see Chapter 9 (What to do if you have a problem or
complaint (coverage decisions, appeals, complaints)).

Method Coverage Decisions and Appeals, or Complaints for Medical Care or
for Part D Prescription Drugs — Contact Information

CALL 1 (800) 575-2330
Calls to this number are free. We are available from Oct. 1 — March 31,
8 am. -9 p.m. CT, 7 days a week and April 1 — Sept. 30 from 8 a.m. —
9 p.m. CT, Monday — Friday.
For expedited requests, call 1 (800) 575-2330. If you call during off
hours, your voice message will be returned the next business day.

TTY 711
This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.
Calls to this number are free. We are available from Oct. 1 — March 31,
8 am. -9 p.m. CT, 7 days a week and April 1 — Sept. 30 from 8 a.m. —
9 p.m. CT, Monday — Friday.

FAX (952) 992-3660

WRITE Medica Member Services
Route CP520
PO Box 9310
Minneapolis, MN 55440
AskGovtPrograms@Medica.com

WEBSITE Medica.com/Members

MEDICARE You can submit a complaint about our plan directly to Medicare. To

WEBSITE submit an online complaint to Medicare, go to www.medicare.gov/
MedicareComplaintForm/home.aspx.

Where to send a request asking us to pay for our share of the cost for medical
care or a drug you have received

If you have received a bill or paid for services (such as a provider bill) that you think we should
pay for, you may need to ask us for reimbursement or to pay the provider bill. See Chapter 7
(Asking us to pay our share of a bill you have received for covered medical services or drugs).

Please note: If you send us a payment request and we deny any part of your request, you can
appeal our decision. See Chapter 9 (What to do if you have a problem or complaint (coverage
decisions, appeals, complaints)) for more information.


mailto:AskGovtPrograms@Medica.com
https://www.medica.com/members
https://www.medicare.gov/MedicareComplaintForm/home.aspx
https://www.medicare.gov/MedicareComplaintForm/home.aspx

2024 Evidence of Coverage for Medica Group Prime Solution w/Rx

21

Chapter 2. Important phone numbers and resources
Method Payment Requests — Contact Information
WRITE Part C (Medical) Claims:

Medica Government Programs
PO Box 30990
Salt Lake City, UT 84130

Part D (Prescription) Claims:
Medica Member Services
Route CP520

PO Box 9310

Minneapolis, MN 55440

For help with this, contact us online: Medica.com/Forms

SECTION 2 Medicare

(how to get help and information directly from the Federal
Medicare program)

Medicare is the Federal health insurance program for people 65 years of age or older, some
people under age 65 with disabilities, and people with End-Stage Renal Disease (permanent
kidney failure requiring dialysis or a kidney transplant).

The Federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services
(sometimes called CMS). This agency contracts with Medicare Advantage and Medicare Cost
Plan organizations including us.

Method

Medicare — Contact Information

CALL

1-800-MEDICARE, or 1-800-633-4227
Calls to this number are free.

24 hours a day, 7 days a week.

TTY

1-877-486-2048

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.

Calls to this number are free.

WEBSITE

www.Medicare.gov

This is the official government website for Medicare. It gives you up-to-
date information about Medicare and current Medicare issues. It also has
information about hospitals, nursing homes, physicians, home health
agencies, and dialysis facilities. It includes documents you can print



https://www.Medica.com/Forms
https://www.medicare.gov
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Method

Medicare — Contact Information

directly from your computer. You can also find Medicare contacts in your
state.

The Medicare website also has detailed information about your Medicare
eligibility and enrollment options with the following tools:

Medicare Eligibility Tool: Provides Medicare eligibility status
information

Medicare Plan Finder: Provides personalized information about
available Medicare prescription drug plans, Medicare health plans,
and Medigap (Medicare Supplement Insurance) policies in your
area. These tools provide an estimate of what your out-of-pocket
costs might be in different Medicare plans.

You can also use the website to tell Medicare about any complaints you
have about our plan:

Tell Medicare about your complaint: You can submit a
complaint about our plan directly to Medicare. To submit a
complaint to Medicare, go to www.medicare.gov/
MedicareComplaintForm/home.aspx. Medicare takes your
complaints seriously and will use this information to help improve
the quality of the Medicare program.

If you don’t have a computer, your local library or senior center may be
able to help you visit this website using its computer. Or, you can call
Medicare and tell them what information you are looking for. They will
find the information on the website and review the information with you.
(You can call Medicare at 1-800-MEDICARE (1-800-633-4227),

24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.)

SECTION 3 State Health Insurance Assistance Program
(free help, information, and answers to your questions about
Medicare)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselors in every state. Refer to Addendum A at the back of this Evidence of Coverage for the
name and contact information of the SHIP in your state.

A SHIP is an independent (not connected with any insurance company or health plan) state
program that gets money from the Federal government to give free local health insurance
counseling to people with Medicare.

SHIP counselors can help you understand your Medicare rights, help you make complaints about
your medical care or treatment, and help you straighten out problems with your Medicare bills.


https://www.medicare.gov/MedicareComplaintForm/home.aspx
https://www.medicare.gov/MedicareComplaintForm/home.aspx
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SHIP counselors can also help you with Medicare questions or problems and help you
understand your Medicare plan choices and answer questions about switching plans.

METHOD TO ACCESS SHIP and OTHER RESOURCES:

¢ Visit https://www.shiphelp.org (Click on SHIP LOCATOR in middle of page)

e Select your STATE from the list. This will take you to a page with phone numbers and
resources specific to your state.

SECTION 4 Quality Improvement Organization

There is a designated Quality Improvement Organization for serving Medicare beneficiaries in
each state. Refer to Addendum A at the back of this Evidence of Coverage for the name and
contact information of the Quality Improvement Organization (QIO) in your state.

The QIO has a group of doctors and other health care professionals who are paid by Medicare to
check on and help improve the quality of care for people with Medicare. The QIO is an
independent organization. It is not connected with our plan.

