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SECTION 1 Introduction

Section 1.1 You are enrolled in Generations Select (HMO), which is a
Medicare HMO

You are covered by Medicare, and you have chosen to get your Medicare health care and your
prescription drug coverage through our pl@enerations Sele¢HMO).

There are different types of Medicare health pl&enerations Sele¢HMO) is a Medicare
Advantage HMO Plan (HMO stands for Health Maintenance Organizaprpved by
Medicare and run by a private company

Coverage under this Plan qualifies aQualifying Health Coverage QHC) and satisfies the
Patient Protection an dndMdud sharetlaebpbrsibiiiar e Act 6s
requirement. Please visit the Internal Revenue Service (IRS) website at
https://www.irs.gov/AffordableCare Act/Individualsand Familiesfor more information.

Section 1.2 What is the Evidence of Coverage booklet about?

This Evidence of Coveradgaoklet tells you how to get your Medicare medical care and
prescription drugsoveredthrough our plan. This booklet explains your rights and
responsibilities, what is covered, and what you pay as a member of the plan.

The word Acoverageo and fAcovered sadthea ceso r e
prescription druggavailalle to you as a member Generations Sele¢HMO).

It 6s i mportant for you to | earn what the plano
We encourage you to set aside some time to look througB\tisnce of Coverageooklet.

Ifyouareconhi sed or concerned or just h&usbmet quest i
Care(phone numbers are printed on the back cover of this booklet).

Section 1.3 Legal information about the Evidence of Coverage

|l tés part of our contract with you

This Evidence of Coverage part of our contract with you about h@enerations Sele€HMO)

covers your care. Other parts of this contract include your enroliment forixistiad Covered

Drugs (Formulary) and any notices you receive fromai®ut change®tyour coverage or
conditions that affect your coverage. These n
Aamendments. o

The contract is in effect for months in which you are enrolleé@enerations Sele¢HMO)
between January 2020and December 32020


https://www.irs.gov/Affordable-Care-Act/Individuals-and-Families
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Each calendar year, Medicare allows us to make changes to the plans that we offer. This means
we can change the costs and benefitG@iferations Sele¢HMO) after December 32020 We

can also choose to stop offering the plartoasffer it in a different service area, after December
31,2020

Medicare must approve our plan each year
Medicare (the Centers for Medicare & Medicaid Services) must ap@ererations Select

(HMO) each year. You can continue to get Medicare coveragensember obur plan as long
as we choose to continue to offer the plan ldliedicarerenews 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 fomembership in our plan as long as:
1 You have both Medicare Part A and Medicare PafB&ction 2.2 tells you about
Medicare Part A and Medicare Part B)

1 -- and-- youlive in our geographic service aregetion 2.3 below describes our service
area)

-- and-- you are a Wited Statescitizen orarelawfully present in the United States

1 -- and-- you do not have EnR8tage Renal Disease (ESRD), with limited exceptions,
such as if you develop ESRD when you are already a member of a plan that we offer, or
you werea member of a different plan that was terminated.

Section 2.2 What are Medicare Part A and Medicare Part B?

When youfirst signed up for Medicare, you received information alvolet services are
covered undeMedicare Part A and Medicare Part B. Remember

1 Medicare Part A generallyelpscover services provided by hospitals (for inpatient
services, skilled nursing facilities, or home health agehcies

1T Medicare Part B is for most other medical
other outpatient seises)and certain items (such as durable medical equip(B8viE)
and supplies)

Section 2.3 Here is the plan service area for Generations Select (HMO)

Although Medicare is a Federal progra@enerations Sele€HMO) is available only to
individuals who live in our plan service area. remaina member of our plan, you must
continue to reside in the plaervice area. The service area is descridzdoiw.
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Our service area includes these countie®@klahoma

Adair Garfield Major Pawnee
Alfalfa Garvin Mayes Pittsburg
Blaine Grady McClain Pontotoc
Caddo Grant Mcintosh Pottawatomie
Canadian Haskell Muskogee Pushmataha
Cherokee Hughes Noble Rogers
Cleveland Jefferson Nowata Seminole
Cotton Kingfisher Okfuskee Tillman
Craig Kiowa Oklahoma Tulsa

Creek Lincoln Okmulgee Wagoner
Dewey Logan Osage Woods

If you plan to move out of the service area, please co@astiomer Caréphone numberare
printed on the backover of this booklet)When you move, you will have a Special Enroliment
Period thatwill 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 S8eialirity in Chapter 2, Secti@n

Section 2.4 U.S. Citizen or Lawful Presence

A member of a Mediaa health plan must be a U.S. citizen or lawfully present in the United
StatesMedicare (the Centers for Medicare & Medicaid Servie@#i)notify Generations Select
(HMO) if you are not eligible to remain a member on this b&&nerations Sele(HMO) must
disenroll you if you do not meet this requirement.

SECTION 3 What other materials will you get from us?

Section 3.1 Your plan member ID card i Use it to get all covered care and
prescription drugs

While you are a member of our plan, you must use yember ID cardor our plan whenever
you get any services covered by this plan and for prescription drugs you get at network
pharmaciesYou should also show the provideswyr Medicaid cardif applicableHe r e 6 s a
samplemember ID cardo show you what yours will look like:
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Sample front and back:
L

P o DA TR e R b 3 ML b A B R B B
GlobalHealth (Health . ,
Health ]I( ;,ll‘('.Rx CusrornerC::lr{e - a.t-:] 280-5655 (TTY: 711 "CV aremark
o Coverage Address: P.O. Box 747, Oklahoma City, OK 73101-17:
04336 CVS Caremark (Pharm 3
lesuer: 47303 9‘ N FAEDDADV Customer Serlee 186:6":‘-:.]54 ]?F Q C) bE.‘HCOH
Dental Payer ID: 60 A F'"GHP HMOMAPD gﬁgﬁ;;ilim 5510?5 5 M
PBP:
Mamb@ Beocon He:énon [ESyarvidral he-lth) XM
. Customer Se 868-43, 05702
Membe i Address: P.O.Box 1350 Hicksville, N ||Bc2 IBSC (
PCP Narha: ) . .
Careington BenefitSolutions (Dental Careington
PCP Phone: Cusrorr?;r Service: 1-855-635(-9183 ;D_Y:m) L
Copayments Address: P.0. Bax 80, Frisco, TX 75034
PCP SPEC ER H3706- N
L 850 $50 450 Effective: 42522 ) L www.GlobalHealth.com/medicare )

As long as you are a member of our plenmost cases,ou mustnot use your red, white, and
blue Medicare cardto get covered medical services (with the exception of routine clinical
research studies and hospice servicésy may be asked to show your Medicare card if you
need hospital serviceKeep your red, white, and blue Medicare card in a safe place iyacase
need it later.

Hereds why t hi Eyougetceveredisemviges using your red, white, and blue
Medicare card instead of using ydaenerations Sele(HMO) member ID cardvhile you are a
plan member, you may have to pay the full cost gelir

If your planmember ID cards damaged, lost, or stolen, c@listomer Careight away and we
will send you a new card@Phone numbers fdCustomer Carare printed on the badover of
this booklet.)

Section 3.2 The Provider Directory: Your guide to all providers in the
pl anés net wor k

TheProvider Directorylists our network providerand durable medical equipment suppliers
What are fAinetwork providerso?

Network providers are the doctors and other health care professionals, medical gilatgdsle
medical equipment suppliedsospitals, and other health care facilities that have an agreement
with us to accept our payment and any plastsharingas payment in full. We have arranged
for these providers to deliver covered services to menibensr plan.The most recent list of
providers anduppliers is available on our websitenatw.GlobalHealth.com/providesearch

Why do you need to know which providers are part of our network?

It is important to know which providers are part of our network because, with limited exceptions,
while you are a member of our plan yowst usenetwork providers to get your medical care and
services. The only exceptions are emergencies, urgently nsedecesvhen the network is not
available (generally, when you are out of the area}pbatea dialysis services, and cases in


https://www.globalhealth.com/provider-search
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which Generations Sele€HMO) authorizes use of owtf-network providersSee Chapter 3
Using the pl an 6 edica sewieesf@a mae speaific infpronation albout
emergency, odbf-network, and oubf-area coverage.

I f you dondét h Brevaer Ricectary yau@gn yequest a coply echustomer
Care(phone numberare printed on the badover of this booklet)You may asliCustomer Care
for more information about our network providers, including their qualificatigas.can also
see theéProvider Directoryat www.GlobalHealth.com/providesearchor download it from this
website BothCustomer Carand thewebsitecan give you the most tip-date information
abou changes in our networroviders.

Section 3.3 The Pharmacy Directory: Your guide to pharmacies in our
network

What are fAnetwork pharmaci eso?

Network pharmacieareall of the pharmacies that have agreed to fill covered prescriptions for
our plan members.

Why do you need to know about network pharmacies?

You can use thPharmacyDirectory to find the network pharmacy you want to use. There are
changes to our network of pharmacies for next y@amnpdatedPharmacy Directorys located

on our website avww.GlobalHealth.com/pharmagajirectories You may also calCustomer
Carefor updated provider information or to ask us to mail ydtharmacy Diretory. Please
review the 2020Pharmacy Directoryto see which pharmacies are in ounetwork.

ThePharmacy Directoryill also tell you which of the pharmacies in our network have
preferred cossharing, which may be lower than the standard-sbating oféred by other
network pharmaciefor some drugs

| f you doRharmacyrDaecteryybulcan get a copy fro@ustomer Caréphone
numbers are printed on the back cover of this booklet). At any time, you c&ustdimer Care

to get upto-date information about changes in the pharmacy network. You can also find this
information on our website atww.GlobalHealth.com/pharmaayirectories Both Customer

Care and the website can give you the mipgb-date information about changes in our network
pharmacies.

Section 3.4 The planés List @Foéorm@awered Drugs

The plan has hist of Covered Drugs (Formulary) We c al | it the #ADrug
which Part D prescription drugs areveredunder the Part D benefit included@enerations
Select(HMO). 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
Generatios Selec(HMO) Drug List.


https://www.globalhealth.com/provider-search
file://///mercury/globalhealth/Medicare%20Advantage/CY2020%20Marketing%20Materials/EOCs/www.GlobalHealth.com/pharmacy-directories
file://///mercury/globalhealth/Medicare%20Advantage/CY2020%20Marketing%20Materials/EOCs/www.GlobalHealth.com/pharmacy-directories
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The Drug List also tells you if there are any rules that restrict coverage for your drugs.

We will provideyou a copy of the Drug List. To get the most complete and current information
about which drugs are aovebster ed, you can Vvisit
(www.GlobalHealth.com/pharmacy/drdgrmularied or callCustomer Caréphone numbers

are printed on the badoverof this booklet).

Section 3.5 The Part D Explanation of Benefits ( t hRart B E O B 0Reports
with a summary of payments made for your Part D prescription
drugs

When you use youPart Dprescription drug benefits, we will send yoswanmaryreport to help
you understand and keep track of payments for faut Dprescription drugs. This summary
report is called th@art D Explanation of Benégs( o r ParhD&E OB 0 ) .

ThePart D Explanation of Benefitells you the total amount ypor others on your behatiave
spent on youPart Dprescription drugs and the total amount we have paid for each oPgotur
D prescription drugs during the month. ChapteYwhét you pay for your Part D prescription
drugs gives more information about tiRart D Explanation of Benefitand how it can helyou
keep track of your drug coverage.

A Part D Explanation of Benefitsummary is also available upon request. To get a copy, please
contactCustomer Caréphone numberare printed on the badover of this booklet)

SECTION 4 Your monthly premium for Generations Select (HMO)

Section 4.1 How much is your plan premium?

As a member of our plan, you pay a monthly plan premikon202Q the monthly premium for
Generations Sele¢HMO) is $28. In addition,you must continue to pay your Medicare Part B
premium (unless your Part B premium is paid for you by Medicaid or another third party).

In some situations, your plan premium could be less

The AExtra Helpd program helps people with 1
Section 7 tells more about this progrdfiyou qualify, enrolling in the program might lower
your monthly plan premium.

If you arealready enrolledand getting hi@ from one of these programtbe information about

premiums in this Evidence of Coveragmay not apply to you We sert you a separate insert,
called the fAiEvidence of Coverage Rider for Pe
Dr u gats@wkndwrest he A Low | ncomet (Sas bfsl [ hidRielslgpa @ o r
about your drug covVver aqgleasechlifustgmenCardna ask forthea ve t
ALI S RRhdne numlgers faCustomer Carare printed on the badover of this bookle}
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In some situations, your plan premium could be more

Il n some situations, your plan premium could b
4. This situatbelnow.s descri bed

1 Some members are required to pdaat Dlate enrollment penalty because they did
not join a Medicare drug plan when they first became eligible or because they had a
continuous period of 63 days or more when
drug cover age. sthefd@Qg cewtregtisaxpecteddo payeom average, at
| east as much as Medi car e 0 .3Fosthesermdnaberslthg r e s ¢

PartDl at e enroll ment penalty is added to the
amount will be the monthly plan premiystus the amount of thelrart Dlate enroliment
penalty.

o Ifyou are required to pay theart Dlate enrollment penalty, treost of the dte
enroliment penalty depends on how long you went without Part D or creditable
prescription drug coverag€hapterl, Sections explains thePart Dlate
enroliment penalty.

o If you have aart Dlate enroliment penaltgnd do not pay it, you could be
disenrolled from the plan

SECTION 5 Do you have to pay the Part D i
penal tyo?

Section 5.1 Wh a t is the Part D Al ate enrol llment

Note:l f you receive AExtra Helpo from Medicare t
pay a lateenrollment penalty.

The late enroliment penalty is an amount that is added toBami D premium. You may owe a

Part Dlate enrollment penalty if at any time after your initial enrollment period is over, there is a
period of 63 days or more in a row whgou did not have Part D or other creditable prescription
drugcoveragen Cr edi t abl e prescription drug coverageo
mi ni mum standards since it is expected to pay
standard prescriptiodrug coverage. Thaost of the late enroliment penalty depends on how

long you went without Part D or creditable prescription drug coveMmewill have to pay this

penalty for as long as you have Part D coverage.

ThePart Dlate enrollmenpenalty is added to your monthly premium. When you first enroll in
Generations Sele¢€HMO), we let you know the amount di¢ penalty.

Your Part Dlate enroliment penalty is considered part @fityplan premium.
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Section 5.2 How much is the Part D late enroliment penalty?

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

1 First count the number of full months that you delayed enrolling in a Medicare drug plan,
after you were eligible to enroll. Or count the number of fudhths in which you did not
have creditable prescription drug coverage, if the break in coverage was 63 days or more.
The penalty is 1% for every month that you
example, if you go 14 months without coverage, the penaltype 14%.

1 Then Medicare determines the amount of the average monthly premium for Medicare
drug plans in the nation from the previous y&am. 2019, this average premium amount
was$33.19 This amount may change f202Q

1 To calculate your monthly pengl 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% time$33.19,which equals$4.65.This rounds t$4.70.This amount would be
addedto the monthly premium for someone with aPart D late enrollment penalty.

There are three important things to note about this moR#utyyDlate enrollment penalty:

1 First,the penalty may change each yeabecause thaverage monthly premium can
change each year. If the national average premium (as determined by Medicare)
increases, your penalty will increase.

1 Secondyou will continue to pay a penaltyevery month for as long as you are enrolled
in a plan that has Medice Part D drug benefiteven if you change plans

1 Third, if you areunder65 and currently receiving Medicare benefits, Ptagt Dlate
enrollment penalty will reset when you turn 65. After age 65, fRaut Dlate enrollment
penalty will be basedonlyo t he mont hs that you donét hayv
enrollment period for aging into Medicare.

Section 5.3 In some situations, you can enroll late and not have to pay the
penalty

Even if you have delayed enrolling in a plan offering Medicare Padverage when yowere
first eligible, sometimes you do not have to payRagt Dlate enrollment penalty.

You will not have to pay a penalty for late enroliment if you are in any of these situations:

1 If you already have prescription drug cover#ggtis expected to pay, on average, at
| east as much as Medi car e@esMedidare calisaghisd pr es c
ficreditable drug coverage Blease note

o Creditable coverage could include drug coverage from a former employer or
union, TRICARE, or te Department of Veterans Affairgour insurer or your
human resources departmevili tell you each year if your drug coverage is
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creditable coverage. This information may be sent to you in a letter or included in
a newsletter from the plan. Keep thisomhation, because you may need it if you
join a Medicare drug plan later.

A Please not e: I f you receive a fdcerti
your health coverage ends, it may not mean your prescription drug
coverage was creditable. The notice mudt#a t hat you had fc!
prescription drug coverage that expe
standard prescription drug plan pays.

o The following arenot creditable prescription drug coverage: prescription drug
discount cards, free clinics, and drugadunt websites.

o For additional information about creditable coverage, please look in your
Medicare & Yow020Handbook or call Medicare at800-MEDICARE (1-800-
6334227). TTY users call-877-486-2048. You can call these numbers for free,
24 hours a day7 days a week.

1 If you were without creditable coverage, but you were without it for less than 63 days in a
row.

T I'f you are recefvomgMé&Extame Hel p

Section 5.4 What can you do if you disagree about your Part D late
enrollment penalty?

If you disagree about yourart Dlate enroliment penalty, you or your representative can ask for
a review of the decision about your late enrollment penalty. Generally, you must request this
reviewwithin 60 daysfrom the date othefirst letter you receive stating you have to pay a late
enrollment penaltyif you were paying a penalty before joining our plan, you may not have
another chance to request a review of that late enrollment pedaltCustomer Caréo find

out moreabout how to do this (phone numbers are printed on the back cover of this booklet).

SECTION 6 Do you have to pay an extra Part D amount because
of your income?

Section 6.1 Who pays an extra Part D amount because of income?

Most people pay a standard monthly Part D premium. However, some people pay an extra
amount because of their yearly incortiegour income is685,0000r above for an individual (or
married individuals filing separately) $4.70,000r above for married cqles, you must pay an
extra amount directly to the government for your Medi¢ag D coverage.

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 and how to palhie extra amoumill be
withheld from yourSocial Security, Railroad Retirement Board, or Office of Personnel
Management benefit checko matter how you usually pay your plan premiumgss your
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mont hly benef it thesxtradamouaiwedlu§hyobor cbegrefit chec
to cover the extra amountou will get a bill from MedicareYou must pay the extra amount
to the government.lt cannot be paid with your monthly plan premium.

Section 6.2 How much is the extra Part D amount?

If your modified adjusted gross income (MAGI) as reported on your IRS tax return is above a
certain amount, you will pay an extra amount in addition to your monthly plan prefarm.

more information on the extra amount you may have to pay basgslioincome, visit
https://www.medicare.gov/pad/costs/premiums/druglan-premiums.htmil

Section 6.3 What can you do if you disagree about paying an extra Part D
amount?

If you disagree about paying an extra amount because of your income, you can ask Social
Security to review the decision. To find out more about how to do this, contact Social Security at
1-800-7721213 (TTY 1:800-325-0778).

Section 6.4 What happens if you do not pay the extra Part D amount?

The extra amount is paid directly to the government (not your Medicare plan) for your Medicare
Part D coverage. If you are requireyg lawto pay the extra amount and you do not pay it, you
will be disenrolled fromte plan and lose prescription drug coverage

SECTION 7 More information about your monthly premium

Many members are required to pay other Medicare premiums

In addition to paying the monthly plan premium, mamgmbers are required to pay other

Medicare preniums.As explained in Section 2 above, in order to be eligible for our plan, you

musthave bothVledicare ParA andMedicare ParB. Some plan membefst hose who ar en
eligible for premiurafree Part A) paya premium for Medicare Part. Most plan membensaya

premium for Medicare Part B.ou must continue paying your Medicare premiunsto

remain a member of the plan.

If your modified adjusted gross ine@ as reported on your IRS tax return from 2 years ago is
above a certain amount, youbéll pay the standa
Monthly Adjustment Amount, also known as IRMAA. IRMAA is an extra charge added to

your premium

1 If you are required to pay the extra amount and you do not pay it, yowill be
disenrolled from the plan and lose prescription drug coverage.

1 If you have to pay an extra amount, Social Secunity,your Medicare plan, will send
you a letter telling you what that extra aumb will be.
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1 For more information about Part D premiums based on income, Qostoterl,
Section6 of this booklet.You can also visihttps://www.medicare.goontheWeb or call
1-800-MEDICARE (1-800-633-4227),24 hours a day, 7 days a we@K'Y users should
call 1-877-486-2048.0r you may calSocial Security at-BO0-7721213. TTY users
should call 3800-325-0778.

Your copy ofMedicare & You2020gives informatiorabout theMedicarepremiums in the

sect i orR02@Meldliecdarie Cost s. 0 MédicaraPareBarmq PatiDns ho w
premiuns differ for people with different incomes. Everyone with Medicare receives a copy of
Medicare & Yoweach yenin the fall. Those new to Medicare receive it within a month after first
signing up. You can also download a copyedicare & Yo020from the Medicaravebsite
(https://www.medicare.ggvOr, you can order a printed copy by phone-800-MEDICARE
(1-800-:633-4227), 24 hours a day, 7 days a week. TTY users <&llA486-2048.

Section 7.1 There are several ways you can pay your plan premium

There ardour ways you can pay your plan premiudpon receipt of your enrollment form,
Generations Select (HMO) will apply your selected method to your account. If you wish to
change your payment method after your initial enrollment or at any time during the yese, plea
contact Customer Care. Customer Care will provide the correct form or information to assist you
with selecting another payment option. (Phone numbers are printed on the back cover of this
booklet.)

If you decide to change the way you pay your premitigcan 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.

Option 1: You can pay by check

Direct Monthly Billing i We will send you a monthly statement. Plan premiums are due by the
5th of each month. You may pay by check or
not make your check out to CMS or HHS.) We charge a $25.00 fee for returnid. theit

your payment to:

GlobalHealth, Inc.

Section 4140

P.O. Box 659506

San Antonio, TX 78268506

Option 2: Monthly Bank Draft

You can have your plan premium automatically withdrawn from your checking or savings
account by authorizing a bank draft a¢ time of your enroliment. Your enroliment form

requires that you provide a voided check or applicable bank account information in order to
select this option. Deductions from your bank account will occur monthly on or around the 5th of

t h


https://www.medicare.gov/
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the monthWe charg a $25.00 fee for return&fTs You can contact Customer Care to get a
form. (Phone numbers are printed on the back cover of this booklet.)

Option 3: Credit Card

You can have the plan premium charged to your credit card. Deductions from your account will
occur monthly on or around the 5th of the month. You can find the form on the bottom of your
premiumbilling invoice or you can contact Customer Care to get a form. (Phone numbers are
printed on the back cover of this booklet.)

Option 4: You can have the plan premium taken out of your monthly Social
Security check

You can have the plan premium taken out of your monthly Social Security check. Contact
Customer Care for more information on how to pay your plan premium this way. We will be
happy to help you $e¢his up. (Phone numbers for Customer Care are printed on the back cover
of this booklet.)

What to do if you are having trouble paying your plan premium
Your plan premium is due in our office by the 5th day of the month.
If you are having trouble payingpur plan premium on time, please contact Customer Care to

see if we can direct you to programs that will help with your plan premium. (Phone numbers for
Customer Care are printed on the back cover of this booklet.)

Section 7.2 Can we change your monthly plan premium during the year?

No.We are not allowed to change the amount we ¢
during the year. If the monthly plan premium changes for next year we will tell yeepitember
and the change will take effegh 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 finde x t r aprogtan op ibyou lose your eligibility

for theft E x t r aprogtam dpring the year. & member qualifies fai E x t r awithHkeir p 0
prescription drug costs, tiieE x t r ap rHbeglrpadm wi | | pay part of the
premium.A member who loses their eligibility during the year will need to start paying their full
monthly premiumYou can find out more about tiieE x t r aprogt&m ippCGhapter 2,

Section?.
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SECTION 8 Please keep your plan coverage record up to date
Section 8.1 How to help make sure that we have accurate information
about you

Your coverageaecord has information fra your enroliment form, including your address and
telephone number. It shows your specific plan coverageding your Primary Care Provider.

The doctors, hospitals, pharmacists, and ot he
correct informatiorabout you.These network providers use youcoveragerecord to know
what services and drugs are coverednd the costsharing amountsfor you. Because of this,
it is very important that you help us keep your information up to date.
Let us know about these changes:
Changes tgour name, your address, or your phone number

Changes in any other health insurance coverage you have (such as from your employer,
your spouseb6s employer, workersdé compensat

If you have any liability claims, suds claims from an automobile accident
If you have been admitted to a nursing home
If you receive care in an ocwoff-area or oubf-network hospital or emergency room

If your designated responsible party (such as a caregiver) changes

= =4 4 A4 -

If you areparticipating in a clinical research study

If any of this information changes, please let us know by caltmstomer Caréphone numbers
are printed on the badoverof this bookle}.

It is also important to contact Social Security if you move or chgage mailing address/ou
can find phone numbers and contact information for Social Security in Chapter 2, Section 5.

Read over the information we send you about any other insurance coverage you
have

Medicare requires that we collect information from ybowat any other medical or drug

i nsurance coverage that you have. Thatodés beca
have with your benefits under our plgRor more information about how our coverage works

when you have other insurance, see Sedtibin this chapter.)

Once each year, we will send you a letter that lists any other medical or drug insurance coverage

t hat we know about. Please read over this inf
do anything. If the information ismcorrect, or if you have other coverage that is not listed, please

call Customer Caréhone numberare printed on the badover of this booklet).
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SECTION 9 We protect the privacy of your personal health

information

Section 9.1 We make sure that your health information is protected

Federal and state laws protect the privacy of your medical records and personal health
information. We protect your personal health information as required by these laws.

For more information about how we protect your persbralth information, please go to
Chapter 8, Section 1.4 of this booklet.

SECTION 10 How other insurance works with our plan

Section 10.1 Which plan pays first when you have other insurance?

When you have other insurance (like employer group heaitbrage), 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 fAprimary payero and pays
second, callrgdpaherfiseoohgapays if there a
coverage. The secondary payer may not pay all of the uncovered costs.

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

T
T

T

If you have retiree coverage, Medicare pays.firs

Il f your group health plan coverage is b
employment, who paylirst depends on your age, thember of people employed by

your employer, and whether you have Medicare based on age, disability, 3tdge

Renal Disease (ESRD):

ol f youdre under 65 and disabled and
your group healttplan pays first if the employer has 100 or more empleyeet
least one employer in a multiple employer pllaathas more than 100 employees.

ol f youdre over 65 and vy gaurgmuphealiplam s p
pays first if the employer has 20 or more employees or at least one employer in a
mutltiple employer planhathas more than 20 employees.

If you 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 refatedch type:

1
T

No-fault insurance (including automobile insurance)

Liability (including automobile insurance)

r e

ase

you

ous
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1 Black lung benefits
1T Workersd compensation

Medicaid and TRICARE never pay first for Medicarevered services. They only pay after
Medicare, employegroup health plans, and/or Medigap have paid.

If you have other insurance, tell your doctor, hospital, and pharmacy. If you have questions about
who pays first, or you need to update your other insuranoemation, callCustomer Care

(phone numberare printed on the badover of this booklet)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.



CHAPTER 2
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SECTION 1 Generations Select (HMO) contacts
(how to contact us, including how to reach Customer Care
at the plan)

How t o cont acQustamerCanel anos

For assistance with claims, billingr member card questions, please call or writ€éoerations
Select(HMO) Customer CaréWNe will be happy to help you.

Method Customer Carei Contact Information
CALL (405) 2805555 (local) or 18442805555 (toltree)

Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm
seven daysa week, from October il March 31, and 8:00 aio 8:00
pmMondayi Fridayfrom April 1 7 September 30

Customer Caralso has freé@anguage interpreter services available 1
nonEnglish speakers.

TTY 711
Calls to this number arfeee We are availabl8:00 amto 8:00 pm

seven daya week, from October il March 31, and 8:00 ato 8:00
pmMondayi Fridayfrom April 1 7 September 30

FAX (405) 2802960

WRITE GlobalHealth, Inc.
Attn: Customer Care
P.O. Box 1747

Oklahoma City, OK 73101747

MedicareAnswers@aqlobalhealth.com

WEBSITE www.GlobalHealth.com/medicatr@dvantage

How to contact us when you are asking for a coverage decision about your
medical care

A coverage decision is a decision we make about your benefits and coverage or about the
amount we will pay for your medical servicéar more information on asking for coverage
decisions about your medical care, see Chaptérta( to do if you have a gotem or

complaint (coverage decisions, appeals, complgints

You may call us if you have questions about our coverage decision process.


mailto:MedicareAnswers@globalhealth.com
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Method Coverage Decisions For Medical Caré Contact Information
CALL (405) 2805555 (local) or1-844280-5555 (toltree)

Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm
seven daya week, from October il March 31, and 8:00 ato 8:00
pmMondayi Fridayfrom April 1 7 September 30

Customer Caralso has freéanguage interpreter services available
for nonEnglish speakers.

TTY 711
Calls to this number arfeee We are availabl8:00 anto 8:00 pm

seven daya week, from October il March 31, and 8:00 ato 8:00
pmMondayi Fridayfrom April 1 7 September 30

FAX (405) 2802960

WRITE GlobalHealth, Inc.
Attn: Customer Care
P.O. Box 1747

Oklahoma City, OK 73101747

MedicareAnswers@aqlobalhealth.com

WEBSITE www.GlobalHealth.com/medicaradvantage

How to contact us when you are making an appeal about your medical care

An appeal is a formal way of asking us to review and change a cowaeigen we have
made.For more information on making an appeal about your medical care, see Chapter 9
(What to do if you have a problem or complaint (coverage decisions, appeals, conjjplaints

Method Appeals For Medical Carei Contact Information
CALL (405) 2805555 (local) or 1844280-5555 (toltfree)
Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm

seven daya week, from October il March 31, and 8:00 ato 8:00
pmMondayi Fridayfrom April 1 7 September 30

CustomelCarealso has freéanguage interpreter services available
for nonEnglish speakers.


mailto:MedicareAnswers@globalhealth.com
http://www.globalhealth.com/medicare-advantage

2020 Evidence of Coverage for Generations Select (HMO) 25
Chapter 2. Important phone numbers and resources

Method Appeals For Medical Carei Contact Information
TTY 711
Calls to this number arfeee We are availabl8:00 anto 8:00 pm

seven daya week, from October il March 31, and 8:00 ato 8:00
pmMondayi Fridayfrom April 1 7 September 30

FAX (405) 2802960

WRITE GlobalHealth, Inc.
Attn: Customer Care
P.O. Box 1747

Oklahoma City, OK 73101747

MedicareAnswers@aqlobalhealth.com

WEBSITE www.GlobalHealth.com/medicat@dvantage

How to contact us when you are making a complaint about your medical care

You can make a complaint about us or one of our network providers, including a complaint

about the quality of your care. This type of complaint does not involve coverage or payment

disputes( I f your probl em i sorpayment you shdukl logklatahe 6 s c o v e
section above about making an appe@aby) more information on making a complaint about

your medical care, see ChapteM@hat to do if you have a problem or complaint (coverage

decisions, appeals, complaijts

Method Complaints About Medical Carei Contact Information

CALL (405) 2805555 (local) or 1844-280-5555 (toltree)

Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm
seven daya week, from October il March 31, and 8:00 ato 8:00
pmMondayi Fridayfrom April 1 7 September 30

Customer Caralso has freéanguage interpreter services available
for nonEnglish speakers.

TTY 711
Calls to this number arfeee We are availabl8:00 amto 8:00 pm

seven daya week, from October il March 31, and 8:00 ato 8:00
pmMondayi Fridayfrom April 1 7 September 30

FAX (405) 28062960
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Method Complaints About Medical Carei Contact Information
WRITE GlobalHealth, Inc.
Attn: Customer Care
P.O. Box 1747
Oklahoma City, OK 73101747
MEDICARE You can submit a complaint abo@enerations Sele¢€HMO)
WEBSITE directly to Medicare. To submit an online complaint to Medicare ¢

to https://www.medicare.gov/MedicareComplaintForm/home.asp:

How to contact us when you are asking for a coverage decision about your Part D
prescription drugs

A coveragealecision is a decision we make about your benefits and coverage or about the
amount we will pay for your prescription drugsvered under the Part D benefit included in
your plan.For more information on asking for coverage decisions about your Part D
pregription drugs, see Chapter Wkat to do if you have a problem or complaint (coverage
decisions, appeals, complaints

Method Coverage Decision for Part D Prescription Drugsi
Contact Information

CALL 1-866-494-3927
Calls to this number are free. Vdee available 24 hours a day, seve
days a week.

TTY 711
Calls to this number are free. We are available 24 hours a day, s
days a week.

FAX 1-855-633-7673

WRITE CVS Caremark

Part D Services Appeals and Exceptions
Department MC 109

P.0O. Box52000

Phoenix, AZ 850722000

WEBSITE www.GlobalHealth.com/medicar@dvantage
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How to contact us when you are making an appeal about your Part D prescription
drugs

An appeal is a formal wagf asking us to review and change a coverage decision we have
made.For more information on making an appeal about your Part D prescription drugs, see
Chapter 9\What to do if you have a problem or complaint (coverage decisions, appeals,
complaintg).

Method Appeals for Part D Prescription Drugsi Contact Information
CALL 1-866-494-3927
Calls to this number are free. We are available 24 hours a day, s
days a week.
TTY 711
Calls to this number are free. We are available 24 hours a day, s
days aweek.
FAX 1-855633-7673
WRITE CVS Caremark

Part D Services Appeals and Exceptions
Department MC 109

P.O. Box 52000

Phoenix, AZ 850722000

WEBSITE www.GlobalHealth.com/medicar@advantage

How to contact us when you are making a complaint about your Part D
prescription drugs

You can make a complaint about us or one of our network pharmacies, including a complaint

about the quality of your car&his type of complaint does not involve covezaay payment

di sput es. (I'f your problem is about the plané
section above about making an appe@aby) more information on making a complaint about

your Part D prescription drugs, see ChaptaNd4t to do if younave a problem or complaint

(coverage decisions, appeals, complgnts

Method Complaints about Part D prescription drugsi
Contact Information
CALL 1-866-494-3927

Calls to this number are free. We are available 24 hours a day, s
days a week.
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Method Complaints about Part D prescription drugsi
Contact Information

TTY 711
Calls to this number are free. We are available 24 hours a day, s
days a week.

FAX 1-8556337673

WRITE CVS Caremark

Medicare Part D Grievance Department
P.O. Box 30016
Pittsburg, PA 1522D330

MEDICARE You can submit a complaint abo@enerations Sele¢(HMO)
WEBSITE directly to Medicare. To submit an online complaint to Medicare ¢
to https://www.medicare.gov/MedicareComplaintForm/home.asp:

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

For more information on situations in which you nmeed to ask us for reimbursement or to
pay a bill you have received from a provider, see Chaptaskirigusto payour share of a
bill you have received for covered medical services or grugs

Please noteif you send us a payment request and we denyartyof your request, you can
appeal our decision. See ChaptéWhat to do if you have a problem or complaint (coverage
decisions, appeals, complaint®r more information.

Method Payment Request$ Contact Information

CALL Medical Claims: (405280-5555 (local) or 18442805555 (toltfree)
Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm
seven daya week, from October il March 31, and 8:00 ato 8:00
pmMondayi Fridayfrom April 1 7 September 30

Customer Caralso has free language interpreter services availak
for nonEnglish speakers.

Part D Prescription Drug Claims:866-494-3927

Calls to this number are free. We are available 24 hours a day, s
days a week.
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Method Payment Request$ Contact Information
TTY 711

Calls to this number arfeee We are availabl8:00 amto 8:00 pm
seven daya week, from October il March 31, and 8:00 ato 8:00
pmMondayi Fridayfrom April 1 7 September 30

FAX Medical Claims: (405) 28@960

Part D Prescription Drug Claims:8565633-7673

WRITE MedicalClaims:
GlobalHealth, Inc.
Attn: Customer Care
P.O. Box 1747
Oklahoma City, OK 73101747

Part D Prescription Drug Claims:
CVS Caremark

P.O. Box 52066

Phoenix, AZ 85072066

WEBSITE www.GlobhalHealth.com/medicaradvantage

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 withsabilities, and people with Effstage 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 call ed haCtddtio NledicarkE Advantage @rgamizagionsc o nt r
including us.

Method Medicare i Contact Information

CALL 1-800-MEDICARE, or 18006334227

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.
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Method

WEBSITE

Medicare i Contact Information
Calls to this number are free.

https//www.medicare.gov

This is the official governmentebsite for Medicarelt gives you up
to-date information about Medicare and current Medicare issues. I
has information about hospitals, nursing homes, physicians, home
health agencies, and dialy$ailities. It includes booklets you can
print directly from your computer. You can also find Medicare cont:
in your state.

The Medicarevebsite also has detailed information about your
Medicare eligibility and enrollment options with the following o

1 Medicare Eligibility Tool: Provides Medicare eligibility status
information.

1 Medicare Plan Finder: Provides personalized information
about available Medicare prescription drug plans, Medicare
health plans, and Medigap (Medicare Supplement Insuranc
policies in your areaTlhese tools provide astimateof what
your outof-pocket costs might be in different Medicare plans

You can also use theebsite to tell Medicare about any complaints
have abouGenerations Sele€HMO):

1 Tell Medicare about your complaint: You can submit a
complaint abouGenerations Sele¢HMO) directly to
Medicare. To submit a complaint to Medicare, go to
https://www.medicare.gov/MedicareComplaintForm/home.a
Medicare takes your complaints seriously and will use this
information to help improve the quality of the Medicare
program.

|l f you dondét have a computer,
able to help you visit thigiebsite using its computer. Or, you can cal
Medicare and tell them what information you are looking for. They
find the information on thevebsite, pint it out, and send it to you.
(You can call Medicare d@-800-MEDICARE (1-800-633-4227), 24
hours a day, 7 days a week. TTY users should eal72486-2048.)

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 Oklahomathe SHIP is calledSenior Health Insurance
Counseling Program
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Senior Health Insurance Counselidgbgramis independent (not connected with any
insurance company or health plan). It is a state program that gets money from the Federal
government to give free local health insurance counseling to people with Medicare.

Senior Health Insurand@ounseling Programounselors can help you with your Medicare
guestions or problems. They 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 Ils. Senior Health Insurance Counseling Progcamnselors can also help

you understand your Medicare plan choices and answer questions about switching plans.

Method Senior Health Insurance CounselingOklahoma SHIP)

CALL (405) 5216628 (local)
1-800-763-2828 (toltree in state only)

WRITE Senior Health Insurance Counseling Program
Five Corporate Plaza
3625 NW 58' St, Ste 100
Oklahoma City, OK 73112

WEBSITE www.ship.oid.ok.qov

SECTION 4 Quality Improvement Organization
(paid by Medicare to check on the quality of care for
people with Medicare)

There is a designated Quallimprovement Organization for serving Medicare beneficiaries in
each state-or Oklahomathe Quality Improvement Organization is callSBEPRO.

KEPROhas a group of doctors and other health care professionals who are paid by the
Federal government. This angization is paid by Medicare to check on and help improve the
guality of care for people with Medical€EPROis an independent organization. It is not
connected with our plan.

You should contadkEPROIn any of these situations:

You have a complaint abbthe 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 aragetmti soon.
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Method KEPRO(Okl ahomads Quality | mproyv
CALL 1-888-315-0636(toll-free)
Weekdays: 9:00 a.m. to 5:00 p.m. Eastern, Central, and Mountai
time
TTY 1-855-8434776

This number requires special telephone equipment amaydor
people who have difficulties with hearing or speaking.

FAX 1-844-878 7921

WRITE KEPRO
Attn: Beneficiary Complaints
5201 W Kennedy Blvd, Ste 900
Tampa, FL 33609

WEBSITE www.keprogio.com

SECTION 5 Social Security

Social Security is responsible for determining eligibility and handling enroliment for
Medicare. U.S. citizenand lawful perranent residenteho are 65 or older, or who have a
disability orEnd-StageRenalDisease and meet certain conditions, are eligible for Medicare.
If you are already getting Social Security checks, enrollment into Medicare is automatic. If
you are nogetting Social Security checks, you have to enroll in Medicuweial Security
handles the enrollment process for Medicare. To apply for Medicare, you can call Social
Security or visit your local Social Security office.

Social Security is also responsilite 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 fifeanging 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

Method Social Security Contact Informati on

CALL 1-800-772-1213
Calls to this number are free.
Available 7:00 am to 7:00 pm, Monday through Friday.
You can use Social Securityos
recorded information and conduct some business 24 hours a day
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Method Social Security Contact Informati on

TTY 1-800-325-0778
This number requires special telephone equipment and is only fo
people who have difficulties with hearing or speaking.
Calls to this number are free.
Available 7:00 am to 7:00 pm, Monday through Friday.

WEBSITE https://www.ssa.gov

SECTION 6 Medicaid
(a joint Federal and state program that helps with medical
costs for some people with limited income and resources)

Medicaid is a joinfrederal 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.

In addition, there are programs offered through Medicaid that help pedpl®edlicare pay
their Medicare costs, such as their Medicare premiums. Thédée d i c ar Brogd@asy i ng s
help people with limited income and resources save money each year:

1 Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B
premiums, and otherostsharing(like deductibles, coinsurance, and copayme()me
people with QMB are also eligible for full Medicaid benefits (QMB+).)

1 Specified LowIncome Medicare Beneficiary (SLMB): Helps payPart B premiums.
(Some people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

1 Qualified Individual (QI): Helps pay Part B premiums.
1 Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums.

To find out more about Medicamhd its programs, conta®klahoma HealthCare Authority
(OHCA).

Method Oklahoma HealthCare Authority (OHCA) 1 Contact Information

CALL 405-522-7300 (local)
1-888-365-3742 (toltree)
8 ami 5 pm Mondayi Friday

TTY 1-800-757-5979
This numberequires special telephone equipment and is only for
people who have difficulties with hearing or speaking.
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Method Oklahoma HealthCare Authority (OHCA) i Contact Information

WRITE Oklahoma Health Care Authority
4345 N Lincoin Blvd
Oklahoma City, OK 73105

WEBSITE www.insureoklahoma.org

SECTION 7 Information about programs to help people pay for
their prescription drugs

Medi carebs AExtra Hel pd Program

Medicare provides fAExtra Helpo to lmied prescr.i
income and resources. Resources include your savings and stocks, but not your home or car. If
you qualify, you get help paying for any Medi
deductible, and prescription copayments. This x t r aalsdHeeutspaavard your oubf-

pocket costs.

People with limited income and resources may qualifyiitra Helpd Some people
automatically qualify foi Ex t r aa nHle |ldpoon 6t need t o apply. Me di c
who automatically qualify fofExtra Hdp.o

You may be able to gét E x t r ato pdyefdr poar prescription drug premiums and costs. To
see if you qualify for gettingExtra Helpo call:

1 1-800MEDICARE (1-800-6334227). TTY users should calt877-486-2048 24 hours
a day/7 days a week;

1 The Saial Security Office ail-800-7721213, between 7 am to 7 pm, Monday through
Friday. TTY users should calt800-3250778(applications) or

1 Your State Medicaid OfficéapplicationsSee Section 6 of this chapter for contact
information)

If you believe pu have qualified fofi E x t r aandHeulbgliéve that you are paying an
incorrect cossharing amount when you get your prescription at a pharmacy, our plan has
established a process that allows you to either request assistance in obtaining evidemce of y
propercopaymentevel, or, if you already have the evidence, to provide this evidence to us.

1 Contact Customer Care to request assistance in obtaining best available evidence and for
providing this evidence. (Phone numbers are located on the backofahierbooklet.) If
you do not have documentation available, we will attempt to verify the status of your
AExtra Helpo by working with Medicare to v

1 When we receive the evidence showing your copayment level, Wwepaite our system
SO that you can pay the correct copayment when you get your next prescription at the
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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 wikiofiisure
copayment s. I f the pharmacy hasnét coll ect
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 $¢aige Bontact

Customer Caré you have question@hone numberare printed on the badover of

this booklet)

Medicare Coverage Gap Discount Program

The Medicare Coverage Gap Discount Program provides manufacturer discounts on brand name
drugsto Part Dnembersysh o have reached the coverage gap a
H e | porboand namarugs, the70% discount provided by manufacturers excluaieg

dispensing fee for costs in the gMemberspay25% of the negotiated price and a portion of the
dispensing fee for brand name drugs.

If you reach the coverage gap, we will automatically apply the discount when your pharmacy
bills you for your presdgption and your Part D Explanation of Benefits (Part D EOB) will show
any discount providedoth the amount you pay and the amount discounted by the manufacturer
count toward your oubf-pocket costs as if you had paid them and move you through the
covergye gap.Theamount paid by the plai®%) does not count toward your eof-pocket costs.

You also receivesome coverage for generic drugs. If you reach the coveragéhggman pays

75% of the price for generic drugs and you pay the remai2i@g of the price. For generic

drugs, the amount paid by the pla%%o) does not count toward your eaftpocket costs. Only

the amount you pay counts and moves you through the coverage gap. Also, the dispensing fee is
included as part of the cost of the drug.

TheMedicare Coverage Gap Discount Program is availadimnwide Becausésenerations
Select(HMO) offersadditional gapgoverage during thEoverage @p Stage, your oubf-pocket
costs will sometimes be lower than the costs described here. §ets€hapter 6, Sectioi® for
more information about your coverage during the Coverage Gap Stage.

If you have any questions about the availability of discounts for the drugs you are taking or about
the Medicare Coverage Gap Discount Program in general, pleasetcustomer Caréphone
numbersare printed on the badover of this booklgt

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 (ADAR8Ips ADAReligible individuals living with

HIV/AIDS have access to lifsaving HIV medications. Medicare Part D prescription drugs that
are also covered by ADAP qualify for prescription eslsaring assistandg¢lV Drug Assistance
Program (HDAP)Note: Tobe 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/undesured status.
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If you are currently enrolled in an ADAR,dan continue to provide you with Medicare Part D
prescription cossharing assistance for drugs on the ADAP formularyrder to be sure you
continue receiving this assistance, please notify your local ADAP enroliment worker of any
changes in your Medare Part D plan name or policy numb@all HIV Drug Assistance
Program (HDAP) at-B00-844-1572

For information on eligibility criteria, covered drugs, or how to enroll in the program, please call
1-800-884-1572

What if you getii E x t r a frarhéMledicare to help pay your prescription drug costs?
Can you get the discounts?

No. If you getfiExtra Helpd you already get coverage for your prescription drug costs during the
coverage gap.

What i f you donét get a discount, and you thi

If you think that you have reached the coverage gap and did not get a discount when you paid for
your brand name drug, you should review your ittt D Explanation of BenefitdPart D

EOB)not i ce. I f t he di s cParulnEixpladatoe sf Beénéfifyeusipelda r o n
contact us to make sure that your prescription records are correct-tmd wpt e . I f we do
agree that you are owed a discount, you can appeal. You can getilglarfiappeal from your

State Health Insurance Assistance Program (SHIP) (telephone numbers are in Section 3 of this
Chapter) or by calling-BOO-MEDICARE (1-8006334227), 24 hours a day, 7 days a week.

TTY users should call-877-486-2048.

Y
n

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
guestions regarding your benefitsrfiahe Railroad Retirement Board, contact the agency.

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
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Method Railroad Retirement Board i Contact Informati on

CALL 1-877-772-5772
Calls to this number are free.
| f you press A0, 0 you may spe
9:00 am to 3:30 pm, MondaYuesday, Thursday, aididay, and
from 9:00 am to 120 pm on Wednesday

|l f you press fAlo, you may acc
recorded information 24 hours a day, including weekends and
holidays.

TTY 1-312751-4701

This number requires special telephone equipment and is only fo
people who havdifficulties with hearing or speaking.
Calls to this number amot free.

WEBSITE https://secure.rrb.qgov/

SECTION 9 Do you have figr ougpghenheathr anceo o
insurance from an employer?

Il f you (or your spouse) get benefits d&srom you
part of this planyou maycall the employer/union benefits administratoCustomer Caré you
have any questions. Yauan ask about your (or your spousebo
benefits, premiums, or the enroliment peri(Rhone numbers fa€ustomer Carare printed on
the backcover of this booklet.You may also call-BOOMEDICARE (1-800-6334227; TTY: %

877-486-2048) with questions related to your Medicare coverage under this plan

|l f you have other prescription drug coverage
group, please contatth at gr oup 6 s b e nTéd berefgs administratori canthelpa t o r .
you determine how your current prescription drug coverage wilkwvith our plan.


https://secure.rrb.gov/

CHAPTER 3

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

This chapteexplains whatou need to know abousing 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, and other medical care that are covered by the plan.

For the details on what medical caseovered by our plan and how much you pay when you
get this care, use the benefits chart in the next chapter, Chapleditdl Benefits Chart, what
is covered and what you pay

Section 1.1 Whatar e fAnetwork plioovvered 0Osamdi ceso?

Here aresome definitions that can help you understand how you get the care and services that
are covered for you as a member of our plan:

1 A Pr ov iackeactsrs and other health care professionals licensed by the state to
provide medical services and care. Thetm fApr ovi der so al so i nclu
health care facilities.

T ANet wor k pare the dodoesrasdmther health care professionals, medical
groups, hospitals, and other health care facilities that have an agreement with us to accept
our paynent and your costharing amount as payment in full. We have arranged for
these providers to deliver covered services to members in oufplamroviders in our
network bill us directly for care they give you. When you see a network provider, you
pay ony your share of the cost for their services.

T ACover ed iklede &lithe mexlidal care, health care services, supplies, and
equipment that are covered by our plan. Your covered services for medical care are listed
in the benefits chart in Chapter 4.

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

As a Medicare health plaenerations Sele(HMO) must cover all services covered by
Original Medicare and must follow Original Me

Generations Sele¢€HMO) will generally cover your medical care as long as:

T The care you receive is incl ud(idchartisint he pl
Chapter 4 of this booklet).
1 The care you receive is considered medically necessafiyMe di cal | y necessart

that theservices, supplies, or drugs are needed fopteeentiondiagnosisor treatment
of your medical condition and meet accepted standards of medical practice.
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1 You have anetwork primary care provider (a PCP) who is providing and
overseeing your careAs a member of our plan, you must choosee&vorkPCP (for
more informatdn about this, see Section 2.1 in this chapter).

0 In most situationsyour network PCRr our planmust give you approval in
advance before you can use other provide
specialists, hospitals, skilled nursing facilities, or ledmealth care agencies. This is
called giving you a Areferral. o360r more
this chapter.

o Referrals from your PCP are not required for emergency care or urgently needed
services There are also some other kinds atcgou can get without having
approval in advance from your PCP (for more information about this, see Section
2.2 of this chapter).

1 You must receive your care from a network provider(for more information about
this, see Section 2 in this chapter). In most cases, care you receive froroén out
net work provider (a provider who is not pa
Here arethreeexceptions:

o0 The plan covers emergencgre or urgently needesgrviceghat you get from an
out-of-network provider. For more information about this, and to see what
emergency or urgently needservicesneans, see Section 3 in this chapter.

o If you need medical care that Medicare requiresptam to cover and the providers
in our network cannot provide this care, you can get this care from arf-out
network providerPrior authorization should be obtained from us prior to
seeking care from a nomnetwork provider. In this situation, you will pathe
same as you would pay if you got the care from a network prowder.
information about getting approval to see anafmetwork doctor, see Section 2.4
in this chapter.

o0 The plan coversi@éney dialysis services that you get at a Medicarified
dialysis facility when you are temporar:.i

SECTION 2 Use providers in the planbds net
medical care

Section 2.1 You must choose a Primary Care Provider (PCP) to provide
and oversee your medical care

WhatisaAPCPO0 and what does the PCP do for you?
When you become a member of our plan, you must choose a Primary Care Physician (PCP).
Your PCP will not only provide basic and routine services but may also coordinate other care

you may need through referrals angp authorizationsYour PCP may be a family practice,
general practice, or internal medicine physician who participates in our network.
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How do you choose your PCP?

You may choose a PCP from demovider Directory which can be found at
www.GlobalHealth.com/providesearch or contact Customer Care for assistance in selecting a
PCP(phone numbers are printed on the back cover of this booklet). You may only choose a PCP
who is accepting new patients. If you do not choose a PCP when you enroll, one will be assigned
to you.

Changing your PCP

You may change your PCP for any reason, at an
|l eave our plandés network of pr oJvfiysbehossetand you
change your PCP, you may contact Customer Care to make the changerfphters are

printed on the backoverof this booklet). The change will take effect as soon as you notify us of

your new PCP

Section 2.2 What kinds of medical care can you get without getting
approval in advance from your PCP?

You can getheservicedisted below without getting approval in advance from your PCP.

T Routine womeno6s h e sbleashexamnsareeningnarhmograms gxnc |l ud e
rays of the breast), Pap tests, and pelvic exasrisng as you get them from a network
provider.

1 Flu shots Hepatitis Bvaccinationsand pneumonia vaccinatioas long as you get them
from a network provider

Emergency servicesom network providers ofrom outof-network providers

1 Urgently neededervicesdrom network providers or from owtf-networkproviders when
network providers are temporarily unavailabler@ccessibl€e.g., when you are
temporarily outsidég of the plands service

1 Kidney dialysis services that you get at a Mediezedified dialysis facility when you
are temporarily out ffipabsbletplase calusiomé €ares er vi c e
before you leave the service area so we can help arrange for you todiasnance
dialysis while you are awayhone numbers fo€ustomer Carare printed on the back
cover of this bookle}.

1 Specialist office visits as long as you go to a network providee.specialist will request
prior approval for any tests tneatment such as diagnostic tests, therapy, or surgery.

Dental services as long as you get them from a network provider.

1 Outpatient mental health and substance abuse individual or group tb#fie@yisits as
long as you get them from a network provider

9 Vision careas long as you gdtfrom network providerin an office setting

Eye wear.
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1 Preventive care as long as you get it from network providers.

Section 2.3 How to get care from specialists and other network providers

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

1 Oncologists care for patients with cancer.
1 Cardiologists care for patients with heart conditions.
1 Orthopedists care for patients with certain bone, joint, or muscle conditions.

Referrals

You will usually see your PCP first for most of your routine health care needs. You may see any
networkspecialistwithout a referrglbut when yourPCP or specialidtelieves you need
specializeddiagnostic tests dreatmeni(such as therapy or surgerfe/she willgive you a

referral for that care

Prior authorization

Prior authorization fronGenerations Sele¢HMO) is requiredoefore the appointemtfor

almostall tests or treatmenWhen yourdoctorsends a referralve will notify yourdoctorand

you of our decision. Itare isauthorized, instructions will be sent to the appropriate provider and
you will also be notified. In most casesyvices will be directed to imetwork providers. Refer

to Chapter 4Medical Benefits Charfpr information about which services require prior
authorization.