You should contact the QIO in any of these situations:
® You have a complaint about the quality of care you have received
® You think coverage for your hospital stay is ending too soon

® You think coverage for your home health care, skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services are ending too soon

SECTION 5 Social Security

Social Security is responsible for determining eligibility and handling enrollment for Medicare.
U.S. citizens and lawful permanent residents who are 65 or older, or who have a disability or
End-Stage Renal Disease and meet certain conditions, are eligible for Medicare. If you are
already getting Social Security checks, enrollment into Medicare is automatic. If you are not
getting Social Security checks, you have to enroll in Medicare. To apply for Medicare, you can
call Social Security or visit your local Social Security office.

Social Security is also responsible for determining who has to pay an extra amount for their

Part D drug coverage because they have a higher income. If you got a letter from Social Security
telling you that you have to pay the extra amount and have questions about the amount or if your
income went down because of a life-changing event, you can call Social Security to ask for
reconsideration.

If you move or change your mailing address, it is important that you contact Social Security to
let them know.


https://www.shiphelp.org
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Method

Social Security — Contact Information

CALL

1-800-772-1213
Calls to this number are free.
Available 8:00 am to 7:00 pm, Monday through Friday.

You can use Social Security’s automated telephone services to get
recorded information and conduct some business 24 hours a day.

TTY

1-800-325-0778

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.

Calls to this number are free.
Available 8:00 am to 7:00 pm, Monday through Friday.

WEBSITE

WWW.S84.20V

SECTION 6 Medicaid

Medicaid is a joint Federal and state government program that helps with medical costs for
certain people with limited incomes and resources. Some people with Medicare are also eligible
for Medicaid. The programs offered through Medicaid help people with Medicare pay their
Medicare costs, such as their Medicare premiums. These Medicare Savings Programs include:

¢ Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B
premiums, and other cost sharing (like deductibles, coinsurance, and copayments). (Some
people with QMB are also eligible for full Medicaid benefits (QMB+).)

* Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums.
(Some people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

¢ Qualifying Individual (QI): Helps pay Part B premiums

¢ Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums

To find out more about Medicaid and its programs, contact the Medicaid agency for your state.
Refer to Addendum A at the back of this Evidence of Coverage for the Medicaid agency name
and contact information for your state.


https://www.ssa.gov
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SECTION 7 Information about programs to help people pay for their
prescription drugs

The Medicare.gov website (https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-
drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs) provides
information on how to lower your prescription drug costs. For people with limited incomes, there
are also other programs to assist, described below.

Medicare’s “Extra Help” Program

Medicare provides “Extra Help” to pay prescription drug costs for people who have limited
income and resources. Resources include your savings and stocks, but not your home or car. If
you qualify, you get help paying for any Medicare drug plan’s monthly premium, yearly
deductible, and prescription copayments. This “Extra Help” also counts toward your out-of-
pocket costs.

If you automatically qualify for “Extra Help” Medicare will mail you a letter. You will not have
to apply. If you do not automatically qualify you may be able to get “Extra Help” to pay for your
prescription drug premiums and costs. To see if you qualify for getting “Extra Help,” call:

e 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24 hours a
day, 7 days a week;

e The Social Security Office at 1-800-772-1213, between 8 am to 7 pm, Monday through
Friday. TTY users should call 1-800-325-0778; or

® Your State Medicaid Office. (See Section 6 of this chapter for contact information.)

If you believe you have qualified for “Extra Help” and you believe that you are paying an
incorrect cost-sharing amount when you get your prescription at a pharmacy, our plan has a
process for you to either request assistance in obtaining evidence of your proper copayment
level, or, if you already have the evidence, to provide this evidence to us.

e (Contact Member Services as soon as possible to request assistance with obtaining best
available evidence. You may contact us by calling or writing to us at the numbers or
address listed under Section 1 of Chapter 2.

® When we receive the evidence showing your copayment level, we will update our system
so that you can pay the correct copayment when you get your next prescription at the
pharmacy. If you overpay your copayment, we will reimburse you. Either we will forward
a check to you in the amount of your overpayment, or we will offset future copayments. If
the pharmacy hasn’t collected a copayment from you and is carrying your copayment as a
debt owed by you, we may make the payment directly to the pharmacy. If a state paid on
your behalf, we may make payment directly to the state. Please contact Member Services
if you have questions.


https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/costs-in-the-coverage-gap/6-ways-to-get-help-with-prescription-costs
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs
https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/costs-in-the-coverage-gap/5-ways-to-get-help-with-prescription-costs
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What if you have coverage from an AIDS Drug Assistance Program (ADAP)?
What is the AIDS Drug Assistance Program (ADAP)?

The AIDS Drug Assistance Program (ADAP) helps ADAP-eligible individuals living with
HIV/AIDS have access to life-saving HIV medications. Medicare Part D prescription drugs that

are also on the ADAP formulary qualify for prescription cost-sharing assistance through the
ADAP.

Note: To be eligible for the ADAP operating in your State, individuals must meet certain
criteria, including proof of State residence and HIV status, low income as defined by the State,
and uninsured/under-insured status. If you change plans, please notify your local ADAP
enrollment worker so you can continue to receive assistance. For information on eligibility
criteria, covered drugs, or how to enroll in the program, please call the ADAP for your state.

Refer to Addendum A at the back of this Evidence of Coverage for the name and contact
information of the ADAP in your state.

SECTION 8 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers
comprehensive benefit programs for the nation’s railroad workers and their families. If you
receive your Medicare through the Railroad Retirement Board, it is important that you let them
know if you move or change your mailing address. If you have questions regarding your benefits
from the Railroad Retirement Board, contact the agency.

Method Railroad Retirement Board — Contact Information

CALL 1-877-772-5772
Calls to this number are free.

If you press “0”, you may speak with an RRB representative from
9:00 am to 3:30 pm, Monday, Tuesday, Thursday, and Friday, and from
9:00 am to 12:00 pm on Wednesday.

If you press “1”, you may access the automated RRB HelpLine and
recorded information 24 hours a day, including weekends and holidays.

TTY 1-312-751-4701

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.

Calls to this number are not free.

WEBSITE rrb.gov/



https://rrb.gov/
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SECTION 9 Do you have group insurance or other health insurance
from an employer?