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

We may make changes to the hospjtdéctors, and specialists (providers) that are part of your
plan during the year. There are a number of reasons why your provider might leave your plan
but if your doctor or specialist does leave your plan you have certain rights and protections that
aresummarized below:

1 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.

1 We will make a good faith efforttor ovi de you wi noticethatyoureast 30
provider is leaving our plan so that you have time to select a new provider.

1 We will assist you in selecting a new qualified provider to continue managing your health
care needs.

1 If you are undergoing medical treatment you have the tigrequest, and we will work
with you to ensure that the medically necessary treatment you are receiving is not
interrupted.
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1 If you believe we have not furnished you with a qualified provider to replace your
previous provider or that your care is not beapgpropriately managegiou have the

right to file an

appeal of our decision.

1 If you find out your doctor or specialist is leaving your plalease contact us so we can
assist you in finding a new provider and managing your care.

If you need assistancelepse contact Customer Care. (Phone numberzrizsted on the back
coverof this booklet.)

Section 2.4 How to get care from out-of-network providers

In most cases, you must receive care from ameinvork provider. Care you receive fromaun-
of-network provider will not be covered except in the following situations:

1 Emergency or urgently needed services that you get from aof-oetwork provider. For
more information about this, and to see what emergency or urgently ressdees mean,
see Section 3 in this chapter.

1 If we authorize a referral to an eof-network provider described in Section 2.3 of this

chapter.

1 Kidney dialysis services that you get at a Mediezedified dialysis facility when you are
temporarily outsid our service ared.ou should contact youtialysis facility provider so
they can work with our Care Management team to arrange out of area dialysis

SECTION 3 How to get covered 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

Wh a t i's a
Afimedi cal

quickly getting wors.

Amedi cal emergencyo and

what

eismvan goel,roicapyther prudent layperson with an average
knowledge of health and medicine, beli¢kiat you have medical symptoms that require
immediate medical attention to prevent loss of life, loss of a limb, or loss of function of a limb.
The medical symptoms may be an illness, injury, severe pain, or a medical condition that is

If you have a medical emergency:

1 Get help as quickly as possibleCall 911 for help or go to the nearest emergency room
or hospital. Call for an ambulance if you needvibu donotneed to get approval or a

referral first fr

om your PCP.

shoul

d

<
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1 As soon as posile, make sure that our plan has been told about your emergency.
Weneed to follow up on your emergency care. You or someone else should call to tell us
about your emergenaare usually within 48 hour€Our phone number n the plan
member ID card

What is covered if you have a medical emergency?

You may get covered emergency medaewhenever you need it, anywhere in the United
States or its territorie®ur plan covers ambulance services in situations where getting to the
emergency room in amther way could endanger your health. For more information, see the
Medical Benefits Chart in Chapter 4 of this booklet.

If you have an emergency, we will talk with the doctors who are giving you emergency care
to help manage and follow up on your caree Bloctors who are giving you emergency care
will decide when your condition is stable and the medical emergency is over.

After the emergency is over you are entitled to follogvcare to be sure your condition
continues to be stable. Your follewp care wi be covered by our plan. If your emergency
care is provided by owdf-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.

What i1 f it wasnodtncy2 medi cal emerge

Sometimes it can be hard to know if you have a medical emergency. For example, you might go
in for emergency carithinking that your health is in serious dangemnd the doctor may say

that it wasndét a medi c al hatet masna anemeygenayt astomg a |l |
as you reasonably thought your health was in serious danger, we will cover your care.

However, after the doctor has said that it wasan emergency, we will cover additional care
onlyif you get the additional care one of these two ways:

1 You go to a network provider to get the additional care.

f ToriThe additional <care you g@eavicedi sa ncdo nysoiuder e
follow the rules for gettingheseurgenty needed servicg$or more information about
this, see Section 3.2 below).

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

WhatareAur gent | yseraieesod?e d

AUr gent Isgrvicesarenbreetnergency, unforeseen medical illness, injury, or conditio
that requires immediate medical caddegently neededervicesnay be furnished by network
providers or by oubf-network providers whenetwork provider@aretemporarily unavailable or
inaccessible. The unforeseen condition could, for example, befareseen flareip of a known
condition that you have.
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What i f you are in the plands service area wh

You should always try to obtain urgently neededvicesrom network providers. However, if
providers are temporarilynavailable or inaccessible and it is not reasonable to wait to obtain
care from your network provider when the network becomes available, we will cover urgently
neededserviceghat you get from an owdf-network provider.

1 Ifthe need for urgentcareacea s during your PCPO0s regular of
direction.

Or, contact Customer Care (phone numbers are located on the back cover of this booklet).

If the need for urgent care occurs after hours or you cannot reach your PCP, go to an in

netwak urgent care facility listed in olrrovider Directory To find the most upo-date

Provider Directoryplease visit our websiteyww.GlobalHealth.com/providesearchor

contact Customer Care (phone numbers are located on the back cover of this booklet).

il
1

What if you are outsidet he pl ands service area eb®n you h
care?

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

Our plan covers neither emergency services, urgently needed services, nor asgreites if
you receive care outside of the United States.

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 statdisister or emergency in your geographic area, you are
still entitled to care from your plan.

Please visit the following websiteamww.GlobalHealth.confor information on how to obtain
needed care during a disaster

Generally,if you cannot use a network providduring a disaster, your plan will allow you to
obtain care from oubf-network poviders at innetwork costsharing.If you cannot use a

network pharmacy during a disaster, you may be able to fill your prescription drugs atodn out
network pharmacy. Please see Chapter 5, Section 2.5 for more information.


file://///mercury/globalhealth/Medicare%20Advantage/CY2020%20Marketing%20Materials/EOCs/www.GlobalHealth.com/provider-search
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SECTION 4 What if you are billed directly for the full cost of your
covered 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 share for covered services, or if you have received a bill for the
full cost of covered madal services, go t€hapter 7 Askingusto payour share of a bill you
have received for covered medical services or dréggsnformation about what to do.

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

Generations Sele¢HMO) covers all medical services that are medically necessary, areitisted

the plands Medical Benefits Chaantdarqobthned chart
consistent with plan rules. You are responsible for payingthel | cost of servi ce:
covered by our plan, either because they are not plan covered services, or they were obtained
out-of-networkand werenot authorized.

If you have any questions about whether we will pay for any medical service or d¢areLtlzae
considering, you have the right to ask us whether we will cover it before youget ilso

have the right to ask for this in writintf.we say we will not cover your services, you have the
right to appeal our decision not to cover your care.

Chapter 9\\hat to do if you have a problem or complgoaverage decisions, appeals,
complaints) has more information about what to do if you want a coverage decision from us or
want to appeal a decision we have already made. You may als€tusiédimerCareto get more
information(phone numberare printed on the baaover of this booklet)

For covered services that have a benefit limitatyouo, pay the full cost of any services you get
after you have used up your benefit for that type of coveretitegPayments for costs of
serviceghat exceed benefgpecific limitswill notbe applied to your annual eaf-pocket
maximum.You can callCustomer Cargrhen you want to know how much of your benefit limit
you have already used.

SECTION 5 How are your medical services covered when you are

I n a nclinical research studyo?
Section 5.1 What is a Aclinical research stludyo?
A clinical research studfalso callel a A c | i isaa wawthat doators ard gcjentists test

new types of medical care, like how well a new cancer drug works. They test new medical care
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procedures or drugs by asking for volunteers to help with the study. This kind of study is one of
the final stages of a research process that helps doctors and scientists see if a new approach
works and if it is safe.

Not all clinical research studies are open to members of our plan. Medicare first needs to approve
the research study. If you participatea study that Medicare hastapprovedyou will be
responsible for paying all costs for your participation in the study

Once Medicare approves the study, someone who works on the study will contact you to explain
more about the study and see if yoaanthe 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
andyou have a full understanding and acceptance of what is involved if you participate in the
study.

If you participate in a Medicarapproved study, Original Medicare pays most of the costs for the
covered services you receive as part of the study. When you are in a clinical research study, you
may stay enrolled in our plan and continue to get the fasiuwr care (the care that is not related

to the study) through our plan.

If you want to participate in a Medicaepproved clinical research study, yourduineed to get
approval fromusor your PCP. The providers that deliver your care as part ofitheat!
researchstudydootneed to be part of our plands net wor |

Alt hough you do not need to get our ypudands pe
need to tell us before you start participating in a clinical research study.

If you plan on participating in a clinical research study, cor@astomer Caréphone numbers
are printed on the badover of this bookletjo let them know that you will be participating in a
clinical trial and to find out more specific details abouttwour plan will pay

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

Once yu join a Medicareapproved clinical research study, you are covered for routine items
and services you receive as part of the study, including:

f Room and board for a hospital stay that Me
study.
1 An operation or other medical procedure if it is part of the research study.
1 Treatment of side effects and complications of the new care.
Original Medicare paymost of the cost of the covered services you receive as part of the study.

After Medicare has paid its share of the cost for these services, our plan will also pay for part of
the costs. We will pay the difference betweendbstsharingin Original Medi@are and your
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costsharingas a member of our plan. This megos will pay the same amoufdr the services
you receive as part of the stuay youwould if you received these servidesm our plan

Her eds an e x aosgHarmmgworks:Lheatw) st hseay t hat you have
costs $100 as part of the research study. Le
test is $20 under Original Medicare, Ithé testvould be $10 underoyr| andés benef i t s
In this case, Original Medicare would pay $80 for the test and we would pay another $10.

This means that you would pay $10, which is the same amount you would pay under our
plands benefits.

In order for us to pay for our share of the spgbuwill need to submit a requefir payment

With your request, you will need to send us a copy of your Medicare Summary Notices or other
documentation that shows what services you received as part of the study and how much you
owe.Please see Chaptérfor more information about submitting requests for payment.

When you are part of a clinical research studgther Medicare nor our plan will pay for any
of the following:

1 Generally, Medicare wilhot pay for the new item or service that the study is testing
unless Medicare would cover the item or service even if you matia a study.

Items and services the study gives you or any participant for free.

Items or services provided only to collect datag 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 medicalcondition wouldnormallyrequire only one CT scan.

Do you want to know more?

You can get more information aboutnaig a clinical research study by reading the publication
AMedi care and Clinical R eebstethttps:hww® . medidareeggvo o n  t

You can also da1-800-MEDICARE (1-800-6334227) 24 hours a day, 7 days a week. TTY
users should call-877-486-2048.

SECTION 6 Rules for getting carecoveredi n a Areld4 gi ous 1
medi cal heal th care iIinstitution
Section 6.1 What is a religious non-medical health care institution?

A religious noamedical health care institution is a facility that provides care for a condition that

would ordinarily be treated in a hospital or skilled nursing facilitgetting care in a hospital or

a skilled nursing facil it ywewslinstegdprovicet a me mbe
coverage for care in a religious naredical health care institution. You may choose to pursue

medical care at any time for anyas®n. This benefit is provided only for Part A inpatient


https://www.medicare.gov/
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services (nommedical health care services). Medicare will only pay for-medical health care
services provided by religious nanedical health care institutions.

Section 6.2 What care from areligious non-medical health care institution
is covered by our plan?

To get care from a religious nonedical health care institution, you must sign a legal document
t hat says you are conscientious]!l y -eoxpcpeopsteedd .too

T ANeenxceptedo medical care or treatment i s a
voluntaryandnot requiredby any federal, state, or local law.

T "Exceptedo medical treatment s nmedical <ca
voluntary oris requiredunder federal, state, or local law.

To be covered by our plan, the care you get from a religiousmaatical health care institution
must meet the following conditions:

The facility providing the care must be certified by Medicare.
Our pl anods rcesya reeeyeis limifed tgorreligiousaspects of care.

1 If you get services from this institution that are provided to you in a facility, the
following conditions apply

0 You must have a medical condition that would allow you to receive coverddeserv
for inpatient hospital care or skilled nursing facility care.

o 1 andi you must get approval in advance from our plan before you are admitted to
the facility or your stay will not be covered.

o0 Medicare inpatient dspitalcostsharing anatoverage limitapply to services
obtained in a religious nemedical health care institution. (Sée MedicaBenefits
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 equipme(DME) includes items such as oxygen equipment and supplies,
wheelchairs, walkergowered mattress systems, crutches, diabetic supplies, speech generating
devices, IV infusion ponps, nebulizersand hospital beds ordered by a provider for use in the
home.The member always owns cert@tiams, such as prosthetics. In this section, we discuss
other types oDME thatyou mustrent
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In Original Medicare, people who rent certain type®ME own the equipment after paying
copaymerd for the item for 13 months. As a membefGaherations Sele€HMO), however,
you usuallywill not acquire ownership of rentddME itemsno matter how mangopayments
you make for the item while a member of our pldnder certairimited circumstances we will
transfer ownership of theME itemto you Call Customer Caréphone numberare printed on
the backcoverof this booklej to find out about the reqements you must meet and the
documentation youneed to provide.

What happens to payments you made for durable medical equipment if you
switch to Original Medicare?

If you did not acquire ownership of tlEBVIE item while in our plan, you will have to mak&
new consecutive paymerdafter youswitch toOriginal Medicare in order townthe item.
Payments you madehile in our plan do not count toward these 13 consecutive payments.

If you madefewer than 13ayments for th©ME item under Original Medicareeforeyou

joined our planyour previous payments also do not count toward the 13 consecutive payments.
You will have to make 18ewconsecutive paymengdter you return t@riginal Medicare in

order toown the itemThere are no exceptions to this case when you return to Original
Medicare.
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SECTION 1 Understanding your out-of-pocket costs for covered
services

This chapter focuses on your covered services and what you pay for your medicas bienefi
includes a Medical Benefits Chart thatdigbur covered services astiowshow much you will
pay for each covered service as a memb&eferations Sele€HMO). Later in this chapter, you
can find information about medical services that arecawéred It alsoexplains limitson 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 outof-pocket costyou may pay for your covered services.

1 Afc opay mthefitedamountyou payeach time you receiveertainmedical
services. You pay a copayment at the time you get the medical se(Vice Medical
Benefits Chart in Section 2 tells you more abguir copayments.)

T A Coi n s uisthepercenhge you papf the total cost ofertainmedical service
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 p@ple 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 provideiif applicable If you think that yolare being

asked to pay improperlgontactCustomer Care

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

Because you are enrolled in a Medicare Advanilge, there is a limit to how much you have
to pay ouwtof-pocket each year fan-networkmedical services that aceveredby our plan(see
the Medical Benefits Chart in Section 2, below). This limit is called the maximwofqadcket
amount for medical services.

As a member oGenerations Sele¢HMO), the most you will have to pay cof-pocket forin-
networkcovered services i2020is $3,400 The amounts you pay faopayments and
coinsurancdor in-networkcovered servicesount toward thisnaximum outof-pocket amount
(The amounts you pay for yopfan premiumsand for yourPart Dprescription drugslo not
count toward youmaximum owtof-pocket amountlf you reach the maximum owtf-pocket
amountof $3,40Q you will not have to pay any ocwotf-pocket costs for the rest of the year ifer
networkcoveredservices. However, you must continue to payr plan premium anthe
Medicare Part B premiunufiless your Part B premium is paid for you by Medicaid ortaerot
third party)
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Section 1.3 Our plan does not allow providers to

As a member oGenerations Sele€HMO), an important protection for you is thaiu only

have to payour costsharing amount when you get services covered by our\Mardo not

allow providers to add additional separate chargatedii b a | anc e b iotectionthat. ¢ Thi
you never pay more thaur costsharingamount)applies even if we pay the provider less than

the provider charges for a service and eveniftee i s a di spute and we don
charges.

Here is how this protection works.

1 If your costsharingis a copayment (a set amount of dollars, for example, $15.00), then
you pay only that amount for aepveredservices from a network provider.

9 If your costsharingis a coinsurance (a percentage of the total charges), then you never
pay more than that pggntage. However, your cost depends on which type of provider
you see:

o If you receive theovered services from a network provider, you pay the
coinsurance percentage multipliedy t he pl andés asei mbur s e me
determined in the contract between the provider and the. plan

o If you receive theovered services from an eof-network providemwho
participates with Medicare, you pay the coinsurance percentage multiplied by the
Medicarepayment rate for participating provide(Remember, the plan covers
services from oubf-network providers only in certain situations, such as when
you get a redrral.)

o If you receive theovered services from an eof-network provider who does not
participate with Medicare/ou pay the coinsurangeercentagenultiplied by the
Medicare payment rate for ngrarticipatingproviders.(Remember, the plan
covers serges from oubf-network providers only in certain situations, such as
when you get a referral.)

T I'f you believe a pr ovi €Castomen@asphdnb suimzersc e bi |
are printed on the back cover of this booklet

SECTION 2 Use the Medical Benefits Chart to find out what is
covered for you 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 ser@eeerations Sele¢HMO)
covers and whatou pay outof-pocket for each service. The services listed in the Medical
Benefits Chart are covered only when the following coverage requirements are met:
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1 Your Medicare covered services must be provided according to the coverage guidelines
established by Medicare.

1 Your services (including medical care, services, supplies, and equipmesibe
medically necessaryi Medi cal |l y necessaryo means that t
are needed for thareventiondiagnosisor treatment of youmedical condition and meet
accepted standards of medical practice.

1 You receive your care from a network provider. In most cases, care you receive from an
out-of-network provider will not be covered. Chapter 3 provides more information about
requirementsdr using network providers and the situations when we will cover services
from an outof-network provider.

1 You have a primary care provider (a PCP) who is providing and overseeing your care. In
most situations, your PCP must give you approval in advarfoegbgou can see other
providers in the plands network. This is ¢
more information about getting a referral and the situations when you do not need a
referral.

=

Some of the services listed in the Medical Béae&Chart are coverednly if your doctor

or other network provider gets approval in
aut horizationo) from us. Covered services
the Medical Benefits Chart in bolth addition, tke following services not listed in the

Benefits Chart require prior authorization:

o Referrals to any nenetwork providers.

0 Services which are covered benefits, but performed by the physician outside of
his/her office.

o Any other services not specificallygted in the Medical Benefits Chart.
Other important things to know about our coverage:

1 Like all Medicare health plans, we cover everything that Original Medicare covers. For
some of these benefits, you paprein our plan than you would in Original Medrea
For others, you pakess.(If you want to know more about the coverage and costs of
Original Medicare, look in youkedicare & Yow2020Handbook. View it online at
https://www.medicare.goer ask for a copy by calling-800-MEDICARE (1-800-633
4227), 24 hours a day, 7 days a week. TTY users should-8a@ll-486-2048.)

1 For all preentive services that are covered at no cost under Original Medicare, we also
cover the service at no cost to yblowever, 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.

1 Sometimes, Medicare adds coverage under Original Medicare for new services during the
year. If Medicare adds coverage for any services d2@af) either Medicare or our plan
will cover those services.

Important Benefit Information for Enrollees with Cert&hronicConditions
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1 If you are diagnosed by a plan provider with the following chronic condition(s)

identified below and meet certain medical criteria, you may be eligibletter targeted

supplemental benefits and/or targeted reduced cost sharing:

o Diabetes, Hypertension, Chronic Obstructive Pulmonary DiSgz8eD)
Coronary Artery DiseasgCAD), Heart Failure, Blindness

T Pl ease HeapwithdCertaih €hroRi€ondi ti onsd row in
Benefits Chart for further detalil.

N . _ . o ,
& You will see this apple next to the preventive services in the benefits chart.

Medical Benefits Chart

_ What you must paywhen you gel
Services that are covered for you theseservices

Y
@ Abdominal aortic aneurysm screening

A onetime screening ultrasound for people at risk. T
plan only covers this screening if ybave certain risk
factors and if you get a referral for it from your
physician, physician assistant, nupsactitioner, or
clinical nurse specialist.

h There is no coinsurance,
copayment, or deductible for
membersligible for this
preventive screening.

Ambulance services

1 Covered ambulance services include fixed wing, You pay a 850copay for
rotary wing, and ground ambulanservices, to the Medicarecovered ambulance
nearest appropriate facility that can provide care i services per onesay trip.
they are furnished to a member whose medical
condition is such that other means of transportatio

could endanger the per If you are admitted to the hospita]

you do not have to pay the

by the plan. .
. , ambulance services copay.
1 Nonemergency transptation by ambulance is ) T ’
appropriate if it s d Priorauthorizationisrequired

condition is such that other means of transportatio for non-emergency
could endanger the per transportaton.
transportation by ambulance is medically required

Note: If an ambulanceesponds, you may be responsik
for the copay even if you do not go to the hospital.

Y ..
& Annual wellness visit

|l f youdbve had Part B for
get an annual wellness visit to develop or update a

t

he

b
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Services that are covered for you

What you must paywhen you gel
theseservices

Annual wellness visit(continued)

personalized prevention plan based on your current
health and risk factors. This is covered once every 12
months.

Note: Your first annual wellnessvisitan 6t t al
within 12 months of your
preventive visit. Howeve
AWel come to Medicareo Vi
well ness visits aflaznonths.y o

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

5 Bone mass measurement

For qualified individuals (generally, this means people
risk of losing bone mass or at risk of osteoporosis), th
following services are covered every 24 months or mc
frequently if medically necessargrocedures to identify
bone mass, detect bone loss, or determine bone qual
including a physicianos

There is no coinsurance,
copayment, or d#uctible for
Medicarecovered bone mass
measurement

5 Breast cancer screening (mammograms)

Covered services include:

1 One baseline mammogram between the ages of &
and 39

1 One screening mammogram every 12 months for
women age 40 and older

1 Clinical breast exams once every 24 months

There is no coinsurance,
copayment, or deductible for
covered screening mammogram

Cardiac rehabilitation services

Comprehensive programs of cardiac rehabilitation
services that include exercise, education, and coungse
are covered for members who meet certain conditions
wi t h a refeoat The plad also covers intensive
cardiac rehabilitation programs that are typically more
rigorous or more intense than cardiac rehabilitation
programs.

You paya $L0 copayper office
visit for Medicarecovered cardiag
rehabilitationservicesor intensive
cardiac rehabilitatioservices.

Prior authorization is required.
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Services that are covered for you

What you must paywhen you gel
theseservices

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

We cover one visit per year with your primary care

doctor to help lower your risk for cardiovascular disea
During this visit, your doctor may discuss aspirin use
appropriate), check your blood pressure, and give yot
tips to make heathye youdr e

There is no coinsurance,
copayment, or deductible for the
intensive behavioral therapy
cardiovascular disease preventivj
benefit.

5 Cardiovascular disease testing

Blood tests for the detection of cardiovascular diseas:
abnormalities associatevith an elevated risk of
cardiovascular disease) once every 5 years (60 mont

There is no coinsurance,

copayment, or deductible for
cardiovascular disease testing thi
is covered once every 5 years.

3 Cervical and vaginal cancer screening
Covered services include:

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

1 If you are at high risk of cervicalr vaginalcancer or
you are of childbearing age ahdve had an
abnormal Pap testithin the past 3 year®ne Pap
teg every 12 months

There is no coinsurance,

copayment, or deductible for
Medicarecovered preventive Pap
and pelvic exams.

Must receive Pap tests and
pelvic exams from your PCP or
an in-network OB/GYN.

Chiropractic services
Covered services include:

1 We cover only manuaimanipulation of the spine to
correct subluxation

You paya $20 copayer visit for
Medicarecovered chiropractic
services.

5 Colorectal cancer screening
For people 50 and older, the following are covered:

1 Flexiblesigmoidoscopy (or screening barium enen
as an alternative) every 48 months

One of the following every 12 months:

1 Guaiacbased fecal occult blood test (gFOBT)
1 Fecal immunochemical test (FIT)
DNA based colorectal screening every 3 years

For people ahigh risk of colorectal cancer, we cover:

There is no coinsurance,
copayment, or deductible for a
Medicarecovered colorectal
cancer screening exam.
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Services that are covered for you

What you must paywhen you gel
theseservices

b4 . .
) Colorectal cancer screenindcontinued)

1 Screening colonoscopy (or screening barium ener
as an alternative) every 24 months

For people not at high risk of colorectal cancer, we
cover:

1 Screening colonoscopy evet years (120 months)
but not within 48 months of a screening
sigmoidoscopy

Dental services

In general, preventive dental services (suctlesning,
routine dental exams, and dentalays) are not covered
by Original Medicare. We cover:

Medicarecovered dental services that are an integral
of a covered medical service performed by either the
hospital s staff doesnbti st
include services in connection with care, treatment,
filling, removal, or replacement of teeth)

You paya 85 copayper office
visit for Medicarecovered dental
services.

Prior authorization is required.

Services at other locations during
Medicarecovered stays are
included in the cossharing for
those services.

Prior authorization is required.

Comprehensive dental services
Preventive dental services
1 Cleaning (for up to 2 every year)
91 Dental xray(s) (for up to 2 every year)
1 Oral exanm(for up to 2 every year)
Dental services (Naepreventive)
Non-routine services
Diagnostic services
Restorative services
Endodontics
Periodontics
Extractions
Prosthodontics (dentures)

= =4 =4 -4_-9_9_-9

For helping finding a dentist in network or more
information abouthese covered services call Careingt
BenefitSolutions at (866) 638188.

There isno coinsurance,
copayment, or deductibfer these
dental services.

We will only pay up to a total of
$900 for these dental services pe
year. You pay the amount that
exceels this allowance.
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Services that are covered for you

What you must paywhen you gel
theseservices

b4 . .
& Depression screening

We cover one screening for depression per year. The
screening must be done in a primary care setting that
provide followup treatment aridr referrals.

There is no coinsurance,
copayment, odeductible for an
annual depression screening Vvisii

3 Diabetes screening

We cover this screening (includes fasting glucose tes
if you have any of the following risk factors: high bloot
pressure (hypertension), history of abnormal choleste
and triglyceride levels (dyslipidemia), obesity, or a
history of high blood sugar (glucose). Tests may also
covered if you meet other requirements, like being
overweight and having a family history of diabetes.

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

There is no coinsurance,
copayment, or deductible for the
Medicarecovered diabetes
screening tests.

5 Diabetes semanagement training, diabetic
services and supplies

For all people who haveiabetes (insulin and nensulin
users). Covered services include:

1 Supplies to monitor your blood glucose: Blood
glucose monitor, blood glucose test strips, lancet
devices and lancets, and glucasatrol solutions for
checking the accacy of test stripand monitors

There is no coinsurance,
copayment, or deductible for
Medicarecovered standard
diabetic testing supplies.

You pay 20% of the total cost for
therapeutic continuous glucose
monitor devices, sensors, and
suppliesPrior authorization is
required.

For people with diabetes who have severe diabeti
foot disease: One pair per calendar year of
therapeutic custormolded shoes (including inserts
provided with such shoes) and two additional pair¢
inserts, or one pair of depth shoes and tpeges of
inserts (not including the necustomized removable
inserts provided with such shoes). Coverage inclu
fitting.

There is no coinsurance,
copayment, or deductibfer
Medicarecovered therapeutic
shoes or inserts.

Prior authorization is required.
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Services that are covered for you

What you must paywhen you gel
theseservices

& Diabetes seHmanagement training, diabetic
services and suppliegcontinued)

Diabetes selmanagement training i®ogered under
certain conditions

There is no coinsurance,
copayment, or deductible for
diabetes selmanagement training

Durable medical equipment(DME) and related
supplies

(For a definition of Addu
Chapter 12 of this booklet.)

Covered items include, but are not limited to:
wheelchairs, crutcheppwered mattress systems,
diabeticsupplies hospitalbeds ordered by a provider fc
use in the homdV infusion pumgs, speech generating
devices,oxygen equipment, nebulizzrand walkes.

We cover all medically necessary DME covered by
Original Medicare. If our supplier in your area does
carry a particular brand or manufacturer, you may ask
them if they can special order it for you. The most rec
list of suppliers is available on our website at
www.GlobalHealth.com/providesearch

You pay 20% of the total cost for
durable medical equipment.

Prior authorization is required.

Durable medicaéquipment and related supplies
provided by your home health agency.

There is no coinsurance,

copayment, or deductible for
Medicarecovered durable medicqd
equipment.

Prior authorization is required.

Emergency care
Emergency care refers to servithat are:

1 Furnished by a provider qualified to furnish
emergency services, and

1 Needed to evaluate or stabilize an emergency
medical condition

A medical emergencg when you, or any other pruden
layperson with an average knowledge of health and
medicine believe that you have medical symptoms the
require immediate medical attention to prevent loss o
life, loss of a limb, or loss of function of a limb. The

You pay a 85 copay per visit for
all Medicarecovered emergency
care services received during the
visit.

If you are admitted to the hospitd
as inpatient or to outpatient
observatiorwithin 24 hours for
the same condition, you do not
have topay the emergency care
copay.
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Emergency care(continued)

in-network.

and itsterritories.

medical symptoms may be an illness, injury, severe p
or amedical condition that is quickly getting worse

Cost sharing for necessary emergency services furnis
out-of-network is the same as for such services furnis

Emergency care is only covered within the United Ste

If you have outpatient surgical
services within 24 hours for the
same condition, you do not have
pay the emergency care copay.

If you receive emergency care aty
an outof-network hospital and
need inpatient care after your
emergency condition is stabilizec
you must return to a network
hospital in order for your care to
continue to be covereat you
must have your inpatient care at
the outof-network hospital
authorized by the plan and your
cost is thecostsharing you would
pay at a network hospital.

required for fithess benedit

5 Health and wellness education programs

Through Silver&Fit® members have access to fithess
centers along with support staff including fitness
instructors and fitness advisors at the fitness centers,
home fitness kits, healttaging education classes,
wearable wireless fitness devices, and mobile
applications. The goal of the benefit is to encourage
members to lose weight, reduce falls, and get/stay
healthier.There is no referral or preauthorization

For more information, how to register, or find gym
locations go tdittps://www.globalhealth.com/medicare

advantage/othebenefits/fitnesshenefit/

You pay $0 for an annual
Silver&Fit® membership fee.

Hearing services

Diagnostic hearing and balance evaluations performe There is 0 coinsurance,

by yourPCPto determine if you need medical treatme copayment, or deductible for
are covered as outpatient care when furnished by a
physician, audiologist, or other qualified provider

Medicarecovered PCP diagnostiq
hearing and balance evaluations



https://www.globalhealth.com/medicare-advantage/other-benefits/fitness-benefit/
https://www.globalhealth.com/medicare-advantage/other-benefits/fitness-benefit/

2020 Evidence of Coverage for Generations Select (HMO)
Chapter 4. Medical Benefits Chart (what is covered and what you pay)

64

Services that are covered for you

What you must paywhen you gel
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Hearing services(continued)

You pay a 85 copay per visit for
specialist exams to diagnose anc
treat hearing and balance issues

Routine hearing exams

There is no coinsurance,
copayment, or deductible for

T
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1 Limited to 1 exam every year. X _
routinehearingexam

Hearing aids There isno coinsurance,

 Hearing aids. copayment, or deductibfer

1 Hearing aid fitting and evaluation limited to 1 even
year.

Hearing aid purchases include:

3 follow-up visits within first year of initial fitting
date

60-day trial period from date of fitting

60 batteries per year per aidy@ar supply)

3-year manufactrer repair warranty

1-time replacement coverage for lost, stolen or
damaged hearing aid (deductible may apply per a

Please contact NationsHearing to learn more about y:
hearing aid benefit by phone at (877) 20136
(TTY:711).

NationsHearing is\ailable Monday through Friday, 8
a.m. to 8 p.m., Eastern time. On Saturdays, Sundays
Federal holidays, NationsHearing will record message
and promptly return all calls within 24 hours

hearing aids and services.

We will only pay up to a total of
$500 for these services per year
You pay the amount that exceed
this allowance.

You must obtain your routine
hearing exam, hearing aids, and
fitting from a NationsHearing
provider. NatiosHearing offers a
wide selection of hearing aids
from all major manufacturers.
Please contact NationsHearing &
(877) 2414736 (TTY:711), to
schedule an appointment.

= =4 -8 -4 -9

Help with certain chronic conditions

If you have been diaghosed by a plan provider anet m There is no coinsurance,
certain criteria for the following:

Chronic obstructive pulmonary diseg€#0PD)
Coronary artery diseag€AD)

Diabetes

Heart failure

Hypertension

copayment, or deductible for
eligible members.

1 You are eligible fos
roundtripsto and from doctor
appointments.
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1 Blindness

Help with certain chronic conditions (continued)

Our case management team will arrangeytr
transportatioror meal delivery

1 You are eligible for 10 meals
following inpatient discharge,
up to 4 times peyear.

Prior authorization is required.

3 HIV screening

For people who ask for an HIV screening test or who
at increased risk for HIV infection, we cover:

1 One screening exam every 12 months
For women who are pregnant, we cover:
1 Up to three screening exams during a pregnancy

There is no coinsurance,

copayment, or deductible for
membersligible for Medicare
covered preventive HIV screeninf

Home health agency care

Prior to receiving homedalth services, a doctor must
certify that you need home health services and will or
home health services to be provided by a home healt
agency. You must be homebound, which means leav
home is a major effort.

Covered services include, but are notited to:

1 Parttime or intermittent skilled nursing and home
health aide services (To be covered under the hor
health care benefit, your skilled nursing and home
health aide services combined must total fewer th
hours per day and 35 hours pezek)

1 Physical therapy, occupational therapy, and speec
therapy

1 Medical and social services

1 Medical equipment and supplies

There isno coinsurance,
copayment, or deductibfer
Medicarecovered bmehealth
Visits.

Prior authorization is required.

There is no cost sharing for hom¢
health care services and items
provided by a home health agend
However, the applicable cost
sharing listed elsewhere in the
Medical Benefits Chart will apply
if the item is not provided by a
home health agency.

Prior authorization is required.

Hospice care

You may receive care from any Medicarertified

hospice programyou are eligible for the hospice bene
whenyour doctor and the hospice medical director ha
given you a terminal pr o

When you enroll in a Medicare
certified hospice program, your
hospice services and your Part
and Part B services related to y(fl
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terminally ill and have 6 months or less to live if your
illness runs its normal courséour hospice doctor can
be a network provider or an eat-netwak provider.

Covered services include:
Hospice care(continued)

1 Drugs for symptom control and pain relief
1 Shortterm respite care
1 Home care

For hospice services and for services that are covere
Medicare Part A or B and are related to your terminal
prognosis Original Medicare (rather than our plan) will
pay for your hospice services and any Part A and Par
services related to your terminaiognoss. While you
are in the hospice prograygur hospice provider will

bill Original Medicare for the serees that Original
Medicare pays for.

For services that are covered by Medicare Part A or E
and are not related to your termipabgnosis|f you
need noremergency, nourgently needed services tha
are covered under Medicare Part A or B and that are
related to your termingdrognosis your cost for these
services depends on whether you use a provider in o
plandés net wor k:

1 If you obtan the covered services from a network
provider, you only pay the plan cesttaring amount
for in-network services

1 If you obtain the covered services from an-ofit
network provider, you pay the cesharing under
Feefor-Service Medicare (Original Medicgre

For services that are covered®gnerations Select
(HMO) but are not covered by Medicare Part A or B
Generations Sele¢HMO) will continue to cover plan
covered services that are not covered under Part A ol
whether or not they are related to younimal
prognosis You pay your plan costharing amount for
these services.

terminalprognosisare paid for by
Original Medicare, not
Generations Sele¢HMO).

You pay nothing for hospice care
from a Medicarecertified hospice
program

There is no coinsurance,
copayment, or deductible for
hospice consultation services.

You may have to pagart of the
cost for drugsnd respite care
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For drugs that may be co
benefit:Drugs are never covered by both hospice and
plan at the same time. For more information, please <
Chapter 5, Sean 9.4( What i f youor e
certified hospicg

Hospice care(continued)

Note: If you need norhospice care (care that is not
related to your termingdrognosi$, you should contact
us to arrange the services.

Our plan covers hospice consultationvezes (one time
only) for a terminally i
hospice benefit.

3 Immunizations

Covered Medicare Part B services include: There is no coinsurance,
copayment, or deductible for the
pneumonia, influenza, and
Hepatitis B vaccines.

1 Pneumonia vaccine

1 Flu shots, onceach flu seasom the fallandwinter,
with additional flu shots if medically necessary

1 Hepatitis B vaccine if you arat high or intermediate
risk of getting Hepatitis B

1 Other vaccines if you are at risk and they meet
Medicare Part B coverage rules

We also cover some vaccines under our Part D
prescription drug benefie.g., zoster vaccine (shingles’
is ONLY covered unér the Part D drug benefit).

Immunizations for the purpose of travel are not cover:

Inpatient hospital care

Includes inpatient acut@patient rehabilitationlong- For Medicarecovered hospital
term care hospitalsnd other types of inpatient hospital stays at an imetwork hospital:

services. Inpatient hospital care starts the day you are 1 You pay a $45copay per day

formally admitted to the for d 1 th hE
The day before you are discharged is your last iapati or ay.s ro.ug '
day. 1 There is no coinsurance,

The copays for hospital benefits are based on benefit gg@yﬁn:ﬁrgtﬁé)r: ggducnble for

periods.

Our plan covers up to 190 days for an inpatient hospi
stay per benefit period.

9 There is no coinsurance,
copayment, or deductible for
days 91 through 190.
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Our plan also covers
are fextrao days
longer than 190 days, you can use these extra days.
once you have used up these extra 60 days, your
inpatient hospital coverage will be limited to 190 days

Inpatient hospital care (continued)

Covered services include but are not limited to:
1 Semiprivate room (or a private room if medically

necessary)
Meals including special diets
Regular nursing services

= =4 =

coronary care units)
Drugs and medications
Lab tests

= =2 =4 _-0_49_9_95_°5_2

companion.

t hlatdyiswe

Costs of special care units (such as intensive care

X-rays and other radiology seceis

Necessary surgical and medical supplies

Use of appliances, such as wheelchairs
Operating and recovery room costs

Physical, occupational, and speech language ther
Inpatient substance abuse services

Under certain conditions, the following types of
transplants are covered: corneal, kidney, kidney
pancreatic, heart, liver, lung, heart/lung, bone
marrow, stem cell, and intestinal/multivisceral. If y:
need a transplant, we will arrange to have your ca
reviewed by a Medicarapproved transplant center
that will decide whether you are a candidfatea
transplant Transplant providers may be local or
outside of the service ardéour in-network
transplant services are outside the community pat
of care, you may choose to go locally as long as tl
locd transplant providers are willing to accept the
Original Medicare ratdf Generations Sele¢€HMO)
provides transplant services at a location outside t
pattern of care for transplants in your community ¢
you choose to obtain transplants at this dista
location, we will arrange or pay for appropriate
lodging and transportation costs for you and a

Hospital copays apply on the dat
of admission.

A benefit period begins the day
you are admitted as an inpatient
and ends when you havert
received any inpatient care for 6¢
days in a row. If you go into a
hospital after one benefit period
has ended, a new benefit period
begins. Thereds
number of benefit periods.

Note: If you are admitted to the
hospital in 209 and are not
discharged until sometime in
202Q the2019costsharing will
apply to that admission until you
are discharged from the hospital
transferred to a skilled nursing
facility.

Prior authorization is required.
Except in an emergency, your
doctor must tell the plan that
you are going to be admitted to
the hospital.

If you get authorized inpatient cal
at an outof-network hospital after
your emergency condition is
stabilized, your cost is the cest
sharing you would pay at a
network hospital.
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1 Blood- including storage and administration
1 Physician services

Inpatient hospital care (continued)

Note: To be an inpatient, your provider niwgrite an
order to admit you formally as an inpatient of the
hospital. Even if you stay in the hospital overnight, yo

mi ght still be considere
sure if you are an inpatient or an outpatient, you shou
ask the hospital aff.

You can also find more information in a Medicare fact
s heet Acc&duladlaspitél Inpatient or Outpatien
If You Have Medicarée As k! 6 Thi s f ac
available on th&Vvebat
https://www.medicare.gov/sites/default/files/2018
09/11435Are-You-anInpatientor-Outpatient.pdbr by
calling -800-MEDICARE (1-800-6334227).TTY users
call 1-877-486-2048. You can call these numbers for
free, 24 hours a day, 7 days a week.

Inpatient mental health care

Covered services include mental health care services
require a hospital stay.

The copays for hospital benefits are based on benefit
periods.

Our plan covers up to 90 days for an inpatient hospite
stay per benefit period.

Qur plan also covers 60
are fAextrao days that we
longer than 90 days, you can use these extra days. B
once you have used up these extra 60 days, your
inpatient hospital coverage will be lirad to 90 days.

For each Medicareovered
hospital stay in a network hospita

1 You pay a 850copay per day
for days 1 through 6.

9 There is no coinsurance,
copayment, or deductible for
days 7 through 90.

Hospital copays apply on the dat
of admission.

A benefit period begins the day
you are admitted as an inpatient
and ends when
received any inpatient care for 6
days in a row. If you go into a
hospital after one benefit period
has ended, a nebenefit period
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Inpatient mental health care(continued)

begins. Thereds
number of benefit periods.

Prior authorization is required.
Except in an emergency, your
doctor must tell the plan that
you are going to be admitted to
the hospital.

If you get authorized inpatient caj
at anout-of-network hospital after
your emergency condition is
stabilized, your cost is the cest
sharing you would pay at a
network hospital.

Inpatient stay: Coveredservicesreceived in a hospital
or SNF during a non-covered inpatient stay

If you haveexhausted your inpatient benefits or if the
inpatient stay is not reasonable and necessary, we wi
not cover your inpatient stay. However, in some case:
we will cover certain services you receive while you a
in the hospital or the skilled nursing faiil(SNF).
Covered services include, but are not limited to:

You pay the same copays or
coinsurances for services as listé
elsewhere in this benefit chart.

Prior authorization is required.

T

Physician services

There is no coinsurance,
copayment, odeductible for
Medicarecovered primary care
physician services.

You pay a 85 copay per visit for
Medicarecovered specialist
services.

You pay regular costharing to
see a physician assistant, nurse
practitioner, or other provider.

= =4 =4

Diagnostic tests (e lab tests)

X-ray

Other diagnostic tests (such as, ultrasounds,
electrocardiograms, electroencephalograms)

There is no coinsurance,
copayment, or deductible for
Medicarecovered services.
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1 Radium, and isotope therapy including technician
materials and services

You pay a 80 copay per visit for
Medicarecovered therapeutic
radiology services.

Prior authorization is required.

Inpatient stay: Coveredservicesreceived in a hospital
or SNF during a non-covered inpatient stay
(continued)

1 Surgical dressings
1 Splints, casts and other devices used to reduce
fractures and dislocations

There is no coinsurance,
copayment, or deductible for
Medicarecovered serviceand
supplies

1 Prosthetics and orthotics devices (other than dent
that replace all or part of an internal body organ
(including contiguous tissue), or all or part of the
function of a permanently inoperative or
malfunctioning internal body organ, including
replacemenor repairs of such devices

1 Leg, arm, back, and neck braces; trusses, and
artificial legs, arms, and eyes including adjustmen
repairs, and replacements required because of
breakage, wear, | oss,
physical condition

There is 0 coinsurance,
copayment, or deductible for
surgically implanted prosthetic
devices and related medical
supplies.

Prior authorization is required.

You pay20% of the total cost for
external prosthetiand orthotic
devices and related medical
supplies.

Prior authorization is required.

1 Physical therapy, speech therapy, and occupation
therapy

You pay a $0 copay per visit for
Medicarecovered occupational

therapy, physical therapy, and/or
speech and language therapy.

Prior authorization is required.

3 Medical nutrition therapy

This benefit is for people with diabetes, renal (kidney)
disease (but not on dialysis), or after a kidney transpli
whenorderedby your doctor.

We cover 3 hours of or@n-one counseling services
during your first year that you receive medical nutritio
therapy services under Medicare (this includes our pli
any other Medicare Advantage plan, or Original

There is no coinsurance,

copayment, or deductible for
membersligible for Medicare
covered medical nutrition therapy
services.
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Medicare), and 2 hours each year after that. If your
condition, treatment, or diagnosis changes, you may |
able to receive more hours of treatment with

p hy s i referalmP@lsysician must prescribe these

3 Medical nutrition therapy (continued)

services and renew the&ferral yearly if your treatment
is needed into the next calendar year.

@ Medicare diabetesprevention program (MDPP)

MDPP services will be covered for eligible Medicare There is no coinsurance,
beneficiaries uder allMedicare health plans. copayment, or degttible for the

MDPP is a structured health behavior change MDPP benefit.
intervention that provides practical training in letggm

dietary change, increased physical activity, and probls

solving strategies for overcoming challenges to

sustaining weighloss ad a healthy lifestyle.

Medicare Part B prescription drugs

These drugs are covered under Part B of Original You pay20% of the total cost for
Medicare. Members of our plan receive coverage for Medicare Part B covered drugs.
these drugshrough our plan. Covered drugelude: Step therapy does not apply.

T Drugs that udmnistered byathee r prior authorization is required.
patient and are injected or infused while you are

getting physician, hospital outpatient, or ambulato
surgical center services For chemotherapy: You pay 20%
1 Drugs you take using durable medieguipment of the total cost for Medicare Par
(such as nebulizers) that were authorizedhayplan B covered drugand
 Clotting factors you give yourself by injection if yor @dministration.
have hemophilia Step therapy does not apply.
1 Immunosuppressive Drugs, if you were enrolled i prior authorization is required.
Medicare Part A at the time of the organ transplan
1 Injectable osteagrosis drugs, if you are homeboun
have a bone fracture that a doctor certifies was
related to posmenopausal osteoporosis, and cann
selfadminister the drug
Antigens
Certain oral antcancer drugs and afmausea drugs

= =4
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1 Certain drugs for home dialysisicluding heparin,
the antidote for heparin when medically necessary
topical anesthetics, and erythropoiestisnulating
agents (such as Prodti

Medicare Part B prescription drugs (continued)

1 Intravenous Immune Globulin for the home treatm
of primary immune deficiency diseases

Chapter 5 explains the Part D prescription drug benet
including rules you must follow to have prescriptions
covered. What you pay for your Part D prescription
drugs through our plan is explained in Chapter 6.

5 Obesity screening and therapy to promote
sustained weight loss There is no coinsurance,

If you have a body mass index of 30 or more, we covi copayment, or deductible for
intensive counseling to help you lose weight. This preventive obesity screening ang
counseling is covered if you get it in a primaryea therapy.

setting, where it can be coordinated with your

comprehensive prevention plan. Talk to your primary

care doctor or practitioner to find out more.

Opioid treatment program services
Opioid use disorder treatment serviees covered undel There is no coinsurance,

Part B of Original Medicare. Members of our plan copayment, or deductibfer
receive coverage for theserviceghrough our plan. Medicarecoveredservices.
Coveredservices include: Prior authorization is required.

1 FDA-approved opioid agonist and antagonist
treatment medications and the dispensing and
administration of sut medications, if applicable

1 Substance use counseling

1 Individual and group therapy

q Toxicology testing

Outpatient diagnostic tests andherapeutic services

and supplies There is no coinsurance,
Covered services include, but are not limited to: copayment, or deductibfer
Medicarecoveredservices

1 X-rays
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1 Laboratory tests

1 Other diagnostic tests (such as ultrasounds,
electrocardiograms, electroencephalograms)

and supplies(continued)

Outpatient diagnostic tests and therapeutic services

1 Radiation (radium and isotope) therapy including
technician materials and supplies

You pay a 80 copay per visit for
Medicarecovered therapeutic
radiology services.

Prior authorization is required.

If these services are performed
during a physioc
you do not have to pay the
therapeutic radiologgopay.

Prior authorization is required.

fractures and dislocatien

1 Surgical supplies, such as dressings
1 Splints, casts and other devices used to reduce

1 Blood- including storage and administration.

There is no coinsurance,
copayment, or deductible for
Medicarecoveredservices and
supplies

1 Sleep studies

There is no coinsurance,

copayment, or deductible for
Medicarecovered sleep studies i
your home.

Prior authorization is required.

You pay a $100 copay per visit fc
Medicarecovered sleep studies iy
an outpatient facility setting.

Prior authorization is required.

limited to:
o Ultrasounds

1 Other outpatient diagnostic tests, including but nof

There is no coinsurance,
copayment, or deductible for
Medicarecovered ultrasounds.
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o0 Magnetic resonance imaging (MRI), computed
tomography (CT)andpositron emission
tomography(PET)

Outpatient diagnostic tests andherapeutic services
and supplies(continued)

You pay a $180 copay per visit f
other Medicarecovered services
in a PCP or specialist office
setting, urgent care fadyi or a
preferred (nofhospital based)
radiological facility.

Prior authorization is required
except in PCP office.

You pay a $250 copay per visit f
Medicarecovered services in a
nonpreferred (hospital based)
radiological facility.

Prior authorizatio n is required.

Outpatient hospital observation

Observation services are hospital outpatient services
given to determine if you need to be admitted as an
inpatient or can be discharged.

For outpatient hospital observation services to be
covered, theynust meet the Medicare criteria and be
considered reasonable and necessary. Observation
services are covered only when provided by the orde!
a physician or another individual authorized by state
licensure law and hospital staff bylaws to admit patier
to the hospital or order outpatient tests.

Note: Unless the provider has written an order to adnm
you as an inpatient to the hospital, you are an outpati
and pay the costharing amounts for outpatient hospite
services. Even if you stay in the hospadgernight, you
mi ght still be considere
sure if you are an outpatient, you should ask the hosg
staff.

You can also find more information in a Medicare fact
s heet Acc&duladiaspitél Inpatient or Outpatien
If You Have Medicare As k! 6 This f ac
available on the Web at
https://www.medicare.gov/sites/default/files/2018
09/11435Are-You-anlnpatientor-Outpatient.pdbr by

You pay a copayentof $150per
visit for Medicarecovered
observation services.

If you are admitted to the inpatieq
acute level of care from
observation, you do not have to
pay the observation services
copay.
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calling 1-800-MEDICARE (1-800-6334227). TTY users
call 1-877-486-2048. You can call these numbers for
free, 24 hours a day, 7 days a week.

Outpatient hospital services

treatment of an illness or injury.

We covermedicallynecessary services you get in the
outpatient department of a hospital for diagnosis or

Covered services include, but are not limited to:

You pay the following, depending
on what services you receive.

1 Servicedn an emergency department

You pay a 85 copay per visit for
all Medicarecovered emergency
care services received during the
Visit.
If you are admitted to the hospitg
as inpatient or to outpatient
observation within 24 hours for
the samesondition, you do not
have to pay the emergency care
copay.

If you have outpatient surgical
services within 24 hours for the
same condition, you do not have
pay the emergency care copay.

If you receive emergency care atl
an outof-network hospital and
need inpatient care after your
emergency condition is stabilizec
you must return to a network
hospital in order for your care to
continue to be covereat you
must have your inpatient care at
the outof-network hospital
authorized by the plan and your
costis thecostsharing you would
pay at a network hospital.

M Observation services

You pay a copayment of $150 pe
visit for Medicarecovered
observation services.
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Outpatient hospital services(continued)

If you are admitted to the inpatiel
acute level of care from
observation, you do not have to
pay the observation services
copay.

1 Outpatientsurgery

You pay a $320 copay per visit f
Medicarecovered services.

If you are admitted to the inpatie'|
acute level of care from outpatie
hospital servicesyou do not have
to paythe outpatienhospital
servicesopaynent

Prior authorization is required.

= =

hospital

Laboratory and diagnostic tests billed by the hosp
X-rays and other radiology services billed by the

1 Medical supplies such as splints and casts

There is no coinsurance,
copayment, or deductible for
Medicarecovered serviceand
supplies

1 Mental health care, including care ipartiat
hospitalization program, if a doctor certifies that
inpatient treatment would be required without it

You pay a 85 copay per day for
Medicarecovered partial
hospitalization program services

Prior authorization is required.

yourself

1 Certaindrugsand biolgi cal s

t hat

' You pay 20% of the total co&ir

the drug and the administration @
the drug

Prior authorization is required.

1 Wound therapy

You pay a 45 copay per visit for
Medicarecoveredwound care.

Prior authorization is required.

1 Hyperbaric oxygen therapy

You pay a 85 copay per visit for
Medicarecoveredcare.

Prior authorization is required.
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Note: Unless the provider has written an order to admr
you as an inpatient to the hospital, you are an outpati
and pay the costharing amounts for outpatient hospite
services. Even if you stay in the hospital overnight, yc

Outpatient hospital services(continued)

mi ght still be considere
sure if you are an outpatient, you should ask the hosg
staff.

You can also find more information in a Medicare
fact s h & toua dosdita Idpati@nt or
Outpatient? If You Hee Medicard As k! 0 T
sheet is available on the Web at
https://www.medicare.gov/sites/default/files/2018
09/11435Are-You-anlnpatientor-Outpatient.pdbr
by calling :800-MEDICARE (1-800-633-4227).
TTY users call 1877-486-2048. You can call these
numbers for free, 24 hours a day, 7 days a week.

Outpatient mental health care

Covered services includedividual and/or grougherapy You pay a $25 copay per
sessions Medicarecoveredindividual or

Mental health servicgsrovided by a staticensed groupsession.
psychiatrist or doctoMedication management and

therapy services provided la statdicensed psychiatrist

or doctor

Covered services includadividual and/or group therap There is no coinsurance,

sessions copayment, or deductible for
Mental health servicgsrovided by a statéicensed Medicarecoveredindividual or
clinical psychologist, clinical social worker, clinical ~ 9roupsessions.

nurse specialist, nurse practitioner, physician assistar
other Malicarequalified mental health care profession
as allowed under applicable state laws.

Outpatient rehabilitation services

Covered servicemclude: physical therapy, occupation: You pay a $0 copay per visit for
therapy, and speech language therapy. Medicarecovered occupational

Outpatient rehabilitation services are provided in varic therapy, physical therapy, and/or
outpatient settings, such as hospital outpatient speech and language therapy.
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(CORFs).

departments, independent therapist offices, and
Comprehensive Outpatie Rehabilitation Facilities

Prior authorization is required.

home.

Outpatient rehabilitation services (continued)

Covered services include: physical therapy, occupatic
therapy, and speech language therapy provided in yo

There is no coinsurance,
copayment, or deductible for
Medicarecovered services.

Prior authorization is required.

licensed psyclaitristor doctor

Outpatient substance abuse services

Covered services includedividualand/or group
chemical dependency counseling sessions provided |
statelicensed psychiatrist or doctdviedication
management and therapy services provided by a stat

You pay a $25 copay per
Medicarecoveredindividual or
groupsession.

Covered services include individuatd/or group
chemical dependency counseling sessions provided |
statelicensed clinical psychologist, clinical social
worker, clinical nurse specialist, physician assistant, ¢
other Medicare qualified mental hdattare professional
as allowedunder aplicable state laws.