If you (or your spouse or domestic partner) get benefits from your (or your spouse or domestic
partner’s) employer or retiree group as part of this plan, you may call the employer/union
benefits administrator or Member Services if you have any questions. You can ask about your (or
your spouse or domestic partner’s) employer or retiree health benefits, premiums, or the
enrollment period. (Phone numbers for Member Services are printed on the back cover of this
document.) You may also call 1-800-MEDICARE (1-800-633-4227; TTY: 1-877-486-2048)
with questions related to your Medicare coverage under this plan.

If you have other prescription drug coverage through your (or your spouse or domestic partner’s)
employer or retiree group, please contact that group’s benefits administrator. The benefits
administrator can help you determine how your current prescription drug coverage will work
with our plan.



CHAPTER 3:

Using the plan for your medical
services
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SECTION 1 Things to know about getting your medical care as a
member of our plan

This chapter explains what you need to know about using the plan to get your medical care
covered. It gives definitions of terms and explains the rules you will need to follow to get the
medical treatments, services, equipment, prescription drugs, and other medical care that are
covered by the plan.

For the details on what medical care is covered by our plan and how much you pay when you get
this care, use the benefits chart in the next chapter, Chapter 4 (Medical Benefits Chart, what is
covered and what you pay).

Section 1.1 What are network providers and covered services?

® Providers are doctors and other health care professionals licensed by the state to provide
medical services and care. The term providers also includes hospitals and other health care
facilities.

e Network providers are the doctors and other health care professionals, medical groups,
hospitals, and other health care facilities that have an agreement with us to accept our
payment and your cost-sharing amount as payment in full. We have arranged for these
providers to deliver covered services to members in our plan.

® Covered services include all the medical care, health care services, supplies, equipment,
and Prescription Drugs that are covered by our plan. Your covered services for medical
care are listed in the benefits chart in Chapter 4. Your covered services for prescription
drugs are discussed in Chapter 5.

Section 1.2 Basic rules for getting your medical care covered by the plan

As a Medicare health plan, our plan must cover all services covered by Original Medicare and
must follow Original Medicare’s coverage rules.

Our plan will generally cover your medical care as long as:

e The care you receive is included in the plan’s Medical Benefits Chart (this chart is in
Chapter 4 of this document).

e The care you receive is considered medically necessary. Medically necessary means
that the services, supplies, equipment, or drugs are needed for the prevention, diagnosis, or
treatment of your medical condition and meet accepted standards of medical practice.

* You generally must receive your care from a network provider for our plan to cover
the services.

o Ifwe do not cover services you receive from an out-of-network provider, the
services will be covered by Original Medicare if they are Medicare-covered
services. Except for emergency or urgently needed services, if you get services
covered by Original Medicare from an out-of-network provider then you must pay
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Original Medicare’s cost-sharing amounts. For information on Original Medicare’s
cost-sharing amounts, call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7
days a week. TTY users should call 1-877-486-2048.

o You should get supplemental benefits from a network provider. If you get covered
supplemental benefits, such as HealthAdvocateS™, from an out-of-network provider
then you must pay the entire cost of the service.

o If an out-of-network provider sends you a bill that you think we should pay, please
contact Member Services. Generally, it is best to ask an out-of-network provider to
bill Original Medicare first, and then to bill us for the remaining amount. We may
require the out-of-network provider to bill Original Medicare. We will then pay any
applicable Medicare coinsurance and deductibles minus your copayments on your
behalf.

SECTION 2 Use providers in the plan’s network to get your medical
care

Section 2.1 How to get care from specialists and other network providers

A specialist is a doctor who provides health care services for a specific disease or part of the
body. There are many kinds of specialists. Here are a few examples:

® Oncologists care for patients with cancer
e (ardiologists care for patients with heart conditions
e Orthopedists care for patients with certain bone, joint, or muscle conditions
You do not need a referral to see a network specialist. You can choose a specialist by using the

Provider Directory, asking your primary care provider for help, or getting help from Member
Services.

What if a specialist or another network provider leaves our plan?

We may make changes to the hospitals, doctors, and specialists (providers) that are part of your
plan during the year. If your doctor or specialist leaves your plan you have certain rights and
protections that are summarized below:

¢ Even though our network of providers may change during the year, Medicare requires that
we furnish you with uninterrupted access to qualified doctors and specialists.

e We will notify you that your provider is leaving our plan so that you have time to select a
new provider.

o Ifyour primary care or behavioral health provider leaves our plan, we will notify
you if you have seen that provider within the past three years.

o Ifany of your other providers leave our plan, we will notify you if you are assigned
to the provider, currently receive care from them, or have seen them within the past
three months.



2024 Evidence of Coverage for Medica Group Prime Solution w/Rx 31
Chapter 3. Using the plan for your medical services

We will assist you in selecting a new qualified in-network provider that you may access
for continued care.

If you are currently undergoing medical treatment or therapies with your current provider,
you have the right to request, and we will work with you to ensure, that the medically
necessary treatment or therapies you are receiving continues.

We will provide you with information about the different enrollment periods available to
you and options you may have for changing plans.

If you find out your doctor or specialist is leaving your plan, please contact us so we can
assist you in finding a new provider to manage your care.

If you believe we have not furnished you with a qualified provider to replace your
previous provider or that your care is not being appropriately managed, you have the right
to file a quality of care complaint to the QIO, a quality of care grievance to the plan, or
both. Please see Chapter 9.

SECTION 3 How to get services when you have an emergency or

urgent need for care or during a disaster

Section 3.1 Getting care if you have a medical emergency

What is a medical emergency and what should you do if you have one?

A medical emergency is when you, or any other prudent layperson with an average knowledge
of health and medicine, believe that you have medical symptoms that require immediate medical
attention to prevent your loss of life (and, if you are a pregnant woman, loss of an unborn child),
loss of a limb or function of a limb, or loss of or serious impairment to a bodily function. The
medical symptoms may be an illness, injury, severe pain, or a medical condition that is quickly
getting worse.