There is no coinsurance,
copayment, or deductible for
Medicarecoveredindividual or
groupsessions.

centers

overnight, vyou

mi g ht

Outpatient surgery, including services provided at
hospital outpatient facilities and ambulatory surgical

Note: If you are having surgery in a hospital facility, yc
should check with your provider about whether you w
be an inpatient or outpatient. Unless the provider writ
an order to admit you as an inpatient to hbspital, you
are an outpatient and pay ttestsharing amounts for
outpatient surgery. Even if you stay in the hospital

St

You pay a $28 copay per visit for]
Medicarecovered services in an
ambulatory surgical center

Prior authorization is r equired.

You pay a $320 copay per visit fc
Medicarecovered services in an
outpatient surgery department.

Prior authorization is required.

If you are admitted to the inpatie'|
acute level of care from outpatie
surgery or ambulatory surgery,
you do nothave to pay the
outpatient surgery or ambulatory
surgery copayent
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Over-the-counter (OTC) drugs and supplies

You are eligible for a 30 quarterlybenefit to be used
toward the purchase of ovdre-counter (OTC) health
and wellness products available through our mail orde
service.One orderllowedin each three montperiod.
The unused balance does not carry over to the next tl
months. Pricesnclude shipping, handling, and sales te
Items may be purchased for the member only.

Contact Customer Care for additional benefit details ¢
to obtain an order form.

You pay the prices listed in the
overthe-counter (OTC) item
catalog. See our website,
www.GlobalHealth.com/medicarq
advantagdor the catalog and
order form.

AParti al

mor e i

hospitalization.

Partial hospitalization services

hospitalization

psychiatric treatment providemba hospital outpatient
serviceor by a community mental health center, that i
nt ense
t herapistoés

t he <ca
and i

t han
of fice

Note: Because therare no community mental health
centers in our network, we cover partial hospitalizatio
only as a hospital outpatient service.

You pay a 85 copay per day for
Medicarecovered partial
hospitalization program services

Prior authorization is required.

office visits

furni

Physician/ Practitioner s

Covered services include:

1 Medically-necessary medical care or surgery servi
shed in a
surgical center, hospital outpatient depait) or

any other location

1 Basic hearing and balance exams performed by yi
PCP if your doctor orders it to see if you need
medical treatment

1 Certain telehealth services including consultation,
diagnosis, and treatment by a physician or
practitioner forpatients in certain rural areas or oth
locations approved by Medicare

9 Brief virtual (for example, via telephone or video
chat) 510 minute checlins with your doctad if you

physici

PCP office visits:

There s no coinsurance,
copayment, or deductible for
Medicarecovered primary care
physician serviceexcept
specialized diagnostic tests and
Part B drugsduring an office or
telehealth visit

There is no coinsurance,
copayment, or deductibte see a
physician assistant, nurse
practitioner, or other providen
your PCPG6s of fi

Specialized outpatient diagnostia
tests:
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What you must paywhen you gel
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Physician/ Practitioner s
office visits (continued)

are an established patieantdthe virtual checkn is
not related to an office visit within the previous 7
days, nor leads to an office visit within the next 24
hours or soonest available appointment

You pay aseparaté&180 copay fof
outpatient diagnostic tests,
including but not limited to
magnetic resonance imaging
(MRI), computed tomogphy
(CT), andpositron emission

 Remote evaluation gfrerecorded video and/or ~ tomography (PET).
images you send to your doctor, including your
doctords i nter-ypwihinddt i 0 partB drugs:
hours® if you are an established pati@midthe You pay 20% of the total cost for
remote evaluation is not related to an office visit Medicare Part B covered druds
within the previous 7 days, nor sto an office visit gs.
within the next 24 hours or soonest available Prior authorization is required.
appointment

1 Consultation your doctor has with other physicians
via telephone, internet, or electronic health record
assessmedtif you are an established patient

1 Medically-necessary medical care or surgery servi SPecialist office visits:
furnished iofficepceriifibdyambulatory You pay a 85 copayper office
surgical center, hospital outpatient department, or Visit for Medicarecovered
any other location specialistserviceduring an office

1 Consultation, diagnosis, and treatment by a specic or telehealth visit

{1 Certain telehealth services including consultation, You paya $35 copayper office or
diagnosis, and treatment by a physician or telehealth visito see a physician
practtioner for patients in certain rural areas or ot assistant, nurse practitioner, or
locations approved by Medicare ot her provider

1 Telehealth services for monthly ESRBlated visits office.
fqr .home dialysis mgmbers ina hogpba!sed or Visits at other locations during
critical access ho_spltiﬂased renal dialysis center, \edicarecovered stays are
renal dialysisfa i | i ty, or the Miyjdedinthe cossharing for

{ Telehealth services for diagnosis, evaluation or  nose services.
treatment of symptoms of an acute stroke

1 Brief virtual (for example, via telephone or video

chat) 510 minute checlins with your doctad if you
are an established patiearidthevirtual checkin is
not related to an office visit within the previous 7
days, nor leads to an office visit within the next 24
hours or soonest available appointment

Preventive care office visits:

A preventive care senacwill not
have a copayment. However, if
you are treated or monitored for
existing medical condition duringl
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office visits (continued)

appointment

surgery

Physician/ Practitioner

1 Remote evaluation of pmecorded video and/or
images you send to your doctor, including your
doctords int er-ypwihinddt i o
hours® if you are an established patiamidthe
remote evaluation is not related to an office visit
within the pevious 7 days, nor leads to an office vi
within the next 24 hours or soonest available

S

1 Consultation your doctor has with other physicians
via telephone, internet, or electronic health record
assessmedtif you are an established patient

1 Seconl opinionby another network providgrior to

the same visit, cost sharing will
apply.

Specialized outpatient diagnostid
tests:

You pay aseparaté&180 copay fof
outpatient diagnostic tests,
including but not limited to
magnetic resonance imaging
(MRI), computed tomography
(CT), andpositron emission
tomography (PET).

Prior authorization is required.

Part B drugs:
You pay 20% of the total cost for
Medicare Part B covered drugs.

Prior authorization is required.

1 Nonroutine dental care (covered services are limi
to surgery of the jaw or related structures, setting
fractures of the jaw or facial bones, extraction of
teeth to prepare the jaw for radiation treatments of
neoplastic carer disease, or services that would be
covered when provided by a physician)

You paya £5 copay peroffice
visit for Medicarecovered dental
services.

Prior authorization is required.

Services at other locations during
Medicarecovered stays are
included in the cossharing for
those services.

Prior authorization is required.
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Podiatry services
Covered services include:

1 Diagnosis and the medical or surgical treatment o
injuries and diseases of the feet (such as hammer
or heel spurs)

1 Routine foot care for members with certain medicz
conditions affecting the lower limbs

You paya £5 copayper office
visit for Medicarecovered
podiatryservices

b4 .
@ Prostate cancer screening exams

For men age 50 and older, covered servicelside the
following - once every 12 months:

1 Digital rectal exam
1 Prostate Specific Antigen (PSA) test

There is no coinsurance,
copayment, or deductible for an
annual PSA test.

You must receive your prostate
cancer screening from your
PCP.

Prosthetic devices and related supplies

Devices (other than dental) that replace all or part of
body part or function. These include, but are not limite
to: colostomy bags and supplies directly related to
colostomy care, pacemakers, braces, prosthetiess
artificial limbs, and breast prostheses (including a
surgical brassiere after a mastectomy). Includes certe
supplies related to prosthetic devices, and repair and.
replacement of prosthetic devices. Also includes som
coverage following cataractmoval or cataract surgery
isee AVision Careo | ater

There isno coinsurance,
copayment, or deductible for
surgically implanted prosthetic
devices and related medical
supplies.

Prior authorization is required.

You pay20% of the total cost for
external prostheticalices and
related medical supplies.

Prior authorization is required.

Pulmonary rehabilitation services

Comprehensive programs of pulmonary rehabilitation
covered for members who have moderate to very sev
chronic obstructive pulmonary disease (COPD) and
referralfor pulmonary rehabilitation from the doctor
treating the chronic respiratory disease.

You paya $10 copayper office
visit for Medicarecovered
pulmonaryrehabilitation srvices.

Prior authorization is required.
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b4 . . .
W Screening and counseling to reduce alcohol misus

We cover one alcohol misuse screening for adults wit
Medicare(including pregnant women) who misuse
alcohol , but arend6t alco

If you screen positive for alcohol misuse, you can get
to 4 brief faceto-face counseling sessions per year (if
youdbre competent and al e
by aqualified primary care doctor or practitioner in a
primary care setting.

There is no coinsurance,
copayment, or deductible for the
Medicarecovered screening and
counseling to reduce alcohol
misuse preventive benefit.

\r
9 Screening for lung cancer withlow dose computed
tomography (LDCT)

For qualified individuals, a LDCT is covered every 12
months.

Eligible membersare: people aged 56 77 years who
have no signs or symptoms of lung cancer, but who h
a history of tobacco smoking of at least 30 pgekrs
and who currently smoke or have quit smoking within
the last 15 years, who receive a written order for LDC
during a lung cancer screening counseling and share
decision making visit that meets the Medicare criteria
such visits and be furnished hyphysician or qualified
nonphysician practitioner.

For LDCT lung cancer screenings after the initial LDC
screeningthe member must receive a written order fo
LDCT lung cancer screening, which may be furnishec
during any appropriate visit with a physin or qualified
nonphysician practitioner. If a physician or qualified
nonphysician practitioner elects to provide a lung car
screening counseling and shared decision making vis
for subsequent lung cancer screenings with LDCT, th
visit must meethe Medicare criteria for such visits.

There is no coinsurance,
copaymentpr deductible for the
Medicarecoveredcounseling and
shared decision making visit or fc
the LDCT.

3 Screening for sexually transmitted infections
(STIs) and counseling tgprevent STls

We cover sexually transmitted infection (STI) screenit
for chlamydia, gonorrhea, syphilis, and Hepatitis B.

These screenings are covered for pregnant women a
for certain people who are at increased risk for an ST

There is no coinsurance,
copayment, or deductible for the
Medicarecovered screening for
STls and counselinfpr STls
preventive benefit.
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3 Screening for sexuallytransmitted infections
(STIs) and counseling to prevent STlgcontinued)

when the tests adered by a primary care provider.
We cover these tests once every 12 months or at ceri
times during pregnancy.

We also cover up to 2 individual 20 to Bnute, face
to-face highintensity behavioral counseling sessions
each year for sexually active adults at increased risk f
STIs. We will only cover these counseling sessions a:
preventive service if they are provided by a primary ci
provider and ta& place in a primary care setting, such
a doctorodos office.

Services to treat kdney disease
Coveredservices include:

You pay the following, depending
on what services you receive.

1 Kidney disease education services to teach kidne?
care and help members make informed decisions
about their care. For members with stage IV chror
kidney disease when refed by their doctor, we
cover up to six sessions of kidney disease educati
services per lifetime

1 Seltdialysis training (includes training for you and
anyone helping you with your home dialysis
treatments)

There is no coinsurance,
copayment, or deductiblfor
Medicarecovered kidney disease
education services including self
dialysis training.

Prior authorization is required.

1 Outpatient dialysis treatments (including dialysis
treatments when temporarily out of the service are
as explained ilChapter 3)

You paya $3 copay foreach
Medicarecovered renal dialysis
treatment in an outpatient facility

Prior authorization is required.

1 Inpatient dialysis treatments (if you are admitted a
an inpatient to a hospital for special care)

No additionakharge. Refer to

Al npatient hosp
Medical Benefits Chart for cost
share.

Prior authorization is required.
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fnMedicare Part

Services to treat kdney diseasdcontinued)

1 Home dialysis equipment and supplies

9 Certain home support services (such as, when
necessary, visits by trained dialysis workers to che
on your home dialysis, to help in emergencies, an
check your dialysis equipment and water supply)

Certain drugs for dialysis are covered under your
Medicare Part B drug benefit. Fmformation about
coverage for Part B Drugs, please go to the section,
prescr.i

You pay the home health agency
care cost share for home dialysis
equipment if provided by a home
health agencyOtherwise, you pay
the durale medical equipment
cost share.

Prior authorization is required.

There is no coinsurance,
copayment, or deductibfer
Medicarecovered selflialysis or
homesupport services.

Prior authorization is required.

You pay 20% of the total cost for
Medicare Part B covered drugs.

Step therapy does not apply.
Prior authorization is required.

Skilled nursing facility (SNF) care

required.

necessary)
1 Meals, including special diets
1 Skilled nursing services
1

therapy

= =

SNFs

(For a definition
Chapter 12 of this booklet. Skilled nursing facilities ar:
sometimex a |l | e d HTi@& NoBpital shay is not

Covered services include but are not limited to:
1 Semiprivate room (or a private room if medically

Physical therapypccupational therapy, and speech

91 Drugs administered to you as part of your plan of
care (This includes substances that are naturally
present in the body, such as blood clotting factors
Blood - including storage and administration.
Medical and sugical supplies ordinarily provided by

For Medicarecoveredskilled
nursingfacility staysper benefit
period

9 There is no coinsurance,
copayment, or deductible for
days 1 through 20.

1 You pay a $78copay per day
for days 21 through 100.

A benefit period begins the day
you are admitted to inpatient carg
or SNF and ends when you
havendt receivg
inpatient or in a SNF for 60 days
in a row. If you go into a hospital
or a SNF after onbenefit period
has ended, a new benefit period
begins. There is no limit to the
number of benefit periods
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Skilled nursing facility (SNF) care (continued) Prior authorization is required.

1 Laboratory tests ordinarily provided by SNFs

1 X-rays and other radiology services ordinarily
provided by SNFs

1 Use of appliances such as wheelchairs ordinarily
provided by SNFs

1 Physician/Practitioner services

Generally, you will get your SNF care from network

facilities. However, under certain conditions listed

below, you may be able to paymetwork costsharing

for a facility that icisyo

accept s amaunts far pagmedts

1 A nursing home or continuing care retirement
community where you were living right before you
went to the hospital (as long as it provid&gled
nursing facility care)

1 A SNF where your spouse is livingtae time you
leave the hospital

5 Smoking and tobacco use cessation (counseling t

stop smoking or tobacco use) There is no coinsurance,

If you use tobacco, but do not hasigns or symptoms o copaymentor deductible for the
tobaccorelated diseas&Ve cover two counseling quit Medicarecovered smoking and
attempts within a 1-2nonth period as a preventive tobacco use cessation preventivy
service with no cost to you. Each counseling attempt benefits.
includes up to four facto-face visits.

Medications are covered under
your Part D prescription drug
benefits. See Chapter 6 for your
cost sharing.

If you use tobacco and have been diagnosed with a There is no coinsurance,
tobaccoerelated disease or are taking medicine that mi copayment, or deductible for the
be affected by tobaccdVe cover cessation counseling Medicarecovered smoking and
services. We cover two counseling quit attempts withi tobacco useessation benefits
12-month period, however, you will pay the applicable from your network PCP or
costsharing. Each counseling attehincludes up to foul outpatient mental or substance
faceto-face visits. abuse professional in an office
visit.
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& Smoking and tobacco use cessation (counseling tc
stop smoking or tobacco usecontinued)

You pay a $25 copay per office
visit with a network psychiatrist.

You pay a 85 copay per office
visit with a network specialist.

Medications are covered under
your Part D prescription drug
benefits. See Chapter 6 for your
cost sharing.

Supervisedexercisetherapy (SET)

SET iscovered for members who hasgmptomatic
peripheral agry disease (PADanda referraffor PAD
from thephysician responsible for PAD treatment

Up to 36 sessions over a-h&ek period are covered
the SET program requirements are met.

The SET program must

1 Consist of sessions lasting-80 minutescomprising
a therapeutic exercigeaining program for PAD in
patientswith claudication

1 Be conducted in a hospital outpatient setting or a
physiciands office

1 Be delivered by qualified auxiliary personnel
necessary to ensure benefits exceed harmsybhad
are trained in exercise therapy for PAD

1 Be under the direct supervision of a physician,
physician assistant, or nurse practitioner/clinical
nurse specialist who must be trained in both basic
and alvanced life support techniques

SET may be covered beyd36 sessions over 12 week:
for an additional 36 sessions over an extended perioc
time if deemed medically necessary by a health care
provider.

You paya $L0 copayper office
visit for Medicarecovered SET
services.

Prior authorization is required.
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Urgently neededservices

Urgently neededervicesareprovided to treat a nen Urgentcare visits:
emergency, unforeseen medical iliness, injury, or You pay a $25 copay per visit forf
condition that requires immediate medical care. Urgel vedicarecovered urgently neede
neededservicesmay be furnished by network providers geryices, except specialized

or by outof-network providers when network provider: diagnostic tests, during the visit.
are temporarilyunavailable or inaccessible.

Cost sharing for necessary urgently needed services Specialized di . )
furnished oubf-network is the same as for such servic 2P€cialized diagnostic tests:
furnished iRnetwork. You pay a $180 copay for

Urgently needed services are only covered within the OUtPatient diagnostic tests,

United States anitis territories. mcludm_g but not I|m|t_ecto .
magnetic resonance imaging

(MRI), computer tomography
(CT), andpositron emission
tomography (PET).

N
) Vision care

Covered services include: There isno coinsurance,
copayment, or deductibfer

1 Outpatient physician services for the diagnosis an Medicarecovered exams to

treatment of diseases and injuries of the eye,
including treatment for ageelated macular
degeneration. Original
routine eye exams (eye refractions) for
eyeglasses/contacts

conditions of the eye.

1 For people who are at high risk of glaucoma, will | N€reis no coinsurance,
cover one glaucoma screening each year. People COPayment, or deduble for
high risk of glaucoma includgeople with a family ~Medicarecovered screenings.
history of glaucoma, people with diabetes, African
Americans who arege 50 and oldeand Hispanic
Americans who are 65 or older

q For people with diabetes, screening for diabetic
retinopathy is covered once per year
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5 Vision care (continued)

second surgery.)

q One pair of eyeglasses or contact lenses after eac
cataract surgery that includes insertion of an
intraocular lens (If you have two separate cataract
operations, you cannot reserve the benefit after th
first surgery and purchase two eyegéssafter the

There isno coinsurance,
copayment, or deductibfer one
pair of Medicarecovered
eyeglasses or contdenses after
cataract surgery.

fitted for eyeglasses.

q One supplemental routine eye exam per year to b

Thereis nocoinsurance,
copayment, or dedubte.

q Choice of one supplemental pair of eyeglasses
(frames and lensegy contact lenses per year.

Thereis no coinsurance,
copayment, or dedubte.

We will only pay up to a totaif
$200for supplemental eye wear
peryear. If the eye wear you
purchase costs more than this
allowed amount, you pay the
amount that exceeds this
allowance.

5 AWel come
The plan covers the ofiei me

needed.

Important: We cover t

doctords o
iWel come t

your
your

i We |

he

ffice
o Medi

n We |
preventive visit oly within the first 12 months you have
Medicare Part B. When you make your appointment,

t oPrelkativdVisia r e O

C 0 me
preventive visit. The visincludes a review of your
health, as well as education and counseling about the
preventive services you need (including certain
screenings and shots), and referrals for other care if

coOo

kno
car

There is no coinsurance,
copayment, or deductible for the
AWeleotmo Medica
preventive visit.

treatments.

Wigs for hair lossrelated tochemotherapy
We coverwigs for hair loss related to chemotherapy

We will only pay up to a total of
$150 for wig(s) for hair loss
related to chemotherapy per yea
If the wig(s) you purchase costs
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Wigs for hair loss related to chemotherapy more than this allowed amount,
(continued) you pay the amount that exceeds

this allowance.
Prior authorization is required.

SECTION 3 What services are not covered by the plan?

Section 3.1 Services we do not cover (exclusions)

This section tells you whaervicesa r e i e Xren Medioaré coverage and therefore, are
not covered by this plan. Ifservicei s xclided omeansthattlkpl an doesndét cover
service

Thechartbelowlists services and items thaitherarenot covered under any conditiam are
coveredonly under specific conditions.

If you getserviceghat are exclude¢thot covered) you must pay for them vy
pay for theexcludedmedicalservicedistedin the chart below except under the specific

conditions listedThe only exceptiorwe will pay if a servicein the chartbelowis found upon

appeal to be a medics¢wvice that we should have paid for or covered because of your specific
situation. (For information about appealing a decision we have made to not cover a medical

service, go to Chapter 9, Section 5.3 in this booklet.)

All exclusions or limitationsn services aredescribed in the Benefits Chartinrthe chart below.

Even if you receive the excluded servieésn emergency facility, the excluded services are still
not covered and our plan will not pay for them.

Servicesnot covered by Not covered under | Covered only under specific
Medicare any condition conditions
Services considered not v

reasonable and necessary,
according to the standards of
Original Medicare
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Servicesnot covered by
Medicare

Not covered under
any condition

Covered only under specific

Experimental medical and
surgical proceduregquipment
and medications.

Experimental procedures and
items are those items and
procedures determined by ou
plan and Original Medicare to
not be generally accepted by
the medical community.

conditions
v

May be covered by Original
Medicare under a Medicare
approvedlinical research study or
by our plan.

(See Chapter 3, Section 5 for morg
information on clinical research
studies.)

Private room in a hospital.

v

Covered only when medically
necessary.

Personal items in your room g
a hospital or a skilledursing
facility, such as a telephone ¢
a television.

Full-time nursing care in your
home.

X

*Custodial care is care
provided in a nursing home,
hospice, or other facility
setting when you do not
require skilled medical care of
skilled nursing_j care.

AN

Homemaker services include
basic household assistance,
including light housekeeping
or Iight meal preparation.

Fees charged for care by youl
immediate relatives or
members of your household.
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Servicesnot covered by
Medicare

Not covered under
any condition

Covered only under specific

Cosmetic surgery or
procedures

conditions
v

1 Covered in cases of an
accidental injury or for
improvement of the functioning]
of a malformed body member.

1 Covered for all stages of
reconstruction for a breast afte
mastectomy, as well as for the
unaffected breast to produce a
symmetrical appearance.

Routine dental care, such as
cleanings, fillings or dentures

v

Cleaning (for up to 2 every yea
Dental xray(s) (for up to 2 ever
year)

9 Oral exam (for up to 2 every
year)

1 Comprehensive dental care
including: nonroutine services,
diagnostic services, restorative
services, endodontics,
periodontics, extractions, and
prosthodontics

1 We will only cover up to a total

of $900for routine dental care

each year

E |

Non-routine dental care

v

Dental care required toeat illness
or injury may be covered as
inpatient or outpatient care

Routine chiropractic care

v

Manual manipulation of the spine t
correct a subluxation is covered.

Routine foot care

v

Some limited coverage provided
according to Medicarguidelines
(e.g., if you have diabetes
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Servicesnot covered by
Medicare

Not covered under
any condition

Covered only under specific

Homedelivered meals

conditions
v

We coverl0 mealsup to 4 times peN
yearafter you are discharged from
inpatient caref you have been

diagnosed by a plan provider and
meet certain criteria for the diseasq
states specifically mentioned. Our
case management team will arrang

Orthopedic shoes

mealsfor you.
v

If shoes are part of a leg brace anc
are included in the cosf the brace,
or the shoes are for a person with

diabetic foot disease.

Supportive devices for the fee

v

Orthopedic or therapeutic shoes fg
people with diabetic foot disease.

Routine hearing exams,
hearing aids, or exams to fit
hearing aids.

v

1 Routine hearing exams limited
one per year.

1 We will only cover up to a total
of $500 for hearing aids and
services each year

Routine eye examinations,
eyeglasses, radial keratotom
LASIK surgery, and other lo
vision aids.

v

1 Eye exam and one pair of
eyeglasses (or contact lenses)
covered for people after catara
surgery.

1 One routine eye exam to be
fitted for eyeglasses per year a
choice of one supplemental paif
of eyeglasses (frames and lens
or contact lenses

1 We will only cover up to a tal
of $200 for supplemental eye
wear each year.
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Servicesnot covered by Not covered under | Covered only under specific
Medicare any condition conditions
Reversal of sterilization v

procedures and or nen
prescription contraceptive

supplies.

Acupuncture v

Naturopath services (uses v

natural or alternative

treatments).

Full-time nursing care in your v

home.

Reconstructive surgery. v
We cover reconstructive surgery tc
correct or repair abnormal structur
of the body caused by congenital
defect, developmental abnormalitie
accidental injury, trauma, infection
tumors, or disease.

Transportation by car, taxi, v

bus, gurney van, wheelchair

van, and any other type of We covers rides to and from doctoj

transportation (other than a appointments if you have been

licensed ambulance), even if diagnosed by a plan provider and

is the only way to travel to a meet certain criteria for the diseasq

network provider. states specifically mentioned. Our
case management team will arrang
for your transportation.

Physical exams and other v

serviceq1) required for

obtaining or maintaining
employment or participation iy
employee programs, (2)
required for insurance or
licensing, (3) on court order of
required for parole or

probation or (4) for the
purpose of travel.

All services related to aridial v
insemination and conception
by artificial means, such as:
ovum transplants, gamete
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Servicesnot covered by Not covered under | Covered only under specific
Medicare any condition conditions

intrafallopian transfer (GIFT),
semen and eggs (and service
related to their procurement
and storage), in vitro
fertilization (IVF), and zygote
intrafallopian transfe(ZIFT).

Disposable supplies for home v
use.

1 Covered if medically necessary
and covered under Original
Medicare (for example, ostomy
or diabetic supplies).

1 Covered if included in the
catalog and within the3 per
quarter allowance.

Items andservices that are noj v
health care items and service
For example, we do not cove

1 Teaching manners,
etiquette, planning skills,
how to read, or skills for
employment.

1 Items and services that
increase academic
knowledge, skills, or
intelligence.

1 Academiccoaching or
tutoring for skills such as
grammar, math, and time
management.

1 Vocational training or
teaching vocational skills
and professional growth

courses.
Outpatient oral nutrition, such v

as dietary supplements, herb

supplements, weight logsds, Covered if includedn the catalog
formulas, and food. and within the $0 per quarter

allowance.
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Servicesnot covered by Not covered under | Covered only under specific
Medicare any condition conditions
Services not approved by the v

federal Food and Drug
Administration (FDA). Drugs
supplements, tests, vaccines
devices, radioactive materials
and anyother services that by
law require FDA approval in
order to be sold in thenited
Statesbut are not approved b
the FDA.

Any treatment or services v
rendered by, or at the directig
of, a provider of health care
services who is not licensed t
provide the services, or who :I
not operating within the scop

of that license.

Services provided under v
another plan for which other
coverage is required by
federal, state, or local law to Hf
purchased or provided throug
other arrangements. Example
include cover a
Compensation, medical
payment coverage under-no
fault or underinsured
automobile insurance, or
coverage required under
similar legislation. If coverage
under this legislation is
optional for you because you
could have elected,ibr could
have had it elected for you,
benefits will not be paid for
any injury or sickness that
would have been covered
under the other plan had it
been elected.

Adult foster care.

v
Non-medical administrative v
fees and charges including by
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Servicesnot covered by Not covered under | Covered only under specific
Medicare any condition conditions

not limited to medical record
preparation charges,
appointment cancellation fees
after hours appointment
charg_]es, and interest charges

*Custodial care ipersonal care that does not require the continuing attention of trained medical
or paramedical personnel, such as care that helps you with activities of daily living, such as
bathing or dressing.
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0 Did you know there are programs to help people pay for their drugs?