If you have a medical emergency:

Get help as quickly as possible. Call 911 for help or go to the nearest emergency room or
hospital. Call for an ambulance if you need it. You do not need to get approval. You do not
need to use a network doctor. You may get covered emergency medical care whenever you
need it, anywhere in the United States or its territories, and from any provider with an
appropriate state license even if they are not part of our network. You are also covered for
worldwide emergency medical care in a hospital. If you receive emergency medical care
outside the United States or its territories, please contact Member Services to assist you in
assembling the information needed to process your claim. See the Medical Benefits Chart
in Chapter 4 for more information. Ambulance services outside the United States or its
territories are not covered by Original Medicare or our plan.

What is covered if you have a medical emergency?

You may get covered emergency medical care whenever you need it, without prior authorization,
anywhere in the United States or its territories. Our plan covers ambulance services in situations



2024 Evidence of Coverage for Medica Group Prime Solution w/Rx 32
Chapter 3. Using the plan for your medical services

where getting to the emergency room in any other way could endanger your health. We also
cover medical services during the emergency.

The doctors who are giving you emergency care will decide when your condition is stable, and
the medical emergency is over.

If your emergency care is provided by out-of-network providers, we will try to arrange for
network providers to take over your care as soon as your medical condition and the
circumstances allow. After the emergency is over you are entitled to follow-up care to be sure
your condition continues to be stable. Your doctors will continue to treat you until your doctors
contact us and make plans for additional care. Your follow-up care will be covered by our plan.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go
in for emergency care — thinking that your health is in serious danger — and the doctor may say
that it wasn’t a medical emergency after all. If it turns out that it was not an emergency, as long
as you reasonably thought your health was in serious danger, we will cover your care.

However, after the doctor has said that it was not an emergency, we will cover additional care
only if you go to a network provider to get the additional care. If you get additional care from an
out-of-network provider after the doctor says it was not an emergency, you will normally have
to pay Original Medicare’s cost sharing.

For more information, see the Medical Benefits Chart in Chapter 4 of this document.

Section 3.2 Getting care when you have an urgent need for services

What are urgently needed services?

An urgently needed service is a non-emergency, unforeseen medical illness, injury, or condition
that requires immediate medical care. For example, an unforeseen flare-up of a known condition
that you have or a severe sore throat that occurs over the weekend. Urgently needed services may
be furnished by out-of-network providers when it is unreasonable, given your circumstances, to
obtain immediate care from network providers.

Please contact Member Services for assistance with locating a provider in your area.

When you are outside the service area and cannot get care from a network provider, our plan will
cover urgently needed services that you get from any provider.

Our plan covers worldwide emergency services outside the United States under the following
circumstances, when the emergency care is:
1. Rendered by a provider qualified to furnish emergency services; and

2. Needed to treat, evaluate, or stabilize an emergency medical condition.
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Our plan does not cover urgently needed services or ambulance services outside of the United
States and its territories.

Section 3.3 Getting care during a disaster

If the Governor of your state, the U.S. Secretary of Health and Human Services, or the President
of the United States declares a state of disaster or emergency in your geographic area, you are
still entitled to care from your plan.

Please visit the following website: Medica.com/Members for information on how to obtain
needed care during a disaster.

If you cannot use a network provider during a disaster, your plan will allow you to obtain care
from out-of-network providers at in-network cost sharing. If you cannot use a network pharmacy
during a disaster, you may be able to fill your prescription drugs at an out-of-network pharmacy.
Please see Chapter 5, Section 2.5 for more information.

SECTION 4 What if you are billed directly for the full cost of your
services?

Section 4.1 You can ask us to pay our share of the cost of covered services

If you have paid more than your plan cost-sharing for covered services, or if you have received a
bill for the full cost of covered medical services, go to Chapter 7 (4sking us to pay our share of a
bill you have received for covered medical services or drugs) for information about what to do.

Section 4.2 If services are not covered by our plan or Original Medicare, you
must pay the full cost

Our plan covers all medically necessary services as listed in the Medical Benefits Chart in
Chapter 4 of this document. If you receive services not covered by our plan or services obtained
out of network and were not authorized, you are responsible for paying the full cost of services.
You have the right to seek care from any provider that is qualified to treat Medicare members.
However, Original Medicare pays your claims, and you must pay your cost sharing.

SECTION 5 How are your medical services covered when you are in
a clinical research study?

Section 5.1 What is a clinical research study?

A clinical research study (also called a clinical trial) is a way that doctors and scientists test new
types of medical care, like how well a new cancer drug works. Certain clinical research studies
are approved by Medicare. Clinical research studies approved by Medicare typically request
volunteers to participate in the study.


https://www.medica.com/members
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Once Medicare approves the study, and you express interest, someone who works on the study
will contact you to explain more about the study and see if you meet the requirements set by the
scientists who are running the study. You can participate in the study as long as you meet the
requirements for the study, and you have a full understanding and acceptance of what is involved
if you participate in the study.

If you participate in a Medicare-approved study, Original Medicare pays most of the costs for the
covered services you receive as part of the study. If you tell us that you are in a qualified clinical
trial, then you are only responsible for the in-network cost sharing for the services in that trial. If
you paid more, for example, if you already paid the Original Medicare cost-sharing amount, we
will reimburse the difference between what you paid and the in-network cost sharing. However,
you will need to provide documentation to show us how much you paid. When you are in a
clinical research study, you may stay enrolled in our plan and continue to get the rest of your
care (the care that is not related to the study) through our plan.

If you want to participate in any Medicare-approved clinical research study, you do not need to
tell us or to get approval from us. The providers that deliver your care as part of the clinical
research study do nof need to be part of our plan’s network of providers. Please note that this
does not include benefits for which our plan is responsible that include, as a component, a
clinical trial or registry to assess the benefit. These include certain benefits specified under
national coverage determinations (NCDs) and investigational device trials (IDE) and may be
subject to prior authorization and other plan rules.

Although you do not need to get our plan’s permission to be in a clinical research study covered
for Medicare Advantage enrollees by Original Medicare, we encourage you to notify us in
advance when you choose to participate in Medicare-qualified clinical trials.

If you participate in a study that Medicare has not approved, you will be responsible for paying
all costs for your participation in the study.

Section 5.2 When you participate in a clinical research study, who pays for
what?