The fAExtra Hel podo program helps ped@le with
more information, see Chapter 2, Section 7.

Are you currently getting help to pay for your drugs?

If you are in a program that helps pay for your drsgsne information in this

Evidence of Coveragabout the costs for Part D prescription drugsmay not apply
toyouWesehyoua separate insert, called the HAEVI
People Who Get Extra Help Paying for Presc
|l ncome Subsi dyS RRiddkeearod )o,r whhiechilLtlel | s you at
I f you donoét hav €ustbrher Garainrds earstk, fmolre & shee didll IS
(Phone numbers fdCustomer Carare printed on the back cover of this booklet.)
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SECTION 1 Introduction

Section 1.1 This chapter describes your coverage for Part D drugs

This chapteexplains rules for using your coverage for Part D drugsThe next chapter tells
what you pay for Part D drugs (ChapteiW@at you pay for your Part D prescription drjgs

In addition to you coverage for Part D drugSenerations Sele€HMO) alsocovers some
drugs under t he .ghraughdtscoverage of MedicaRdrtd beeefits, bus
plangenerallycovers drugs you are given during covered stays in the hospital skiied
nursing facility. Through its coverage dfledicare Part Benefits, our plan covedsugs

including certain chemotherapy drugs, certain drug injections you are given during an office
visit, and drugs you are given at a dialysis facil@papter 4Medical Benefits Chart, what is
covered and what you ppaiells about the benefits and costs for drugs during a covered
hospital or skilled nursing facility stay, as well as your benefits and costs for Part B drugs.

Your drugs may be covered by Originaécare if you are in Medicare hospi€ur plan only

covers Medicare Parts A, B, and D services and drugs that are unrelated to your terminal

prognosis and related conditions and therefore not covered under the Medicare hospice benefit.

For more informatin, please see Section 9.4Vvh at i f y o ucertified hospice)l¥oe di c ar e
information on hospice coverage, see the hospice section of Chgmedital Benefits Chast

what is covered and what you pay

The following sections discuss coverageofydur ugs under the plands Par
Section 9Part D drug coverage in special situatiomgludes more information on your Part D
coverage and Original Medicare.

Section 1.2 Basic rules for the planés Part D dr

The plan willgenerally cover your drugs as long as you follow these basic rules:

1 You must have a provider (a doctdentistor other prescriber) write your prescription.

1 Your prescriber must either accept Medicare or file documentation with CMS showing
that he or shes qualified to write prescriptions, or your Part D claim will be denied. You
should ask your prescribers the next time you call or visit if they meet this condition. If
not, please be aware it takes time for your prescriber to submit the necessary gaperwo
to be processed.

1 You generallymust use a network pharmacy to fill your prescription. (See Seztieii
your prescriptions at a network pharmagyr t hr ou g h -ordeesergceanés mai

T Your dr ug mu s tlistbf€overed Diudgs ¢Formutgr(nvdes c a | | it t he
Listo for shjyYyagr drSeges Sreeed othno be) on t he |
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1 Yourdrug mustbe used for a medically accepted indicatidriimedicallyaccepted
indicatiord is auseof thedrugthatis either approved bthe Foa and Drug
Administrationor supported by certain reference bodqee Sectiod for more
information about a medically accepted indication.)

SECTION 2 Fill your prescription at a network pharmacy or
t hrough t he-opderservice mai |

Section 2.1 To have your prescription covered, use a network pharmacy

In most cases, your prescriptions arecoverdgli f t hey are filled at the
pharmacies(See Sectio.5 for information about when we would coyeescriptions filled
at outof-network pharmacies.)

A network pharmacy is a pharmacy that has a contract with the plan to provide your covered
prescription drugs. The term ficovered drugso
coveredonthelpands Drug List.

Our network includes pharmacies that offer standardstwsting and pharmacies that offer
preferred costsharing. You may go to either type of network pharmacy to receive your covered
prescription drugs. Your cosharing may be less ab@rmacies with preferred cesharing.

Section 2.2 Finding network pharmacies

How do you find a network pharmacy in your area?

To find a network pharmacy, you can look in y&lvarmacy Directoryvisit ourwebsite
(www.GlobalHealth.com/pharmaddirectorie3, or callCustomer Caréphone numberare
printed on the backoverof this booklet)

You may go to any of our network pharmacidswever, your costs may be even less for your
covered drugs if you use a network pharmacy that offers preferredharstg rather than a
network pharmacy that offers standard estsring. he Pharmacy Directorywill tell you which

of the network pharmacies offer preferred esisring.You can find out more about how your
out-of-pocket costs could be different for different drugs by contactinf ysu switch from

one network pharmacy taather, and you need a refill of a drug you have been taking, you can
ask either to have a new prescription written by a provides bave your prescription

transferred to your new network pharmacy.

What if the pharmacy you have been using leaves the network?
I f the pharmacy you have been using | eaves th

pharmacy that is in the netwoi®r if the pharmacy you have been usstgys within the
network but is no longesffering preferredcostsharing you may want to switch todifferent
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pharmacyTo find another network pharmacy in your area, you can get helpGumtomer Care
(phone numberare printed on the badover of this bookletpr use thd”harmacy Directory
You can also find informatioan ourwebsiteat www.GlobalHealth.com/pharmadairectories

What if you need a specialized pharmacy?

Sometimes prescriptions must be filled at a specialized pharmacy. Specialized pharmacies
include:

1 Pharmacies that supply drugs for home infusion therapy.

1 Pharmacies that supply drugs for residents of a-tengcare(LTC) facility.
Usually, an LTC facility (such as a nursing home) has its own pharmi&gpu are in
an LTC facility, we must ensure that you are able to routinely receive your Part D
benefits through our network of LTC pharmacies, which is typically the pligrma
that the LTC facility usedf you have any difficulty accessing your Part D benefits in
an LTC facility, please contac@ustomer Care

1 Pharmacies that serve the Indian Health Service / Tribal / Urban Indian Health
Program (not available in Puerto Ric&xcept in emergencies, only Native
Americans or Alaska Natives have access to these pharmacies in our network.

1 Pharmacies that dispense drugs that are restricted by the FDA to certain lamations
thatrequirespecialhandling, provider coordination, education ortheir use. (Note:
This scenario should happen rarely.)

To locate a specialized pharmacy, look in yBarmacy Directoryr callCustomer Care
(phone numberare printed on the badover of this booklet)

Section 2.3 Usi ng t heailptdarsdsces

For certain kinds of dr ug sorderservicescGemerally,dshe t he p
drugsprovidedthrough mailorderare drugs that you take on a regular basis, for a chronic or

long-term medical condition. The drugs thataotavai | abl e t hr eotdgrh t he pl .
service are markeal s i INNMDavailable as mairder in our Drug List.

Our p | aondérservivallowsyou to ordeup to a 90-day supply.
To getorder forms andhformation about filling your prescriptions loyail, go to our website,

www.GlobalHealth.com/medicaradvantageor call CVS Caremark Customer Care toll free-at 1
866-494-3927, TTY dial 711

Usually a maHorder pharmacy order will get to you in no more th@mlays In the unlikely
event that there is a significant delay with your reader prescription drug, our mail order
service will work with you and a network pharmacy to provide with a temporary supply of
your maitorder prescription drug
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New prescriptions the pharmacy receives direc
The pharmacy will automatically fill and deliver new prescriptions it receives from health care
providers, without cheking with you first, if either:

1 You used maibrder services with this plan in the past, or

1 You sign up for automatic delivery of all new prescriptions received directly from health
care providers. You may request automatic delivery of all new presasptimw or at
any timeby continuing to have your doctor send us your prescriptions. No special request
is needed. You may contact CVS Caremark Customer Caifee®lat 18664943927,
TTY dial 711

If you receive a prescription automatically by mail thati do not want, and you were not
contacted to see if you wanted it before it shipped, you may be eligible for a refund.

If you used maibrder in the past and do not want the pharmacy to automatically fill and ship
each new prescription, please contabyicalling CVS Caremark Customer Care-fodle at 1
866-494-3927, TTY dial 711

If you have never used our mailder delivery and/or decide to stop automatic fills of new
prescriptions, the pharmacy will contact you each time it gets a new preschiptioa health

care provider to see if you want the medication filled and shipped immediately. This will give
you an opportunity to make sure that the pharmacy is delivering the correct drug (including
strength, amount, and form) and, if necessary, allowtg cancel or delay the order before you
are billed and it is shipped. It is important that you respond each time you are contacted by the
pharmacy, to let them know what to do with the new prescription and to prevent any delays in

shipping.

To opt out d automatic deliveries of new prescriptions received directly from your health care
provider s of f ibgcaling Vb Eaesark GustamerLare -todle & 1866
4943927, TTY dial 711.

Refills on mail order prescriptions. For refills of your drugs, you have the option to sign up for
an automatic refill programalled ReadyFill at Mail®Under this program we will start to

process your next refill automatically when our records show you should beals®@ing out

of your drug. The pharmacy will contact you prior to shipping each refill to make sure you are in
need of more medication, and you can cancel scheduled refills if you have enough of your
medication or if your medication has changed. If yoood® not to use our auto refill program,
please contact your pharmatydays before you think the drugs you have on hand will run out

to make sure your next order is shipped to you in time.

To opt out ofReadyFill at Mail®that automatically prepares mailder refills, please contact us
by calling CVS Caremark Customer Catl-free at 18664943927, TTY dial 711

So the pharmacy can reach you to confirm your order before shipping, please make sure to let the
pharmacy know the best ways to contact ylaase call CVS Caremark Customer Carefte#
at 1:866-494-3927, TTY dial 711, or log on to your Caremark.com account to give us your
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preferred contact information.

Section 2.4 How can you get a long-term supply of drugs?

When you get a lorgerm supplyof drugs, yourcostsharingmay be lower. The plan offers two

waysto getalongermsuppl( al so cal |l ed anpnfifmax neé edgsdncogrop pl vy
pl ands Maiotgnantalrgys are diugs that you take on a regular basis, for a chronic or
long-term medical condition.You mayorder this supply through maikder (see Section 2.3) or

you may go to a retail pharmacy

1. Some retail pharmaciesn our network allow you to get a Igsierm supply of
maintenancérugs.Some of these retail pharmaci@gich offerpreferredcostsharing
may agree to accept a lower eshiaring amount for a loAggrm supply ofmaintenance
drugs. Other retail pharmacies may not agree to accept thedostesharing amounts
for a longterm supply ofmaintenancelrugs. In this case you will be responsible for the
difference in priceYour Pharmacy Directoryells you which pharmacies in our network
can give you a longerm supply oimaintenancelrugs. Youcan also calCustomer Care
for more informatior(phone numberare printed on the badover of this booklet)

2. For certain kinds of dr unpqgrdensenicesdl@den use t h
drugsthatareotavai | abl e t hr eowlgriservicchaee markedsn 65N Ma i |
Not available at mail order in our Drug Li€.u r p | aondérservinallowsyou to
order up to ®0-day supplySee SectioR.3 for more information about using our mail
order sevices.

Section 2.5 When can you use a pharmacy that is
network?

Your prescription may be covered in certain situations

Generally, we cover drugs filled at an aftnetwork pharmacynly when you are not able to

use a network pharmacyo help you, we have network pharmacies outside of our service area
where you can get your prescriptions filled as a member of ourlplgu cannot use a network
pharmacy, herare the circumstances when we would cover prescriptions filled at arf-out
network pharmacy:

1. To qualify for the oubf-network pharmacy claim benefit, you must have experienced
one of the following:
1 Unable to access in a timely manner an opametwork pharmacy within a
reasonable driving distance;
Drug is not stocked at atcessible network retail pharmacy or mail order pharmacy;
Drug is dispensed by an eaf-network institutiorbased pharmacy while in an
emergency room, providdrased clinic, outpatient surgery or other outpatient urgent
care setting; or

T
T
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1 You are displaceftom place of residence due to a Federal disaster or other public
health emergency and you cannot reasonably obtain a Part D drug at a network
pharmacy.

2. Prescriptions filled at oubf-network pharmacies are limited to a ementh supply

unless extraordimg circumstances, approved by our Medical Director, warrant

additional supplies.

3. Prescriptions filled at pharmacies located outside of the United States and its territories
are not covered.

In these situationglease check first withCustomer Careto seef there is a network

pharmacy nearbyPhone numbers faCustomer Carare printed on the badover of this
booklet.)You may be required to pay the difference between what you pay for the drug at the
out-of-network pharmacy and the cost that we wouldec@t an imnetwork pharmacy.

How do you ask for reimbursement from the plan?

If you must use an owtf-network pharmacy, you will generally have to pay the full cost (rather
than your normal share of the coat)he timeyou fill your prescription. Yowan ask us to

reimburse you for our share of the cost. (Chapter 7, Section 2.1 explains how to ask the plan to
pay you back.)

SECTION 3 Your drugs need to be on the pl

Section 3.1 The ADrug Listo tells which Parft D d

Thep | an Llhiast aofii Cover ed Inkbhiskwdence(oFCoverageie ealiity ) . 0
t he fAiDrug Listo for short.

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 setbg i c ar e . Medi care has appr ovVve

The drugs on the Drug List are only those covered under Medicare Part D (earlier in this chapter,
Section 1.1 explains about Part D drugs).

We will generally cover a asyoudojowthe othterrceverggé a n 6 s
rules explained in this chapter and tlse of thedrug isa medically accepted indicatioA.
Amdi cal | y ac cieausesnftheidraotdatiscerheri o n 0

1 approved by the Food and y Administration (That is, thé=ood and Drug
Administration has approved the drfag the diagnosis or condition for whidgthis being
prescribed.

1 -- or-- supported by certain reference bookEhese reference books are the American
Hospital Formulary Service Drugformation the DRUGDEX Information Systenand,
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for cancer, the National Comprehensive Cancer Network and Clinical Pharmacology or
their successors.)

The Drug List includes both brand name and generic drugs

A generic drug is a prescription drug that tias same active ingredients as the brand name drug.
Generally, itworks just as well as the brand name drugwswhllycosts less. There are generic
drug substitutes available for many brand name drugs.

What is not on the Drug List?

The plan does natover all prescription drugs.

1 Insome cases, the law does not allow any Medicare plan to cover certain types of
drugs (for more information about this, see Secfidnin this chapter).

1 In other cases, we have decided not to include a particular drug @mug List.

Section 3.2 Therearefiveficosharing tierso for drfjugs or

Every drug on t he pfivacosisharilgrtiersg In genesal, theihgherithe o n e
costsharing tier, the higher your cost for the drug:

1 Costsharing Ter 1: Preferred Generic DrugsTier 1 is the lowest tier and includes

preferred generic drugs and brand drugs.

Costsharing Tier 2: Generic DrugsTier 2 includes generic drugs and brand drugs.

Costsharing Tier 3: Preferred Brand Drug3ier 3 include preferred brand drugs and

nonpreferred generic drugs.

1 Costsharing Tier 4: Nospreferred Drug$ Tier 4 includes nowpreferred brand drugs
and nonrpreferred generic drugs.

1 Costsharing Tier 5: Specialty DrugsTier 5 has the highest cost. It contairswhigh
cost brand and generic drugs, which may require special handling and/or close
monitoring.

T
T

To find out whichcoss har ing tier your drwug is 1in, l ook i

The amount you pay for drugs in each esisaring tier is shown int@pter 6 \(\Vhat you pay for
your Part D prescription drugs

Section 3.3 How can you find out if a specific drug is on the Drug List?

You havethreeways to find out:

1. Check the most recent Drug List weovided electronically
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2. Vi si t twebsite(pwaGiobadHealth.com/pharmacy/drdgrmularies.
The Drug List on thevebsiteis always the most current.

3. CallCusbmerCaréd o find out if a particular drug i
ask for a copy of the lisPhone numbers fa@Zustomer Carare printed on the
backcover of this bookle}

SECTION 4 There are restrictions on coverage for some drugs

Section 4.1 Why do some drugs have restrictions?

For certain prescription drugs, special rules restrict how and when the plan covers them. A team
of doctors and pharmacists developed these rules to help our members use drugs in the most
effective ways. Thee special rules also help control overall drug costs, which keeps your drug
coverage more affordable.

In general, our rules encourage you to get a drug that works for your medical condition and is

safe and effective. Whenever a safe, lca@st drug willwork just as welmedicallyas a higher

cost drwug, the plands rules are desigresdt to e
option. We also need to comply with Medicarebo
costsharing

If there is a restriction for your drug, it usually means that you or your provider will have

to take extra steps in order for us to cover the druglf you want us to waive the restriction for
you, you will need to use tleverage decisioprocess and ask us to make exception. We
may or may not agree to waive the restriction for you. (See Chapter 9, Section 6.2 for
information about asking for exceptions.)

Please note that sometimes a drug may appear more than once in our drug list. This is because
different restrgtions or cossharing may apply based on factors such as the strength, amount, or
form of the drug prescribed by your health care provittarigstance, L0 mg versus 100 mg; one

per day versus two per day; tablet versus liquid).

Section 4.2 What kinds of restrictions?

Our plan uses different types of restrictions to help our members use drugs in the most effective
ways. The sections below tell you more about the types of restrictions we use for certain drugs.

Restricting brand name drugs when a generic version is available

Generally,@aigener i co0 drug works the same alsmoat br and
cases, whera generic version of a brand name drug is available, our network pharmacies

will provide you the generic version.We usually willnot cover the brand name drug when a

generic version is available. However, if your provitas told us the medical reason that neither
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the generic drug nor other covered drugs that treat the same condition will work fongmwe
will cover thebrand name drug. (Your share of the cost may be greater for the brand name drug
than for the generic drug.)

Getting plan approval in advance

For certain drugs, you or your provider need to get approval from the plan before we will agree

to coverthedrugofr y o u. T priosauthioszationa 10l eSdo nfet i mes t he r eq!
getting approval in advance helps guide appropriate use of certain drugs. If you do not get this
approval, your drug might not be covered by the plan.

Trying a different drug first

This requiremenéncourages you to try less costly but just as effective drugs before the plan
covers another drug. For example, if Drug A and Drug B treat the same medical condition, the
plan may require you to try Drug A first. If Drug A does not warkyou, the plan will then

cover Drug B. This requirement to try a different drug first is calsdp therapy. 0

Quantity limits

For certain drugs, we limit the amount of the drug that you can have by limiting how much of a
drug you can get each time yblliyour prescription. For example, if it is normally considered
safe to take only one pill per day for a certain drug, we may limit coverage for your prescription
to no more than one pill per day.

Section 4.3 Do any of these restrictions apply to your drugs?

The plandés Drug List includes information abo
any of these restrictions apply to a drug you take or want to take, check the Drug List. For the

most upto-date information, calCustomer Caréphone numberare printed on the badover

of this bookle} or check ouwebsite(www.GlobalHealth.com/pharmacy/dridgrmularies.

If there is a restriction for your drug, it usually means that you or your provider will have

to take extra steps in order for us to cover the druglf there is a restriction on the drug you

want to take, you should contagtistomer Caréo learn what you or your provider wouleed

to do to get coverage for the drufyyou want us to waive the restriction for you, you will need

to use theoverage decisioprocess and ask us to make an exception. We may or may not agree
to waive the restriction for you. (See Chapteg8c¢tion 6.2 for information about asking for
exceptions.)
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SECTION 5 What if one of your drugs is not covered in the way

youodod | i ke it to be covered?
Section 5.1 There are things you can do if your drug is not covered in the

way youodd I|Ii ke it to be covered
We hope that your drug coverage will work wel

prescription drug you are currently taking, or one that you and your provider think you should be
takingthat is not on our formulary or is on our formularyhwiestrictions For example:

1 The drug might not be covered at all. Or maybe a generic version of the drug is covered
but the brand name version you want to take is not covered.

1 The drug is covered, but there are extra rules or restrictions on cover#gg fhrug As
explained in Section 4, some of the drugs covered by the plan have extra rules to restrict
their use. For examplgpu might be required to try a different drug first, to see if it will
work, before the drug you want to take will be cover@dybu. Or there might be limits
on what amount of the drug (number of pills, etc.) is covered during a particular time
period.In some cases, you may want us to waive the restriction for you.

1 The drug is covered, but it is in a ca$taring tier that malseyour costsharing more
expensive than you think it should.@ée plan puts each covered drug into onévef
different costsharing tiers. How much you pay for your prescription depends in part on
which costsharing tier your drug is in.

Therearethps you can do i f your drug IS not cover €
covered.Your options depend on what type of problem you have:

1 If your drug is not on the Drug List or if your drug is restricted, go to Sebt®to learn
what you can do.

1 If your drug is in a cossharing tier that makes your cost more expensive than you think
it should be, go to Section 5.3 to learn what youdmn

Section 5.2 What can you do if your drug is not on the Drug List or if the
drug is restricted in some way?

If your drug is not on the Drug List or is restricted, here are things you can do:

1 You may be able to get a temporary supply of the drug (onighmees in certain
situations can get a temporary supply). This will give you and your provider time to
change to another drug or to file a request to have the drug covered.

1 You can change to another drug.
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1 You can request an exception and ask the plan ter¢be drug or remove restrictions
from the drug.

You may be able to get a temporary supply

Under certain circumstancebg plan can offer a temporary supply of a drug to you when your
drug is not on the Drug List or when it is restricted in some wayndpihiis gives you time to
talk with your provider about the change in coverage and figure out what to do.

To be eligible for a temporary supply, you must meet the two requirements below:
1. The change to your drug coverage must be one of the following tygef changes:

1 The drug you have beentakingiiso | onger on the planés Drug

1 or--the drug you have been takingisw restricted in some way(Section 4 in this
chapter tells about restrictions).

2. You must be in one of the situations described be&lo

1 For those members whare new or whowere in the plan last year:

We will cover a temporary supply of your drdgring the first 90 daysof your
membership in the plan if you were new and during the firs©0 daysof the calendar
year if you were in the plan last year This temporary supply will be for a maximum of
a 30-day supplylf your prescription is written for fewer daysge will allow multiple fills

to provide up to a maximum af30day supplyof medicationThe prescription must be
filled at a network pharmacyPlease note that the loitgrm care pharmacy may provide
the drug in smaller amounts at a time to preventevas

1 For those members who have been in the plan for more thé0 daysand reside in a
long-term care (LTC) facility and need a supply right away:

We will cover one31-day suppy of a particular drugor less if your prescription is
written for fewer daysThis is in addition to the abotemporarysupplysituation

1 For current members with a change in their level of care:

o If you experience a change in your setting of care (such as being discharged or
admitted to a longerm care facility), your physiciarr @harmacy can request a
temporary supply of the drug. This temporary supply (Upltdays) will allow you
time to talk with your doctor about the change in coverage

To ask for a temporary supply, c@lustomer Caréphone numbers are printed on the back cover
of this booklet).

During the time when you are getting a temporary supply of a drug, you should talk with your
provider to decide what to do when your temporary supply runs out. You can either switch to a
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different drug covered by the plan or ask the plan to make an exception for you and cover your
current drug. The sections below tell you more about these options.

You can change to another drug

Start by talking with your provider. Perhaps there is a differaug dovered by the plan that

might work just as well for you. You can c&lustomer Caréo ask for a list of covered drugs

that treat the same medical condition. This list can help your provider find a covered drug that
might work for you.(Phone number®r Customer Carare printed on the badover of this
booklet.)

You can ask for an exception

You and your provider can ask the plan to make an exception for you and cover the drug in the
way you would like it to be covered. If your provider says thathyae medical reasons that

justify asking us for an exception, your provider can help you request an exception to the rule.
For example, you can ask the plan to cover a
Or you can ask the plan to makeexteption and cover the drug without restrictions.

If you are a current member and a drug you are taking will be removed from the formulary or
restricted in some way for next year, we will allow you to request a formulary exception in
advance for next yeawe will tell you about any change in the coverage for your drugegir

year. Youcan ask for an exception before next year and we will give you an answer within 72
hours after we receive your requestppowwer your
your request, we will authorize the coverage before the change takes effect.

If you and your provider want to ask for an exception, Chapter 9, Sedcfioell§. what to dolt
explains the procedures and deadlines that have been set by Medicake teune your request
is handled promptly and fairly.

Section 5.3 What can you do if your drug is in a cost-sharing tier you think
is too high?

If your drug isin a costsharing tieryou think is too highhere are things you can do:
You can change to another drug

If your drug is in a cossharing tier you think is too hightast by talking with your provider.
Perhaps there is a different drug in a lower-&bstring tier that might work just as well foouy.
You can callCustomer Caréo ask for a list of covered drugs that treat the same medical
condition. This list can help your provider find a covered drug that might work foi(fbone
numbers foIcCustomer Carare printed on the baaover of this boklet.)
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You can ask for an exception

You and your provider can ask the plan to make an exception in theheostg tier for the drug
so that you pay less fdr. If your providersays that you have medical reasons that justify asking
us for an exception, your provider can help you requeskeeption to the rule.

If you and your providewant to ask for an exception, Chapter 9, Sectidriedls what to dolt
explains the procedures and deadlines that have been set by Medicare to make sure your request
is handled promptly and fairly.

Drugsin ourTier 5 (Specialty Drugsjre not eligible for this type of exception. We do not lower
the costsharing amount for drugs this tier.

SECTION 6 What if your coverage changes for one of your
drugs?

Section 6.1 The Drug List can change during the year

Most of the changes in drug coverage happen at the beginning of each year (January 1).
However, during the year, the plan might make changes to the Drug List. For example, the plan
might:

1 Add or remove drugs from the Drug List. New drugs become availablacluding new
generic drugs. Perhaps the government has given approval to a new use for an existing
drug. Sometimes, a drug gets recalled and we decide not to cover it. Or we might remove
a drug from the list because it has been found to be ineffective.

Move a drug to a higher or lower cossharing tier.

Add or remove a restriction on coverage for a drugfor more information about
restrictions to coverage, see Sec#an this chapter).

1 Replace a brand name drug with a generic drug.

We mustfollow Medicare requirements before wechaighhe pl anés Drug List.

Section 6.2 What happens if coverage changes for a drug you are taking?

Information on changes to drug coverage

When changes to therug Listoccur during the year, waost information on our website about
those changes. We wilbdateour online Drug List on a regularly schedulgakis toinclude any
changes that have occurraftier the last update. Below we point out the times that you would get
direct notice if changeare made to a drug that you are then takfiogL can also calCustomer
Carefor more information (phone numbers are printed on the back cover of this booklet).
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Do changes to your drug coverage affect you right away?

Changes that can affect you this ydarthe belowcases, you will be affected by the coverage
changeduring the current year

1 A newgeneric drug replaces a brand name drug on the Drug List (or we change the
costsharing tier or add new restrictions to the brand name drug)

o We may immediately remove a brand name drug on our Drug List if we are
replacing it with a nely approvedgenericversion of the samerug that will
appear on the same or lower cost sharing tier and with the same or fewer
restrictions Also, when adding the negeneric drug, we may decide to keep the
brand name drug on our Drug List, but immediately move ithigylag cost
sharing tier or add new restrictions.

o We may not tell you in advance before we make ¢hange evenif you are
currently taking the brand name drug

0 You or your prescriber can ask us to make an exception and continue to cover the
brand name drufpr you. For information on how to a$tr an exception, see
Chapter YWhat to do if you have a problem or complaint (coverage decisions,
appeals, complaints)).

o If you are taking the brand name drug at the time we make the change, we will
provide youwith information about the specific change(s) we made. This will
also include information on the steps you may take to request an exception to
cover the brand name drug. You may not get this notice before we make the
change.