Once you join a Medicare-approved clinical research study, Original Medicare covers the routine
items and services you receive as part of the study, including:

e Room and board for a hospital stay that Medicare would pay for even if you weren’t in a
study

® An operation or other medical procedure if it is part of the research study

e Treatment of side effects and complications of the new care
After Medicare has paid its share of the cost for these services, our plan will pay the difference
between the cost sharing in Original Medicare and your in-network cost sharing as a member of

our plan. This means you will pay the same amount for the services you receive as part of the
study as you would if you received these services from our plan. However, you are required to



2024 Evidence of Coverage for Medica Group Prime Solution w/Rx 35
Chapter 3. Using the plan for your medical services

submit documentation showing how much cost sharing you paid. Please see Chapter 7 for more
information for submitting requests for payments.

Here’s an example of how the cost sharing works: Let’s say that you have a lab test that costs
$100 as part of the research study. Let’s also say that your share of the costs for this test is $20
under Original Medicare, but the test would be $10 under our plan’s benefits. In this case,
Original Medicare would pay $80 for the test, and you would pay the $20 copay required under
Original Medicare. You would then notify your plan that you received a qualified clinical trial
service and submit documentation such as a provider bill to the plan. The plan would then
directly pay you $10. Therefore, your net payment is $10, the same amount you would pay under
our plan’s benefits. Please note that in order to receive payment from your plan, you must submit
documentation to your plan such as a provider bill.

We will pay the Medicare Part A or Part B deductible.

When you are part of a clinical research study, neither Medicare nor our plan will pay for any
of the following:

¢ Generally, Medicare will not pay for the new item or service that the study is testing unless
Medicare would cover the item or service even if you were not in a study.

e Items or services provided only to collect data, and not used in your direct health care. For
example, Medicare would not pay for monthly CT scans done as part of the study if your
medical condition would normally require only one CT scan.

Do you want to know more?

You can get more information about joining a clinical research study by visiting the Medicare
website to read or download the publication Medicare and Clinical Research Studies. (The
publication is available at: www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-
Research-Studies.pdf.) You can also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day,
7 days a week. TTY users should call 1-877-486-2048.

SECTION 6 Rules for getting care in a religious non-medical health
care institution

Section 6.1 What is a religious non-medical health care institution?

A religious non-medical health care institution is a facility that provides care for a condition that
would ordinarily be treated in a hospital or skilled nursing facility. If getting care in a hospital or
a skilled nursing facility is against a member’s religious beliefs, we will instead provide
coverage for care in a religious non-medical health care institution. This benefit is provided only
for Part A inpatient services (non-medical health care services).


https://www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-Studies.pdf
https://www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-Studies.pdf
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Section 6.2 Receiving care from a religious non-medical health care
institution

To get care from a religious non-medical health care institution, you must sign a legal document
that says you are conscientiously opposed to getting medical treatment that is non-excepted.

¢ Non-excepted medical care or treatment is any medical care or treatment that is voluntary
and not required by any federal, state, or local law.

¢ Excepted medical treatment is medical care or treatment that you get that is not voluntary
or is required under federal, state, or local law.
To be covered by our plan, the care you get from a religious non-medical health care institution
must meet the following conditions:
e The facility providing the care must be certified by Medicare.
® OQOur plan’s coverage of services you receive is limited to non-religious aspects of care.

e [fyou get services from this institution that are provided to you in a facility, the following
condition applies:

o You must have a medical condition that would allow you to receive covered services

for inpatient hospital care or skilled nursing facility care.

Medicare Inpatient Hospital coverage limits may apply. Refer to the Medical Benefits Chart in
Chapter 4.

SECTION 7 Rules for ownership of durable medical equipment

Section 7.1 Will you own the durable medical equipment after making a
certain number of payments under our plan?

Durable medical equipment (DME) includes items such as hospital beds ordered by a provider
for use in the home, oxygen equipment and supplies, wheelchairs, walkers, powered mattress
systems, crutches, diabetic supplies, compression stockings, speech generating devices, [V
infusion pumps, and nebulizers. The member always owns certain items, such as prosthetics. In
this section, we discuss other types of DME that you must rent.

In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for 13 months. As a member of our plan, however, you usually will not
acquire ownership of rented DME items no matter how many copayments you make for the item
while a member of our plan, even if you made up to 12 consecutive payments for the DME item
under Original Medicare before you joined our plan. Under certain limited circumstances we will
transfer ownership of the DME item to you. Call Member Services for more information.
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What happens to payments you made for durable medical equipment if you
switch to Original Medicare?

If you did not acquire ownership of the DME item while in our plan, you will have to make 13
new consecutive payments after you switch to Original Medicare in order to own the item. The
payments made while enrolled in your plan do not count.

Example 1: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. The payments you made in Original Medicare do not count. You will have
to make 13 payments to our plan before owning the item.

Example 2: You made 12 or fewer consecutive payments for the item in Original Medicare and
then joined our plan. You were in our plan but did not obtain ownership while in our plan. You
then go back to Original Medicare. You will have to make 13 consecutive new payments to own
the item once you join Original Medicare again. All previous payments (whether to our plan or
to Original Medicare) do not count.

Section 7.2 Rules for oxygen equipment, supplies, and maintenance

What oxygen benefits are you entitled to?
If you qualify for Medicare oxygen equipment coverage our plan will cover:
e Rental of oxygen equipment
¢ Delivery of oxygen and oxygen contents
¢ Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents
¢ Maintenance and repair of oxygen equipment

If you leave our plan or no longer medically require oxygen equipment, then the oxygen
equipment must be returned.

What happens if you leave your plan and return to Original Medicare?

Original Medicare requires an oxygen supplier to provide you services for five years. During the
first 36 months you rent the equipment. The remaining 24 months the supplier provides the
equipment and maintenance (you are still responsible for the copayment for oxygen). After five
years you may choose to stay with the same company or go to another company. At this point,
the five-year cycle begins again, even if you remain with the same company, requiring you to
pay copayments for the first 36 months. If you join or leave our plan, the five-year cycle starts
over.



CHAPTER 4:
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SECTION 1 Understanding your out-of-pocket costs for covered
services

This chapter provides a Medical Benefits Chart that lists your covered services and shows how
much you will pay for each covered service as a member of our plan. Later in this chapter, you
can find information about medical services that are not covered. It also explains limits on
certain services.

Section 1.1 Types of out-of-pocket costs you may pay for your covered
services

To understand the payment information we give you in this chapter, you need to know about the
types of out-of-pocket costs you may pay for your covered services.

e Copayment is the fixed amount you pay each time you receive certain medical services.
You pay a copayment at the time you get the medical service. (The Medical Benefits Chart
in Section 2 tells you more about your copayments.)

e Coinsurance is the percentage you pay of the total cost of certain medical services. You
pay a coinsurance at the time you get the medical service. (The Medical Benefits Chart in
Section 2 tells you more about your coinsurance.)

Most people who qualify for Medicaid or for the Qualified Medicare Beneficiary (QMB)
program should never pay deductibles, copayments or coinsurance. Be sure to show your proof
of Medicaid or QMB eligibility to your provider, if applicable.

Section 1.2 What is the most you will pay for covered medical services?

There is a limit on the total amount you have to pay out-of-pocket each year for medical services
that are covered by our plan. This limit is called the maximum out-of-pocket (MOOP) amount
for medical services. For calendar year 2024 this amount is $3,250.

The amounts you pay for copayments and coinsurance for covered services count toward this
maximum out-of-pocket amount. (The amounts you pay for your plan premiums and for your
Part D prescription drugs do not count toward your maximum out-of-pocket amount. In addition,
amounts you pay for some services do not count toward your maximum out-of-pocket amount.
These services are marked with a caret (*) in the Medical Benefits Chart.) If you reach the
maximum out-of-pocket amount of $3,250, you will not have to pay any out-of-pocket costs for
the rest of the year for covered services. However, you must continue to pay your plan premium
and the Medicare Part B premium (unless your Part B premium is paid for you by Medicaid or
another third party).

Section 1.3 Our plan does not allow providers to balance bill you

As a member of our plan, an important protection for you is that you only have to pay your cost-
sharing amount when you get services covered by our plan. Providers may not add additional
separate charges, called balance billing. This protection applies even if we pay the provider less
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than the provider charges for a service and even if there is a dispute and we don’t pay certain
provider charges.

Here is how this protection works.

e If your cost sharing is a copayment (a set amount of dollars, for example, $15.00), then
you pay only that amount for any covered services from a network provider.

e Ifyour cost sharing is a coinsurance (a percentage of the total charges), then you never pay
more than that percentage. However, your cost depends on which type of provider you see:

o If you receive the covered services from a network provider, you pay the
coinsurance percentage multiplied by the plan’s reimbursement rate (as determined
in the contract between the provider and the plan).

o Ifyoureceive the covered services from an out-of-network provider who
participates with Medicare, you pay the coinsurance percentage multiplied by the
Medicare payment rate for participating providers. (Remember, the plan covers
services from out-of-network providers only in certain situations, such as when you
get a referral or for emergencies or urgently needed services).

o Ifyou receive the covered services from an out-of-network provider who does not
participate with Medicare, you pay the coinsurance percentage multiplied by the
Medicare payment rate for non-participating providers. (Remember, the plan covers
services from out-of-network providers only in certain situations, such as when you
get a referral, or for emergencies or outside the service area for urgently needed
services).

e [fyou believe a provider has balance billed you, call Member Services.

SECTION 2 Use the Medical Benefits Chart to find out what is
covered and how much you will pay

Section 2.1 Your medical benefits and costs as a member of the plan

The Medical Benefits Chart on the following pages lists the services our plan covers and what
you pay out-of-pocket for each service, Part D prescription drug coverage is in Chapter 5. The
services listed in the Medical Benefits Chart are covered only when the following coverage
requirements are met:

® Your Medicare covered services must be provided according to the coverage guidelines
established by Medicare.

® Your services (including medical care, services, supplies, equipment, and Part B
prescription drugs) must be medically necessary. Medically necessary means that the
services, supplies, or drugs are needed for the prevention, diagnosis, or treatment of your
medical condition and meet accepted standards of medical practice.

® You receive your care from a network provider. In most cases, care you receive from an
out-of-network provider will not be covered by our plan, unless it is emergent or urgent
care or unless your plan or a network provider has given you a referral.
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o Ifyou get Medicare-covered services from an out-of-network provider and we do
not cover the services, Original Medicare will cover the services. For any services
covered by Original Medicare instead of our plan, you must pay Original Medicare’s
cost-sharing amounts.

Other important things to know about our coverage:

e Like all Medicare health plans, we cover everything that Original Medicare covers. For
some of these benefits, you pay more in our plan than you would in Original Medicare.
For others, you pay less. (If you want to know more about the coverage and costs of
Original Medicare, look in your Medicare & You 2024 handbook. View it online at
www.medicare.gov or ask for 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.)

e For all preventive services that are covered at no cost under Original Medicare, we also
cover the service at no cost to you. However, if you also are treated or monitored for an
existing medical condition during the visit when you receive the preventive service, a
copayment will apply for the care received for the existing medical condition.

e [f Medicare adds coverage for any new services during 2024, either Medicare or our plan
will cover those services.

® More than one copayment or coinsurance may be required if you receive more than one
service during an office visit, Outpatient surgery, Outpatient hospital service, or Outpatient
hospital observation.

5 You will see this apple next to the preventive services in the benefits chart.
Medical Benefits Chart

In most cases, care you receive from an out-of-network provider will not be covered by our plan.
See Sections 1 and 2 in Chapter 3 for more information about requirements for using network
providers and the situations when we will cover services from an out-of-network provider.

If you get Medicare-covered services from an out-of-network provider and we do not cover the
services, Original Medicare will cover the services. For any services covered by Original
Medicare instead of our plan, you must pay Original Medicare’s cost-sharing amounts.

See Section 2.2 of this chapter for information on our plan’s Extended Absence Option.


https://www.medicare.gov
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Services that are covered for you

What you must pay when

you get these services

& Abdominal aortic aneurysm screening

A one-time screening ultrasound for people at risk. The plan
only covers this screening if you have certain risk factors and if
you get a referral for it from your physician, physician assistant,
nurse practitioner, or clinical nurse specialist.