1 Unsafe drugs andother drugs on the Drug List that are withdrawn from the market

o Once in a whilea drugmay besuddenly withdrawiecause ihasbeen found to
be unsafe oremoved from the markébr arother reasonf this happens, wevill
immediately remove the drug from the DrugtLI§you are taking that drug, ev
will let you know of this change right away.

o0 Your prescribemwill also know about this change, and can work with you to find
another drug for your condition.
9 Other changes to drugs on the Drug List

0 We may make other chaegjonce the year has started that affect drugs you are
taking. For instancewe might add a generic drug that is not new to the market to
replace a brand name drug or change the stwesting tier or add new restrictions
to the brand name drug. We also niigtakechanges based on FDA boxed
warnings or new clinical gdelines recognized by Medicale must give you at
least30 d a yadvancenoticeof the changer give younotice of the change arad
30-day refill ofthe drug you are takingt a network pharmacy.

0 After you receive notice of the chang®u should be working with your
prescriberto switch to a different drug that we cover.

pr



2020 Evidence of Coverage for Generations Select (HMO) 117
Chapter5. Using the plands coverage for your Part D pi

o Or youor your prescribercan askusto make an exception and continue to cover
the drug for you. For fiormation on how to ask for an exception, see Chapter 9
(What to do if you have a problem or compldotverage decisions, appeals,
complaints).

Changes to drugs on the Drug List that will not affect people currently taking the drugfor
changes to the lDg List that are not described above, if you are currently taking thettieug,
following types of changes will not affect you until January 1 of the next year if you stay in the
plan:

1 If we move your drug into a higher cestaring tier.
1 If we put a newestriction on your use of the drug.

1 If we remove your drug from the Drug List

If any of these changes happen for a drug you are t@laurighot because of a market

withdrawal, a generic drug replacing a brand name drug, or other change noted in the
sectionsabove) t hen t he change wondét affect your us
cost until January 1 of the next year. UntiltHah t e, you probably wonot
your payments or any added restriction to your use of the ¥augwill not get direct notice

this year about changes that do not affect ytawever, on January 1 of the next year, the

changes willaffectyou and i1t i s i mportant to check the
to drugs

SECTION 7 What types of drugs are not covered by the plan?

Section 7.1 Types of drugs we do not cover

This section tells you what KThimmeans Mddicaper e scr i p
does not pay for these drugs.

If you get drugs that are excluded, you must pay for them youvgelf wonét pay for t
that are listed in this sectiomhe only exception: If the requested drug is found upon appeal to

be a drug that is not excluded under Part D and we should have paid for or covered it because of
your specific situation(For information about appealing a decision we have made to not cover a
drug, go to Chapter 9, Section 6.5 in this booklet.)

Here are three gendrales about drugs that Medicare drug plans will not cover under Part D:

f Our planés Part D drug coverage cannot <cov
Medicare Part A or Part B.

9 Our plan cannot cover a drug purchased outside the United States andarsete
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l

Our plan usually cannot coverdffa bel dadel AQfsfed i s any wuse
than those indicated on a drugdés | abel as

o Generally, cloawtkkalagesdori siodltliseupmdedonl| y v
by certain reference books. These reference books are the American Hospital
Formulary Service Drug Information, the DRUGDEX Information System,
cancer, the National Comprehensive Cancer Network and Clinical Pharmacology,
or their successs If the use is not supported by any of these reference books,
then our plan -tabpbtuseveér its fAoff

Also, by law, these categories of drugs are not covered by Medicare drug plans:

= =4 4 4

Non-prescription drugs (also called oxése-counter drugs)

Drugs when used to promote fertility

Drugs when used for the relief of cough or cold symptoms

Drugs when used for cosmetic purposes or to promote hair growth

Prescription vitamins and mineral products, except prenatal vitamins and fluoride
preparations

Drugswhen used for the treatment of sexual or erectile dysfunction
Drugs when used for treatment of anorexia, weight loss, or weight gain

Outpatient drugs for which the manufacturer seeks to require that associated tests or
monitoring services be purchased lesovely from the manufacturer as a condition of
sale

If you receivefi E x t r a paMimglfopyour drugs, your state Medicaid program may cover

some prescription drugs not normally covered in a Medicare drug plan. Please contact your state
Medicaidprogram to determine what drug coverage may be available to you. (You can find
phone numbers and contact information for Medicaid in Chapter 2, Section 6.)

SECTION 8 Show your plan member ID card when you fill a

prescription

Section 8.1 Show your member ID card

To fill your prescription, show your plamember ID cardt the network pharmacy you choose.
When you show your plamember ID cardthe network pharmacy will automatically bill the
plan forour share of your covered prescriptiorud cost. You will need to pay the pharmacy
your share of the cost when you pick up your prescription.



2020 Evidence of Coverage for Generations Select (HMO) 119
Chapter5. Using the plands coverage for your Part D pi

Section 8.2 What i f you doedlder|De@cdevithyyoulr

| f you don 6 tmenbarvDecarguith you when yawfill your prescription, aske
pharmacy to call the plan to get the necessary information.

If the pharmacy is not able to get the necessary informat@nmay have to pay the full cost
of the prescription when you pick it up. (You can therask us to reimburse youor our share.
See Chapter 7, Section 2.1 for information about how to ask the plan for reimbursement.)

SECTION 9 Part D drug coverage in special situations

Section 9.1 What if youdre in a hospital orl a sk
stay that is covered by the plan?

If you are admitted to a hospital or to a skilled nursing facility for a stay covered by thev@lan,
will generally cover the cost of your prescription drugs during your stay. Once you leave the
hospital or skilled nursing facility, the plan will cover youugds as long as the drugs meet all of
our rules for coverage. See the previous parts of this section that tell about the rules for getting
drug coverage. Chapter What you pay for your Part D prescription dryggves more

information about drug coveraged what you pay.

Please mte: When you enter, live in, or leave a skilled nursing facility, you are entitled to a
SpecialEnrollmentPeriod. During this time period, you can switch plans or change your
coverage(Chapter 10Ending your membership in tipéan, tells when you can leave our plan
and join a different Medicare plan.)

Section 9.2 What i f youdre a-termecaredld@)facility? a |l ong

Usually, a longterm cargLTC) facility (such as a nursing home) has its own pharmacy, or a
pharmacy tht supplies drugs for all of its residents. If you are a resident of adomgcare
facility, you may get your prescription drugs
of our network.

Check youPharmacy Directoryo find out if yourlongt er m car e facilityds pl
our networ k. I f it isnbét, or GustomgrcCaréphoreed mor e
numbersare printed on the badover of this booklet)

What i f youdr e a -terme caredlLdQ) facilitynandabedomenagnew
member of the plan?

If you need a drug that is not on our Drug List or is restricted in some way, the plan will cover a
temporary supply of your drug during the firs80 daysof your membershipl he total supply
will be for a maxmum ofa 3%day supply or less if your prescription is writtdar fewer days.
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(Please note that the lotgrm care (LTC) pharmacy may provide the drug in smaller amounts at

a time to prevent waste.) If you have been a member of the plan for mo@dtikaysand need

a drug that is not on our Drug List or if the
will cover one 31daysupply, or less if your prescription is written for fewer days.

During the time when you are getting a temporary suppdydrug, you should talk with your
provider to decide what to do when your temporary supply runs out. Perhaps there is a different
drug covered by the plan that might work just as well for you. Or you and your provider can ask
the plan to make an exceptifor you and cover the drug in the way you would like it to be
covered. If you and your provider want to ask for an exception, Chapter 9, Seétielts6nyhat

to da

Section 9.3 What if youdre also getting drug cov
retiree group plan?

Do you currently have other prescription drug
employer or retiree group? If so, please contabtat gr oupds b e nHebrishes ad mi
can help you determine how your current prescription doxgrage will work with our plan.

In general, if you are currently employed, the prescription drug coverage you get from us will be
secondaryto your employer or retiree group coverage. That means your group coverage would
pay first.

Speci al note about O6écreditable coveragebo:

Each year your employer or retiree group should send you a notice that tells if your prescription
drug coverage fortheenx t cal endar year is fAcreditabledo an
coverage.

Il f the cove
isexpected t
coverage

rage draditame, © h ¢ t g e plansap druy Boveragbath

O pay, Onh average, atptiohdragst as muc |
Keep these notices about creditable coveragkecause you may need them later. If you enroll

in a Medicare plan that includes Part D drug coverage, you may need these notices to show that

you have maintainecreditablecoverage. Ifyodl i dnét get a notice about

from your employer or retiree group plan, you can get a copy from your employer or retiree
planés benefits administrator or the employer

Section 9.4 What i f youo r-eertified hosiEcg? c ar e

Drugs are never covered by both hospice and our plan at the same time. If you are enrolled in
Medicare hospice and require an ardusea, laxative, pain medication or antianxiety drug that is
not covered by your hospice because it is unrelated to your teilimaas and related

conditions, our plan must receive notification from either the prescriber or your hospice provider
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that the drug is unrelated before our plan can cover the drug. To prevent delays in receiving any
unrelated drugs that should be cowkby our plan, you can ask your hospice provider or
prescriber to make sure we have the notification that the drug is unrelated before you ask a
pharmacy to fill your prescription.

In the event you either revoke your hospice election or are dischargetidsmice our plan

should cover all your drugs. To prevent any delays at a pharmacy when your Medicare hospice
benefit ends, you should bring documentation to the pharmacy to verify your revocation or
discharge. See the previous parts of this sectionahattout the rules for getting drug coverage
under Part DChapter 6 \(Vhat you pay for your Part D prescription drjggves more

information about drug coverage and what you pay.

SECTION 10 Programs on drug safety and managing medications

Section 10.1 Programs to help members use drugs safely

We conduct drug use reviews for our members to help make sure that they are getting safe and
appropriate care. These reviews are especially important for members who have more than one
provider who prescribes theiruds.

We do a review each time you fill a prescription. We also review our records on a regular basis.
During these reviews, we look for potential problems such as:

Possible medication errors

=

Drugs that may not be necessary because you are taking anoidnés tteat the same
medical condition

Drugs that may not be safe or appropriate because of your age or gender
Certain combinations of drugs that could harm you if taken at the same time
Prescriptions written for drugs that have ingredients you are iallerg

Possible errors in the amounb&ahge) of a drug you are taking

= =4 A4 A

Unsafe amounts of opioid pain medications

If we see a possible problem in your use of medications, we will work with your provider to
correct the problem.

Section 10.2 Drug Management Program (DMP) to help members safely use
their opioid medications

We have a program that can help make suremembers safely use their prescription opioid
medicationsor other medications that are frequently abu3éds program is called arDg
Management Program (DMHj.you use opioid medications that you get from several doctors or

pr
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pharmacies, we may talk y@ur doctors to make sure your use is appropriate and medically

necessaryworking with your doctorsfiwe decideyou areat risk br misusing or abusing your

opioid or benzodiazepinmedications, we may limit how you can get those medications. The
limitations may be:

1 Requiring you to get all your prescriptions for opioidbenzodiazepinmedications
from one pharmacy

1 Requiring you o get all your prescriptions for opioa benzodiazepinmedications
from one doctor

1 Limiting the amount of opioidr benzodiazepinenedications we will cover for you

If we decide that one or more of these limitations should apply to you, we will seradlgtiar

in advance. The letter will have information explaining the terms of the limitatierisink

should apply to you. You will also have an opportunity to tell us which doctors or pharmacies
you prefer to use. If yothink we made a mistake or ydisagree with our determination that

you are afrisk for prescription drug abuse or the limitation, you and your prescriber have the
right to ask us for aappeal See Chapter 9 for information about how to ask for an appeal.

The DMP may not apply to youybu have certain medical conditions, such as cancer, you are
receiving hospicepalliative, or enebf-life care or live in a longterm care facility.

Section 10.3 Medication Therapy Management (MTM) program to help
members manage their medications

We havea programthat can help our members withmplex health need&or example, some
members have several medical conditjdakedifferentdrugs at the same timandhave high
drug costs.

This program is voluntary and free to memberse#&m of pharmacists and doctors developed
the program for us. This program can help make sure that our megeibéin® most benefit from
the drugs they tak®©ur program is called a Medication Therapy Management (MTM) program.
Some members who take medioas for different medical conditions mag able to get

services throughraMTM program A pharmacist or other health professional will give you a
comprehensive review of all your medications. You can talk about how best to take your
medications, your cts, and any problemsr questions you have about your prescription and

overthe-counter medicaton¥ ou 61 1 get a written summary of t
a medication action plan that recommends what you can do to make the best use of your
medcations, with space for you to take notes or write downany falloy quest i ons. Yo
get a personal medication | ist that wil. i ncl
take them.

| t 6s a ghaveydur inatlication tewiew beforeyor year |l y AWel |l nesso v

talk to your doctor about your action plan and medication list. Bring your action plan and
medication list with you to your visit or anytime you talk with your doctors, pharmacists, and
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other health care providers.s8l, keepyour medication list with yogfor example, with your 1D)
in case yolgo to the hospital or emergency room.

If we have a program that fits your needs, we will automatically enroll you in the program and
send you information. If you decide not tarpicipate, please notify us and we will withdraw you
from the program. If you have any questions about these programs, please Cuostiacter
Care(phone numberare printed on the badoverof this booklet).
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0 Did you know there are programs to help people pay for their drugs?

ThehExtra Hel po program helps peoplFer with |
more information, see Chapter 2, Section 7.

Are you currently getting help to pay for your drugs?

If you are in a program that helps pay for your dregspe information in this

Evidence of Coveragabout the costs for Part D prescription drugsmay not apply
toyouWesehyoua separate insert, called the HAEVI
People Who Get Extra Help Paying for Presc
|l ncome Subsidy Ridero or the ALI'S Ridero),
I f you donot plehse calfustorher Garainrds ears k f or t he ALI S
(Phone numbers fdCustomer Carare printed on the back cover of this booklet.)

SECTION 1 Introduction

Section 1.1 Use this chapter together with other materials that explain
your drug coverage

This chapter focuses on what you pay for your Part D prescription drugs. To keep things simple,
we use Adrugo in this chapter to meanna Part
all drugs are Part D drugissome drugs are covered under Medid2aet A or Part B and other

drugs are excluded from Medicare coverage by law

To understand the payment information we give you in this chapter, you need to know the basics
of what drugs are covered, where to fill your prescriptions, and what rulesaw fehien you
get your covered drugslere are materials that explain these basics:

1 The plisaal @osered Drugs (Formulary)To keep things simple, we call this the
ADrug List. o

o This Drug List tells which drugs are covered for you.

o Italso tells which ofhefivefic esshtar i ng tierso the drug i s
are any restrictions on your coverage for the drug.

o If you need a copy of the Drug List, c@lustomer Caréphone numberare printed
on the baclkcoverof this booklet). You can also find the Drug List on suabsiteat
www.GlobalHealth.com/pharmacy/dridgrmularies The Drug List on thevelsite
is always the most current.

1 Chapter 5 of this booklet.Chapter 5 gives the details about your prescription drug
coverage, including rules you need to follow when you get your covered drugs. Chapter 5
also tells which types of prescription drugs areauvered by our plan.

1 The plan 6Pharmacy Directoryln most situations you must use a network pharmacy to
get your covered drugs (see Chapter 5 for the details)Phaemacy Directoryhas a list


http://www.globalhealth.com/pharmacy/drug-formularies
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of phar maci es i.halsotéleyoywhich pharsnaciesin onranetvork
can give youwn longterm supply of a drug (such as filling a prescription for a three
mont héos supply).

Section 1.2 Types of out-of-pocket costs you may pay for covered drugs

To understand the payment information we give ydiis chapter, you need to know about the
types of outof-pocket costs you may pay for your covered services. The amount that you pay for
a drug i sshariagl | @rdd ftcloesrte are t hree ways you ma\)

1 Thefi d e d u ci$ thetamauidt you nat pay for drugs before our plan begins to pay its
share.
1 A Co p ay meamgthat you pay a fixed amount each time you fill a prescription.

T ACoi ns umeans tha you pay a percent of the total cost of the drug eachoime y
fill a prescription.

SECTION 2 What you pay for a drug depends
nt t ag

payme staged you are in when
Section 2.1 What are the drug payment stages for Generations Select

(HMO) members?
As shown in the table below, there are fAdrug

coveragaunderGenerations Sele€HMO). How much you pay for a drug depends on which of
these stages you are in at the time you get a jpésarfilled or refilled Keep in mind you are
always responsible for the plands monthly pre
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Stage 1
Yearly Deductible
Stage

Because there is no
deductible for the
plan, this payment
stage does not apply
to you.

Stage 2
Initial Coverage
Stage

You begin in this stage
when you fill your first
prescription of the year.

During this stage, the
plan pays its share of the
cost of your drugs and
you pay your share of
the cost.

You stay in this stage
until your year-to-date

itot al d r (yogr
payments plus any Part D
pl andéds payme
$4,020.

(Details are in Section 5
of this chapter.)

Stage 3 Stage 4
Coverage Gap Catastrophic
Stage Coverage Stage

For Tier 1 generic drugs,
you pay either the same
copayment as in the Initial
Coverage Stage or 25% of
the costs, whichever is
lower. For Tier 1 brand

During this stage,
the plan will pay
most of the cost
of your drugs for
the rest of the
calendar year

name drugs and Tier 3 oral (through
antidiabetic medications, December 31
t he Manufactuzozo)_ '

Discount amount of 70% is
applied to the Initial
Coverage Stage
copayment.

(Details are in
Section 7 of this
chapter.)

For other drugs, you pay
25% of the price for brand
name drugs (plus a portion
of the dispensing fee) and
25% of the costs for generic
drugs.

You stay in this stage until
your year-to-date i o wof-
pocket @austso
payments) reach a total of
$6,350. This amount and
rules for counting costs
toward this amount have
been set by Medicare.

(Details are in Section 6 of
this chapter.)
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SECTION 3 We send you reports that explain payments for your
drugs and which payment stage you are in

Section 3.1 We send you a mont hl PartiD&pptanationc g1 | e d
of Benéef hRakBEOBO)

Our plan keeps track of the costs of your prescription drugs and the payments you have made
when you get your prescriptions filled or refilled at the pharmacy. This way, we can tell you
when you have moved from one drug payment stage to the next. lulgaytibere are two types

of costs we keep track of:

T We keep track of how much quboftpotketov ec opsati.d. T

T We keep t rtataddeugookts podthi & i s t heofpooketornt you
others pay on your behalf plus thmount paid by the plan.

Our plan will prepare a written report called thert D Explanation of Benefitét is sometimes
cal | eRart DENCeB 0f) when you have had troughtleeplanmor e pr
during the previous montlt includes:

1 Information for that month . This report gives the payment details about the
prescriptions you have filled during the previous month. It shows the total drug costs,
what the plan paid, and what you and others on your behalf paid.

1 Totals for the year sinceJanuary 1. Thi s 1 s -toalalt ed 7 ywdamr mati on.
you the total drug costs and total payments for your drugs since the year began.

Section 3.2 Help us keep our information about your drug payments up to
date

To keep track of your drug costsdatine payments you make for drugs, we use records we get
from pharmacies. Here is how you can help us keep your information correct and up to date:

1 Show yourmember ID card when you get a prescription filled.To make sure we
know about the prescriptions yare filling and what you are paying, show your plan
member ID caravery time you get a prescription filled.

1 Make sure we have the information we needl'here are times you may pay for
prescription drugs when we will not automatically get the informatiemeed to
keeptrack of your oubf-pocket costs. To help us keep track of youraftppocket costs,
you may give us copies of receipts for drugs that you have purchased. (If you are billed
for a covered drug, you can ask our plan to pay our share obsheFor instructions on
how to do this, go to Chapter 7, Section 2 of this booklet.) Here are some types of
situations when you may want to give us copies of your drug receipts to be sure we have
a complete record of what you have spent for your drugs:
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0 When you purchase a covered drug at a network pharmacy at a special price or
using a discount card that is not part

0o When you made a copayment for drugs that are provided under a drug
manufacturer patient assistance program.

0 Any timeyou have purchased covered drugs atafutetwork pharmacies or
other times you have paid the full price for a covered drug under special
circumstances.

1 Send us information about the payments others have made for yoRayments made by
certain other indiduals and organizations also count toward yowodyocket costs and
help qualify you for catastrophic coverage. For example, payments made by an AIDS drug
assistance progra(dDAP), the Indian Health Service, and most charities count toward your
out-of-pocket costs. You should keep a record of these payments and send them to us so we
can track your costs.

1 Check the written report we send youWhen you receive Rart D Explanation of Benefits
(afn P a rEOBO)IN the mail, please look it over to be sure thformation is complete and
correct. If you think something is missing from the report, or you have any questions, please
call us atCustomer Caréphone numberare printed on the baaoverof this booklet). Be
sure to keep these reports. They arengportant record of your drug expenses.

SECTION 4 There is no deductible for Generations Select (HMO)

Section 4.1 You do not pay a deductible for your Part D drugs

There is no deductible f@éenerations Sele¢(HMO). You begin in the Initial Coverage Stage
when you fill your first prescription of the year. See Section 5 for information about your
coverage in the Initial Coverage Stage.

SECTION 5 During the Initial Coverage Stage, the plan pays its
share of your drug costs and you pay your share

Section 5.1 What you pay for a drug depends on the drug and where you
fill your prescription

During the Initial Coverage Stagie plan pays its shaod the cost of your covered prescription
drugs,and you pay your shafgour copayment or coinsuranegnounj. Your share of the cost
will vary depending on the drug and where you fill your prescription.

The plan has five cost-sharing tiers

Every drug on t he pfivacosgcsharilgrtiersg In genesat, theihgherithe o n e
costsharing tier numbethe higher your cost for the drug:
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1 Costsharing Tier 1: Preferred Generic Drug$ier 1 is the lowest tier and includes
preferred generic drugs and brand drugs.

1 Costsharing Tier 2: Generic DrugsTier 2 includes generic drugs and brand drugs.

Costsharng Tier 3: Preferred Brand DrugsTier 3 includes preferred brand drugs and
nonpreferred generic drugs.

1 Costsharing Tier 4: Notpreferred Drug$ Tier 4 includes nowpreferred brand drugs
and nonrpreferred generic drugs.

1 Costsharing Tier 5: SpecialtyiDgsi Tier 5 has the highest cost. It contains very high
cost brand and generic drugs, which may require special handling and/or close

monitoring.
To find out whichcoss har ing tier your drug is 1in, l ook i
Your pharmacy choices
How much you pay for a drug depends on whether you get the drug from:
1 A network retail pharmacthat offers standard cesharing
1 A networkretail pharmacy thatfferspreferred cossharing
T A pharmacy that is not in the plands net wo

1 Thep | a n é-ardenmpharmacy

For more information about these pharmacy choices and filling your prescriptions, see Chapter 5
i n this bookPharmacyDirectory.he pl anbs

Generally, we will cover your prescriptionsly if they are filled at one of our network
pharnacies.Some of our network pharmaciatlso offer preferred costharing.You may go to
either network pharmaci¢bat offer preferred costharingor other network pharmaciésat

offer standard costharingto receive your covered prescription drugs. Yoosts may be less at
pharmacieshat offer preferred costharing

Section 5.2 A table that shows your costs for a one-month supply of a
drug

During the Initial Coverage Stage, your share of the cost of a covered drug will be either a
copayment ocoinsurance.
1 A Co p ay meandthat you pay a fixed amount each time you fill a prescription.

T ACoi ns umeans tha you pay a percent of the total cost of the drug each time you
fill a prescription.
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As shown in the table below, the amount of the copayment or coinsurance depends on which
costsharing tier your drug is ifRlease note:

1 If your covered drug cds less than the copayment amount listed in the chart, you will
pay that lower price for the drug. You paigherthe full price of the drugr the
copayment amountyhichever is lower

1 We cover prescriptions filled at caf-network pharmacies in only libed situations.
Please see Chapter 5, Sectoh for information about when we will cover a
prescription filled at an owf-network pharmacy.

Your share of the cost when you get a one-month supply of a covered Part D
prescription drug:
T ————————————————————

Standard Preferred Mail -order Long-term Out-of-network cost
retail cost retail cost-  costsharing care (LTC) sharing
sharing sharing (in- (4 10 a30-day COStSharing  (coverage is limited to
(in-network)  network) supply) (up to a31- certain situations; see
(up to a30- (up to a30- day supply)  Chapter 5 for details.)
day supply) day supply) (up to a30-day supply)
Cost-Sharing Tier 1 $8 $3 Standard: 8 $8 $8
(Preferred Generic Preferred: 8
Drugs)
Cost-Sharing Tier 2 $18 $13 Standard: $8 $18 $18
(Generic Drugs) Preferred: $3
CostSharing Tier 3 $45 $40 Standard: 85 $45 $45
(Preferred Brand Preferred: 80
Drugs)
Cost-Sharing Tier 4 50% 40% Standard: 50% 50% 50% coinsurance
(Norpreferred coinsurance coinsurance CoINSUrance  coinsyrance
Drugs) Preferred: 40%
coinsurance
Cost-Sharing Tier 5 33% 33% 33% 33% 33%

(Specialty Drugs) coinsurance coinsurance  coinsurance coinsurance coinsurance
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rescribes | e
st of t he en

Section 5.3 I f your doctor p
may not havetopayt he <co

Typically, the amount you pay for a prescription drug coedrsu | | mont hds s
drug. Howeveryour doctorcanpresceb | ess t han a mont hds s
times when you want to ask your doctor ab
(for example, when you are trying a medication for the first time that is known to have serious
side effects)If your doctorpr escr i bes | ess t,yoawillreothéavetb pay mont ho
for the full mont hés supply for certain drugs

0
0

The amount you pay when you get | ess duhan a f
are responsible for payirgpinsuance (a percentage of the total cost) or a copayment (a flat
dollar amount).

1 If you are responsible for coinsurance, you pay a percentage of the total cost of the drug.
You pay the same percentage regardless of whether the prescription is for a fuél month
supply or for fewer days. However, because the entire drug cost will be lower if you get
|l ess than a full monthdés supply, the amoun

1 If you are responsible for a copayment for the drug, your copay will be based on the
number of dag of the drug that you receive. We will calculate the amount you pay per
day for your dshigri(ndger dtdad ) yamdsmul tiply i
the drug you receive.

o Hereds an exampl e: Let 6s say ssupply(acopay
30-day supply) is $30. This means that the amount you pay per day for your drug
is $1. I f you receive a 7 daysod6 supply

multiplied by 7 days, for a total payment of $7.