There is no coinsurance,
copayment, or deductible
for members eligible for
this preventive screening.

Acupuncture for chronic low back pain

Covered services include:

Up to 12 visits in 90 days are covered for Medicare beneficiaries
under the following circumstances:

For the purpose of this benefit, chronic low back pain is defined
as:

e Lasting 12 weeks or longer;

® nonspecific, in that it has no identifiable systemic cause
(i.e., not associated with metastatic, inflammatory,
infectious disease, etc.);

® not associated with surgery; and
® not associated with pregnancy.

An additional eight sessions will be covered for those patients
demonstrating an improvement. No more than 20 acupuncture
treatments may be administered annually.

Treatment must be discontinued if the patient is not improving
or is regressing.

Provider Requirements:

Physicians (as defined in 1861(r)(1) of the Social Security Act
(the Act)) may furnish acupuncture in accordance with
applicable state requirements.

Physician assistants (PAs), nurse practitioners (NPs)/clinical
nurse specialists (CNSs) (as identified in 1861(aa)(5) of the
Act), and auxiliary personnel may furnish acupuncture if they
meet all applicable state requirements and have:

® amaster’s or doctoral level degree in acupuncture or
Oriental Medicine from a school accredited by the

$0 copayment for
Medicare-covered
acupuncture services
received from a primary
care provider.

$25 copayment for each
Medicare-covered
acupuncture service
received during a
specialist visit.

$20 copayment for each
Medicare-covered
acupuncture service
received during a
chiropractor visit.
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Services that are covered for you

What you must pay when

you get these services

Acupuncture for chronic low back pain (continued)

Accreditation Commission on Acupuncture and Oriental
Medicine (ACAOM); and,

e acurrent, full, active, and unrestricted license to practice
acupuncture in a State, Territory, or Commonwealth (i.e.,
Puerto Rico) of the United States, or District of Columbia.

Auxiliary personnel furnishing acupuncture must be under the
appropriate level of supervision of a physician, PA, or NP/CNS
required by our regulations at 42 CFR §§ 410.26 and 410.27.

Ambulance services

Covered ambulance services, whether for an emergency or non-
emergency situation, include fixed wing, rotary wing, and
ground ambulance services, to the nearest appropriate facility
that can provide care only if they are furnished to a member
whose medical condition is such that other means of
transportation could endanger the person’s health or if
authorized by the plan. If the covered ambulance services are
not for an emergency situation, it should be documented that the
member’s condition is such that other means of transportation
could endanger the person’s health and that transportation by
ambulance is medically required.

Ambulance services are covered in-network and out-of-network.

$265 copayment for each
ground and air
transportation one-way
trip.

Annual physical exam

We cover one exam per calendar year. It is a more
comprehensive exam than the annual wellness visit shown
below. A qualified physician or qualified non-physician
practitioner will collect health information and measure
different bodily systems as a baseline reading.

Covered services include:

e Detailed head-to-toe assessment with hands-on examination
of all body systems, such as heart, lung, head and neck, and
neurological.

® Measure and record vital signs, such as blood pressure,
heart rate and respiratory rate.

® Prescription medication review.

$0 copayment
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Annual physical exam (continued)

e Review of any recent hospitalization.

¢ Detailed medical/family history.

6 Annual wellness visit

annual wellness visit to develop or update a personalized
prevention plan based on your current health and risk factors.
This is covered once every 12 months.

months of your Welcome to Medicare preventive visit.
However, you don’t need to have had a Welcome to Medicare
visit to be covered for annual wellness visits after you’ve had
Part B for 12 months.

If you’ve had Part B for longer than 12 months, you can get an

Note: Your first annual wellness visit can’t take place within 12

There is no coinsurance,
copayment, or deductible
for the annual wellness
visit.

% Bone mass measurement

losing bone mass or at risk of osteoporosis), the following
services are covered every 24 months or more frequently if
medically necessary: procedures to identify bone mass, detect
bone loss, or determine bone quality, including a physician’s
interpretation of the results.

For qualified individuals (generally, this means people at risk of

There is no coinsurance,
copayment, or deductible
for Medicare-covered bone
mass measurement.

& Breast cancer screening (mammograms)

Covered services include:
¢ One baseline mammogram between the ages of 35 and 39

® One screening mammogram every 12 months for women
aged 40 and older

¢ (linical breast exams once every 24 months

Additional coverage includes:

® Preventive and diagnostic mammograms, including digital

and

® Preventive and diagnostic services or tests after a
mammogram.

“At risk for breast cancer” means: (1) having a family history
with one or more first- or second-degree relatives with breast

breast tomosynthesis for enrollees at risk for breast cancer;

There is no coinsurance,
copayment, or deductible
for covered screening
mammograms.

$0 copayment for each
Medicare-covered
diagnostic mammogram
and additional services or
tests following a
mammogram.
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% Breast cancer screening (mammograms) (continued)

cancer; (2) testing positive for BRCA1 or BRCA2 mutations;
(3) having heterogeneously dense breasts or extremely dense
breasts based on the Breast Imaging Reporting and Data System
established by the American College of Radiology; or (4)
having a previous diagnosis of breast cancer.

If a health care provider determines additional diagnostic
services or testing is required after a mammogram, our plan
provides coverage for the additional diagnostic services or
testing with no cost-sharing, including co-pay, deductible, or
coinsurance.

Cardiac rehabilitation services

Comprehensive programs of cardiac rehabilitation services that ~ $25 copayment
include exercise, education, and counseling are covered for
members who meet certain conditions with a doctor’s order.

The plan also covers intensive cardiac rehabilitation programs
that are typically more rigorous or more intense than cardiac
rehabilitation programs.

& Cardiovascular disease risk reduction visit (therapy for
cardiovascular disease)

We cover one visit per year with your primary care doctor to There is no coinsurance,
help lower your risk for cardiovascular disease. During this copayment, or deductible
visit, your doctor may discuss aspirin use (if appropriate), check  for the intensive

your blood pressure, and give you tips to make sure you’re behavioral therapy
eating healthy. cardiovascular disease

preventive benefit.

i Cardiovascular disease testing

Blood tests for the detection of cardiovascular disease (or There is no coinsurance,
abnormalities associated with an elevated risk of cardiovascular ~ copayment, or deductible
disease) once every 5 years (60 months). for cardiovascular disease

testing that is covered once
every 5 years.
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& Cervical and vaginal cancer screening

Covered services include:

¢ For all women: Pap tests and pelvic exams are covered once
every 24 months.

e [Ifyou are at high risk of cervical or vaginal cancer or you
are of childbearing age and have had an abnormal Pap test
within the past 3 years: one Pap test every 12 months.

There is no coinsurance,
copayment, or deductible
for Medicare-covered
preventive Pap and pelvic
exams.

Chiropractic services

Covered services include:

e We cover only manual manipulation of the spine to correct
subluxation

$20 copayment

& Colorectal cancer screening

The following screening tests are covered:

e Colonoscopy (or screening barium enema as an alternative)
has no minimum or maximum age limitation and is covered
once every 120 months (10 years) for patients not at high
risk, or 48 months after a previous flexible sigmoidoscopy
for patients who are not at high risk for colorectal cancer,
and once every 24 months for high-risk patients after a
previous screening colonoscopy or barium enema.

¢ Flexible sigmoidoscopy (or screening barium enema as an
alternative) for patients 45 years and older. Once every 48
months from the last flexible sigmoidoscopy or barium
enema.

e Screening fecal-occult blood test, or Guaiac-based fecal
occult blood test (gFOBT), or fecal immunochemical test
(FIT) for patients 45 years and older. Once every 12
months.

e Multitarget stool DNA for patients 45 years and older. Once
every 3 years.

* Blood-based Biomarker Tests for patients 45 to 85 years of
age and not meeting high risk criteria. Once every 3 years.

There is no coinsurance,
copayment, or deductible
for a Medicare-covered
colorectal cancer screening
exam, excluding barium
enemas, for which
coinsurance applies. If
your doctor finds and
removes a polyp or other
tissue during the
colonoscopy or flexible
sigmoidoscopy, the
screening exam becomes a
diagnostic exam and you
pay a $75 copayment for
your doctors’ services.

When the diagnostic exam
is performed in a hospital
outpatient setting, you are
also responsible for the
Outpatient surgery cost
sharing. You pay a $200
copayment for diagnostic
colonoscopies performed
in an outpatient hospital
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% Colorectal cancer screening (continued)

e C(Colorectal cancer screening tests include a follow-up
screening colonoscopy after a Medicare covered non-
invasive stool-based colorectal cancer screening test returns
a positive result.

facility or ambulatory
surgical center.

For additional information
on costs for covered
services, please refer to the
following sections found
in this Medical Benefits
Chart:

Medicare Part B
prescription drugs;
Outpatient diagnostic
tests and therapeutic
services and supplies;
Outpatient surgery,
including services
provided at hospital
outpatient facilities and
ambulatory surgical
centers; and
Physician/Practitioner
services, including
doctor’s office visits.

Conditions caused by breast implants

Services for the treatment of conditions caused by breast
implants is the same as that for treatment of any other condition.

Cost sharing is based upon
services received as with
any other condition.

Dental services allowance”

In general, preventive dental services (such as cleaning, routine
dental exams, and dental x-rays) are not covered by Original
Medicare. However, Medicare currently pays for dental services
in a limited number of circumstances, specifically when that
service is an integral part of specific treatment of a beneficiary’s
primary medical condition. Some examples include
reconstruction of the jaw following fracture or injury, tooth
extractions done in preparation for radiation treatment for
cancer involving the jaw, or oral exams preceding kidney
transplantation.

20% coinsurance for
Medicare-covered dental
services.
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Dental services allowance” (continued)

In addition:

~ Our plan pays up to a total of $1,000 for non-Medicare-
covered dental services every calendar year. You can access
your dental allowance using your Health+ by Medica card at
time of payment.

Dental services must be received from a licensed dentist within
the U.S. and its territories that accepts Visa®. Cosmetic
procedures, teeth whitening and orthodonture treatments are not
covered under this benefit.

Dental services must be received within the calendar year and
cannot be used to pay for dental insurance premiums or as pre-
payment for services not yet received. Please retain receipts
from services as Medica reserves the right to audit purchases
made with the allowance.

For more details on your card, refer to the Health+ by Medica
card section of the Chapter 4 Medical Benefits Chart.

" There is no coinsurance,
copayment, or deductible
for the non-Medicare-
covered dental allowance.
You will be responsible
for payment above the
benefit limit on your
Health+ by Medica card.

é Depression screening

We cover one screening for depression per year. The screening
must be done in a primary care setting that can provide follow-
up treatment and/or referrals.

There is no coinsurance,
copayment, or deductible
for an annual depression
screening visit.

DES related conditions

Coverage is provided on the same basis as any other illness.

Cost sharing is based upon
services received as with
any other disease.

& Diabetes screening

We cover this screening (includes fasting glucose tests) if you
have any of the following risk factors: high blood pressure
(hypertension), history of abnormal cholesterol and triglyceride
levels (dyslipidemia), obesity, or a history of high blood sugar
(glucose). Tests may also be covered if you meet other

There is no coinsurance,
copayment, or deductible
for the Medicare-covered
diabetes screening tests.




2024 Evidence of Coverage for Medica Group Prime Solution w/Rx

49

Chapter 4. Medical Benefits Chart (what is covered and what you pay)

Services that are covered for you

What you must pay when
you get these services

& Diabetes screening (continued)

requirements, like being overweight and having a family history
of diabetes.

Based on the results of these tests, you may be eligible for up to
two diabetes screenings every 12 months.

& Diabetes self-management training, diabetic services
and supplies

For all people who have diabetes (insulin and non-insulin users).
Covered services include:

¢ Supplies to monitor your blood glucose: Blood glucose
monitor, blood glucose test strips, lancet devices and
lancets, and glucose-control solutions for checking the
accuracy of test strips and monitors.

® For people with diabetes who have severe diabetic foot
disease: One pair per calen