Daily costsharing allows youa make sure a drug works for you before you have to pay for an
ent i re mo rWoulcanslsosask yqur dgctor to prescribe, and your pharmacist to

di spense, |l ess than a full mont hés supply of
dates for different prescriptions so that you can take fewer trips to the pharmacy. The amount

you pay will depend upon the dayso6é supply you
Section 5.4 A table that shows your costs for a long-term up to a 90-day

supply of adrug

For some drugs, youcangetalenger m supply (also called an fiex
your prescriptionA long-term supplyis up toa90-daysupply. (For details on where and how to
get a longterm supply of a drug, see ChapteS&ction 2.9

The table below shows what you pay when you get atemgup toa 90-daysupply of a
drug.
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135

1 Please note: If your covered drug caatsless than the copayment amount listed in the
chart, you will pay thelower price for the drug. Yopayeitherthe full price of the drug

or the copayment amounghichever is lower

Your share of the cost when you get a long-term supply of a covered Part D

prescription drug:

Standard retail cost Preferred retail

sharing costsharing (in-
(in-network) network)
(up to a 9eday (up to a 9eday
supply) supply)

Cost-Sharing Tier 1 $24 $0

(Preferred Generic

Drugs)

Cost-Sharing Tier 2 $54 $0

(Generic Drugs)

Cost-Sharing Tier 3 $135 $30

(Preferred Brand
Drugs)

CostSharing Tier4 5094 coinsurance ~ 40% coinsurance

(Non-preferred Drugs)

Cost-Sharing Tier 5 A long-term supply is A long-term supply is

Mail -order cost
sharing

(up to a 9eday
supply)

Standard: $4

Preferred: §

Standard: $4

Preferred: ®
Standard: $35

Preferred: $0

Standard: 6%
coinsurance

Preferred: 8%
coinsurance

A long-term supply is

Specialty D not available for not available for not available for

(Specialty Drugs) drugs in Tier 5 drugs in Tier 5 drugs in Tier 5
(Specialty Drugs) (Specialty Drugs) (Specialty Drugs)

Section 5.5 You stay in the Initial Coverage Stage until your total drug

costs for the year reach $4,020

You stay in the Initial Coverage Stage until the total amount for the prescription drugs you have

filled and refilled reaches tt#4,020limit for the Initial Coverage Stage.
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Your total drug cost is based on adding together what you have paid ananylidrt Dplan
has paid:

1 What you have paidfor all the covered drugs you have gotten since you started with
your first drug purchase of the year. (See Section 6.2 for morenafmn about how
Medicare calculates your eat-pocket costs.) This includes:

o0 The total you paid as your share of the cost for your drugs during the Initial
Coverage Stage.

1 What the plan has paidas its share of the cost for your drugs during the Initial
Coverage Stagélf you were enrolled in a different Part D plan at any time du2id20
the amount that plan paid during the Initial Coverage Stage also counts toward your total
drug costs.)

ThePart D Explanation of Benefit§?art DEOB)that we send tgou will help you keep track of
how much you and the plaas well as anthird parties have spent on your behdlfiring the
year. Many people do not reach $%020limit in a year.

We will let you know if you reach thi$4,020amount. If you do reacthis amount, you will
leave the Initial Coverage Stage and move on t&Cthesrage Gap Stage.

SECTION 6 During the Coverage Gap Stage, the plan provides
some drug coverage

Section 6.1 You stay in the Coverage Gap Stage until your out-of-pocket
costs reach $6,350

When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount Program
provides manufacturer discounts on brand name dimspay 25% of the negotiated price and
aportion of the dispensing fee for brand name drugs.

Generations Classic (HMO) provides additional gap coverage for brand name drugs in tiers 1 and
3. The Medicare Coverage Gap Discount Progn&ai®0% is applied to the copaymefdr brand

name drugs in¢r 1 and oral antidiabetic medications in tigh&t you paid in the Initial

Coverage Stageésee Sections 5.2 and 5.3 of this chafitethe copayments to which the 70% is
applied

You pay 25% of the negotiated price and a portion of the dispensingrfeeahd name drugs.in
other tiersBoth the amount you pay and the amount discounted by the manufacturer count
toward your oubf-pocket costs as if you had paid them and moves you through the coverage

gap.

You also receivesome coverage for generic druy®u payno more thar25% of the cost of
generic drugand the plan pays the rest
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Generations Select (HMO) provides additional gap coverage for generic drugs ir¥oer day
the same cost sharing foer 1 genericdrugs that you paid in tHeitial Coverage Stage @5%
of the cost for generic drugshichever is less.

You pay 25% of the cost of generic drugs in other tiéos.generic drugshe amount paid by
the plan 5% or morg does not count toward your eof-pocket costs. Only thenaount you
pay counts and moves you through the coverage gap.

You continue paying the discounted prareyour portion of the additional gap coveragil
your yearly ouof-pocket payments reach a maximum amount Medicare has set. [202Q
that amounts $6,35Q

Medicare has rules about what counts and what loig=Ount as your oubf-pocket costs.
When you reach an owuff-pocket limit 0f$6,35Q you leave the Coverage Gap Stage and move
on to the Catastrophic Coverage Stage.

Section 6.2 How Medicare calculates your out-of-pocket costs for
prescription drugs

Here are Medicareds rules that wa-pocketdstsf ol | ow
for your drugs.

These payments are included in your out-of-pocket costs

When you add up your owaif-pocket costsyou can includethe payments listed below (as long
as they are for Part D covered drugs and you followed the for drug coverage that are
explained in Chapter 5 of this booklet):

1 The amount you pay for drugs when you are in any of the following drug payment stages:
o The Initial Coverage Stage
o0 The Coverage Gap Stage

1 Any payments you made during this calendar year as a member of a different Medicare
prescription drug plan before youn@d our plan

It matters who pays:
1 If you make these paymengsurself, they are included in your cof-pocket costs.

1 These payments aedso includedf they are made on your behalf bgrtain other
individuals or organizations. This includes paymentsifeour drugs made by a friend or
relative, by most charities, by AIDS drug assistance programs, or by the Indian Health
Service. Payments made by aMalsbincdugede 6 s AEXt r ¢
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1 Some of the payments made by the Medicare Coverag®Gapunt Program are
included. The amount the manufacturer pays for your brand name drugs is included. But
the amount the plan pays for your generic drugs is not included.

Moving on to the Catastrophic Coverage Stage:

When you (or those paying on your behalf) have spent a to$él 850in out-of-pocket
costs within the calendar year, you will move from the Coverage Gap Stage to the
Catastrophic Coverage Stage.

These payments are not included in your out-of-pocket costs

When you add up your owaif-pocket costsyou arenot allowed toinclude any ofthese
types of payment®or prescription drugs:

1 The amount you pay for your monthly premium.

1 Drugs you buy outside the United States and its territories.
9 Drugs that are natovered by our plan.
1

Drugsyougetatanowf-n et wor Kk phar macy that do not mee
for outof-network coverage.

1 Non-Part D drugs, including prescription drugs covered by Part A or Part B and other
drugs excluded from coverage by Mestie.

1 Payments made by the plan for ydmand orgeneric drugs while in the Coverage Gap.

1 Payments for your drugs that are made by group health plans including employer health
plans.

1 Payments for your drugs that are made by certain insurance plage\ardment
funded health programs such as TRICARE and the VeterfiaigsA

1 Payments for your drugs made by a tipatty with a legal obligation to pay for
prescription costs (for example, Work@@ompensation).

Reminderlf any other organization sucls #he ones listed above pays part or all of your out
of-pocket costs for drugs, you are required to tell our plan.Cetomer Caréo let us know
(phone numbers are printed on the back cover of this booklet).

How can you keep track of your out-of-pocket total?

1 We will help you. ThePart D Explanation of Benefi{f®®art D EOB) report we send to
you includes the current amount of your-@ftpocket costs (Section 3 in this chapter
tells about this report). When you reach a tot&i&850in out-of-pocketcosts for the
year, this report will tell you that you have left tBeverage Gap Staged have moved
on to the Catastrophic Coverage Stage.
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1 Make sure we have the information we needSection 2 tells what you can do to help
make sure that our recordswiiat you have spent are complete and up to date.

SECTION 7 During the Catastrophic Coverage Stage, the plan
pays most of the cost for your drugs

Section 7.1 Once you are in the Catastrophic Coverage Stage, you will
stay in this stage for the rest of the year

You qualify for the Catastrophic Coverage Stage when youobpibcket costs have reached the
$6,350limit for the calendar year. Once you are in the Catastrophic Coverage Stage, you will
stay in this payment stage until the end of the calenekar. y

During this stage, the plan will pay most of the cost for your drugs.

1 Your share of the cost for a covered drug will be either coinsurance or a copayment,
whichever is théarger amount:

0 T eitheri coinsurance of 5% of the cost of the drug

o Tori $3.60for a generic drug or a drug that is treated like a geasdc
$8.95for all otherdrugs.

1 Our plan pays the restof the cost.

SECTION 8 What you pay for vaccinations covered by Part D
depends on how and where you get them

Section 8.1 Our plan may have separate coverage for the Part D vaccine
medication itself and for the cost of giving you the vaccine

Our plan provides coverader a number oPart DvaccinesWe also cover vaccines that are
considered medical benefits. You can find out about coverage of these vaccines by going to the
Medical Benefits Chart in Chapter 4, Section 2.1.

There are two parts to our coverageRart Dvaccinations:

1 The first part of coverage is the costloé vaccine medication itself The vaccine is a
prescription medication.

1 The second part of coverage is for the cogfiahg you the vaccire. (This is sometimes
called the fAadministrationo of the vacci

ne
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What do you pay for a Part D vaccination?
What you pay for &art Dvaccination depends on three things:

1. The type of vaccine(what you are being vaccinated for).

0 Some vaccines are considered medical benefits. You can find out about your
coverage of these vaccines by going to Chaptkteglical Benefits Chart (what is
covered and what you pay).

o Other vaccines are considdrBart D drugs. You can find these vaccines listed in
t he fhistafi€dvered Drugé~ormulary).

2. Where you get the vaccine medication.
3. Who gives you the vaccia.

What you pay at the time you get tRart Dvaccination can vary depending on the
circumstances. For example:

1 Sometimes when you get your vaagigou will have to pay the entire cost for both the
vaccine medication and for getting the vaeciou can ask our plan to pay you back for
our share of the cost.

1 Other times, when you get theaccine medication or the vacejrnyou will pay only your
share of the cost.

To show how this works, here are three common ways you mightRget ®vaccire.
Remember you are responsible for all of the costs associated with vaccines (including their
administration) during the Coverage Gap Stage of your benefit.

Situation 1: You buy thePart Dvaccine at the pharmacy and you get your vacairthe
network pharmacy. (Whether you have this choice depends on where you live.
Some states do not allow pharnescto administer a vaccination.)

1 You will have to pay the pharmacy the amount of your copayifoent
the vaccineand the cost of giving you the vacein

1 Our plan will paythe remainder of the costs

Situation 2: You get thePart Dvaccinationatyoud o ct or 6 s of fi ce.

1 When you get the vaccination, you will pay for the entire cost of the
vaccine and its administration.

1 You can then ask our plan to pay our share of the cost by using the
procedures that are described in Chapter 7 of this bodd&trngusto
pay our share of a bill you have received for covered medical services
or drugs.
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1 You will be reimbursed the amount you paid less your normal
copaymenftor the vaccine (including administration)

Situation 3:  You buy thePart Dvaccine at your pharmagcgnd then take it to your

doctords office wheae they give you th

1 You will have to pay the pharmacy the amount of yoaypaymentor
the vaccine itself.

1 When your doctor gives you the vaagilyou will pay the entire cost
for this service. You gathen ask our plan to pay our share of the cost
by using the procedures described in Chapter 7 of this booklet.

1 You will be reimbursed the amount charged by the doctor for
administering the vaccine

Section 8.2 You may want to call us at Customer Care before you get a
vaccination

The rules for coverage of vaccinations are complicated. We are here to help. We recommend that
you call us first aCustomer Carghenever you are planning to get a vaccinatihone
numberdor Customer Carare printed othe backcoverof this booklet)

1 We can tell you about how your vaccination is covered by our plan and explain your
share of the cost.

1 We can tell you how to keep your own cost down by using providers and pharmacies in
our network.

1 If you are not able tase a network provider and pharmacy, we can tell you what you
need to do to get payment from us for our share of the cost.
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SECTION 1 Situations in which you should ask us to pay our
share of the cost of your covered services or drugs

Section 1.1 I f you pay our plandés eovaede of [t he ¢
services or drugs, or if you receive a bill, you can ask us for
payment

Sometimes when you get medical care or a prescription drug, you may need to pay the full cost

right away. Other times, you may find that you have paid more than you expederdhan

coverage rules of the plan. In either case, you can ask our plan to pay you back (paying you back
is often called fArei mbursingod you). 't is you
paid more than your share of the cost for medicaliees or drugs that are covered by our plan.

There may also be times when you get a bill from a provider for the full cost of medical care
you have received. In many cases, you should send this bill to us instead of paying it. We will
look at the bill andlecide whether the services should be covered. If we decide they should be
covered, we will pay the provider directly.

Here are examples of situations in which you may need to ask our plan to pay you back or to pay
a bill you have received

1. When vy orecéive@ emergency or urgently needed medical care from a
provider who is not in our plands network

You can receive emergency services from any provider, whether or not the provider is a part
of our network. When you receive emergency or urgently neseleitesrom a provider

who is not part of our network, you are only responsible for paying yous sfiine cost, not

for the entire cost. You should ask the provider to bill the plan for our share of the cost.

1 If you pay the entire amount yourself at the time you receive the care, you need to ask
us to pay you back for our share of the cost. Sendeusilthalong with documentation
of any payments you have made.

1 Attimes you may get a bill from the provider asking for payment that you think you do
not owe. Send us this bill, along with documentation of any payments you have already
made.

o If the provider is owed anything, we will pay the provider directly.

o If you have already paid more than your share of the cost of the service, we will
determine how much you owed and pay you back for our share of the cost.
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2. When a network provider sends you a bill you think you should not pay

Network providers should always bill the plan directly, and ask you only for your share of
the cost. But sometimes they make mistakes, and ask you to pay more than your share.

1 You only have to pay your cesharing amount faen you get services covered by our

planwWe do not allow providers to add addit.
billing.d This protection {shaimgdamounth u never
applies even if we pay the provider less than theigen\charges for a service and even

I f there is a dispute and we dondét pay cert
about Abalance billindg, 6 go to Chapter 4,

1 Whenever you get a bill from a network provider that you think is more than you
should pay, send us the bill. We will contact the provider directly and resolve the
billing problem.

1 If you have already paid a bill to a network provider, but you feel that you paid too
much, send us the bill along with documentation of any paymentairhade and
ask us to pay you back the difference between the amount you paid and the amount you
owed under the plan.

3. If you are retroactively enrolled in our plan

Someti mes a personds enroll ment i n firste pl an
day of their enrollment has alreaggissedThe enrollment date may even have occurred last
year.)

If you were retroactively enrolled mur plan and you paid owtf-pocket for any of your
covered services or drugs after your enrollment date, you can ask us to pay you back for our
share of the cost¥.ou will need to submit paperwork for us to handle the reimbursement.

Pleasecall CustomerCarefor additional information about how to ask us to pay you back
and deadlines for making your requéBthone numbers faCustomer Carare printed on the
backcover of this booklet.)

4. When you use an out-of-network pharmacy to get a prescription filled

If you go to an oubf-network pharmacy and try to use youember ID cardo fill a

prescription, the pharmacy may not be able to submit the claim directly to us. When that
happens, you will have to pay the full cost of your prescrip{dfe cover pescriptions

filled at outof-network pharmacies only in a few special situations. Please go to Chapter 5,
Sedion 2.5 to learn more.)

Save your receipt and send a copy to us when you ask us to pay you back for our share of the
cost.
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5. When you pay the full cost for a prescriptio
your plan member ID card with you

If you do not have your plamember ID caravith you, you can ask the pharmacy to call the
plan or to look up your plan enrollment information. However, if the pharmacy cannot get
the enrollment information they need right away, you may need to pay the full cost of the
prescription yourself.

Save wpur receipt and send a copy to us when you ask us to pay you back for our share of the
cost.

6. When you pay the full cost for a prescription in other situations

You may pay the full cost of the prescription because you find that the drug is not covered
for some reason.

T For exampl e, the dr ligtof@avgredibaugs (Forewulaoypr t he pl
it could have a requirement or restrictior
should apply to you. If you decide to get the drug immediately, yourn@eg to pay
the full cost for it.

1 Save your receipt and send a copy to us when you ask us to pay you back. In some
situations, we may need to get more information from your doctor in order to pay you
back for our share of the cost.

7. When you pay copayments under a drug manufacturer patient assistance
program

1 If you get help from, and pay copayments under, a drug manufacturer patient assistance
program outside our plandés benefi tof you ma
pocket expense coutdward qualifying you for catastrophic coverage. Save your receipt
and send a copy to us.

8. When you use an out-of-network eye wear provider.

1 If you go to an oubf-network provider to get your eye glasses or contact lenses, send a
copy of your receipt andsk us to pay you back.

All of the examples above are types of coverage decisions. This means that if we deny your
request for payment, you can appeal our decision. Chapter 9 of this H@@kégtto do if you
have a problem or complaint (coverage decisj@ppeals, complaintshas information about
how to make an appeal.

SECTION 2 How to ask us to pay you back or to pay a bill you
have received

Section 2.1 How and where to send us your request for payment

Medical Claimsi
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Send us your request for paymeadgng with your bill and documentation of any payment you
have made. ltéds a good idea to make a copy of

Mail your request for payment together with any bills or receipts to us at this address:

GlobalHealth, Inc.

Attn: Customer Care

P.O. Box 1747

Oklahoma City, OK 73101747

You may also call our plan to request payment. For details, go to Chapter 2, Section 1 and look
for the section called, Where to send a request that asks us to pay for our share of the cost for
medical care or a drug you have received.

You must submit your claim to us within 60 daysof the date you received the service, item, or
Part B drug.

Prescription Drug Claimi

Send us your request for payment, along with your billdowimentation of any payment you
have made. ltés a good idea to make a copy of

To make sure you are giving us all the information we need to make a decision, you can fill out
our claim form to make your request foetyment.
T You dondét have to use the for m, but it wil

91 Either download a copy of the form from our websitev(v.GlobalHealth.com/medicare
advantaggor cal Customer Care and ask for the form. (Phone numbers for Customer
Care are printed on the back cover of this booklet.)

Mail your request for payment together with any bills or receipts to us at this address:

CVS Caremark
P.O. Box 52066
Phoenix, AZ 85072066

You may also call our plan to request payment. For details, go to Chapter 2, Section 1 and look
for the section called, Where to send a request that asks us to pay for our share of the cost for
medical care or a drug you have received.

You must submityour claim to us within three yearsof the date you received the Part D item
or drug.

Contact Customer Care if you have any questions (phone numbers are printed on the back cover
of this booklet). |l f you donét Kndwswhatd ywow
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know what to do about those bills, we can help. You can also call if you want to give us more
information about a request for payment you have already sent to us

SECTION 3 We will consider your request for payment and say
yes or no

Section 3.1 We check to see whether we should cover the service or drug
and how much we owe

When we receive your request for payment, we will let you know if we need any additional
information from you. Otherwise, we will consider your request and makeesiagesdecision.

1 If we decide that the medical care or drug is covered and you followed all the rules for
getting the care or drug, we will pay for our share of the cost. If you have already paid for
the service or drug, we will mail your reimbursement wf share of the cost to you. If
you have not paid for the service or drug yet, we will mail the payment directly to the
provider. (Chapter 3 explains the rules you need to follow for getting your medical
servicesovered Chapter 5 explains the rules yoeed to follow for getting your Part D
prescription drugsovered)

1 If we decide that the medical care or drugascovered, or you didot follow all the
rules, we will not pay for our share of the cost. Instead, we will send you a letter that
explains the reasons why we are not sending the payment you have requested and your
rights to appeal that decision.

Section 3.2 If we tell you that we will not pay for all or part of the medical
care or drug, you can make an appeal

|l f you think we have made a mistake in turnin
agree with the amount we are paying, you can make an appeal. If you make antappeals

you are asking us to change the decision we made when we turned down your request for

payment.

For the details on how to make this appeal, go to Chapter 9 of this bkiat to do if you

have a problem or complaint (coverage decisions, appeaisplaints)) The appeals process is

aformal process with detailed procedures and important deadlines. If making an appeal is new to
you, you will find it helpful to start by reading Section 4 of Chapter 9. Section 4 is an

introductory section that expites the process for coverage decisions and appeals and gives
definitions of terms such as fAappeal . 0 Then a
section in Chapter 9 that tells what to do for your situation:

1 If you want to make an appeal abouttiet paid back for a medical service, go to
Section 53 in Chapter 9.
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1 If you want to make an appeal about getting paid back for a drug, go to Setwn 6.
Chapter 9.

SECTION 4 Other situations in which you should save your
receipts and send copies to us

Section 4.1 In some cases, you should send copies of your receipts to us
to help us track your out-of-pocket drug costs

There are some situations when you should let us know about payments you have made for your
drugs. In these cases, you are not askingmugayment. Instead, you are telling us about your
payments so that we can calculate youraftpocket costs correctly. This may help you to

qualify for the Catastrophic Coverage Stage more quickly.

Here are two situations when you should send us copiegeipts to let us know about
payments you have made for your drugs:

1. When you buy the drug for a price that is lower than our price

Sometimes when you are in tBeverage Gap Stage yoan buy your drugt a network
pharmacy for a price that isower than our price.

1 For example, a pharmacy might offer a special price on the drug. Or you may have a
discount card that is outside our benefit that offers a lower price.

1 Unless special conditions apply, you must use a network pharmacy irsittues®ns
and your drug must be on our Drug List.

9 Save your receipt and send a copy to us so that we can have yotfipocket
expenses count toward qualifying you for the Catastrophic Coverage Stage.

1 Please noteif you are in theCoverage Gap Stagee will not pay for any share of
these drug costs. But sendiagopy ofthe receipt allows us to calculate your-oft
pocket costs correctly and may help you qualify for the Catastrophic Coverage Stage
more quickly.

2. When you get a drug through a patient assistance program offered by a
drug manufacturer

Some members are enrolled in a patient assistance program offered by a drug manufacturer
that is outside the plan benefits. If you get any drugs through a program offered by a drug
manufacturer, you mayay a copayment to the patient assistance program.

9 Save your receipt and send a copy to us so that we can have yofipocket
expenses count toward qualifying you for the Catastrophic Coverage Stage.
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1 Please noteBecause you are getting your drug thriotige patient assistance program
and not through the plands benefits, we

But sendinga copy ofthe receipt allows us to calculate your-otipocket costs
correctly and may help you qualify for the Catastioffoverage Stage more quickly.

Since you are not asking for payment in the two cases described above, these situations are not
considered coverage decisions. Therefore, you cannot make an appeal if you disagree with our

decision.
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SECTION 1 Our plan must honor your rights as a member of the
plan
Section 1.1 We must provide information in a way that works for you (in

large print, etc.)

To get information from us in a way that works for you, pleaseGiatomer Caréphone
numbersare printed on the badover of this booklgt

Our plan has people amfete interpreterservices available to answer questions faisabled
andnon-English peaking members. We can also give you information in large girimb cost
ifyouneeditWe ar e required to give younafaimabr mat i on
that is accessible and appropriate for yboiget information from us in a way thabvks for

you, please caffustomer Cargphone numbers are printed on the back cover of this booklet)

or contacbour ExecutiveDirector of Compliance and Legal Services

If you have any trouble getting information from our piam@ format that is accessand
appropriate for you, please call to file a grievance withExecutiveDirector of Compliance

and Legal Service210 Park AvenueSte2800, Oklahoma City, OK 73195621, Phone: 1
877-280-5852 (toltree),or E-mail: compliance @globalhealth.coviou may also file a

complaint with Medicare by callini-800-MEDICARE (1-800-633-4227)or directly with the

Office for Civil Rights. Catact information is included in thisvidence of Coverager with this
mailing, or you may contadCustomer Caréphone numbers are printed on the back cover of this
booklet)for additional information.

Section 1.2 We must ensure that you get timely access to your covered
services and drugs

As a member of our plan, you have the right to chogs@raary care provider (PCH) the

planés network to provide and arrange for you
this). CallCustomer Caréo lean which doctors are accepting new patients (phone nurabers

printed on the backoverof this booklet) We do not require you to geeferrakto go tonetwork

specialists.

As a plan member, you have the right to get a
network of providersvithin a reasonable amount of timEhis includes the right to get timely

services from specialists when you need that care. You also leaxighhto get your

prescriptions filled or refilled at any of our network pharmacies without long delays.

If you think that you are not getting your medical care or Part D drugs within a reasonable

amount of time, Chapter, $ection 1®f this booklet tells what you can d@f we have denied
coverage for your medical <care or drugs and vy
Section 4 tells what you can do.)
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Section 1.3 We must protect the privacy of your personal health
information

Federal and state laws protect the privacy of your medical records and personal health
information. We protect your personal health information as required by these laws.

T Your fipersonal health informationohenncl ude
you enrolled in this plan as well as your medical records and other medical and health
information.

1 The laws that protect your privacy give you rights related to getting information and
controlling how your health information is used. We give you &erinotice, called a
ANoti ce of Pthattells abput tResearightsiard explains how we protect the
privacy of your health information.

How do we protect the privacy of your health information?
T We make sure that unarchaigeyourmeenls. peopl e dond

T I'n most situations, if we give your health
care or paying for your careie are required to get written permission from you first.
Written permission can be given by you or by someanehave given legal power to
make decisions for you.

1 There are certain exceptions that do not require us to get your written permission first.
These exceptions are allowed or required by law.

o For example, we are required to release health informationvergoent
agencies that are checking on quality of care.

0 Because you are a member of our plan through Medicare, we are required to give
Medicare your health information including information about your Part D
prescription drugs. If Medicare releases yotmrimation for research or other
uses, this will be done according to Federal statutes and regulations.

You can see the information in your records and know how it has been shared
with others

You have the right to look at your medical records held at g, pihd to get a copy of your

records. We are allowed to charge you a fee for making copies. You also have the right to ask us
to make additions or corrections to your medical records. If you ask us to do this, wenkill

with your healthcare provider tbecide whether the changes should be made.

You have the right to know how your health information has been shared with others for any
purposes that are not routine.

If you have questions or concerns about the privacy of your personal health informatage, p
call Customer Caré@hone numberare printed on the badoverof this booklet).
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GlobalHealth Privacy Practices

THIS NOTICE DESCRIBES HOW YOUR PROTECTED HEALTH INFORMATION (PHI)
MAY BE USED AND/OR DISCLO%D. PLEASE REVIEW IT CAREFULLY.

GlobalHealth Inc. (GlobalHealth is committed to protecting the privacy and confidentiality of

our Membersd Protected Health I nformation APH
state laws and regulations, including the Health Insurance Portability and AalsitynAct of

1996 (HIPAA) and the Health Information Technology for Economic@inucal Health

(HITECH) Act.

How GlobalHealth May Use or Disclose Your Health Information

For TreatmentWe may use and/or disclose your PHI to a healthcare provideitdipepother
healthcare facility in order to arrange for or facilitate treatment for you.

For PaymentWe may use and/or disclose your PHI for purposes of paying claims from
physicians, hospitals, and other healthcare providers for services delivgmdttat are

covered by your health plan; to determine your eligibility for benefits; to coordinate benefits; to
review for medical necessity; to obtain premiums; to issue explanations of benefits to the
individual who subscribes to the health plan in iahyou participate; and other payment related
functions.

For Health Care Operation#/e may use and/or disclose PHI about you for health plan
operational purposes. Some examples include: risk management, patient safety, quality
improvement, internal auditg, utilization review, medical or peer review, certification,
regulatory compliance, internal training, accreditation, licensing, credentialing, investigation of
complaints, performance improvement, etc.

HealthRelated Business and Serviclge may usand disclose your PHI to tell you of health
related products, benefits, or services related to your treatment, care management, or alternate
treatments, therapies, providers, or care settings.

Where Permitted or Required by Lawe may use and/atisclose information about you as
permitted or required by law. For example, we may disclose information:

1 To aregulatory agency for activities including, but not limited to, licensure, certification,
accreditation, audits, investigations, inspections,raadical device reporting;

1 To law enforcement upon receipt of a court order, warrant, summons, or other similar
process;

1 Inresponse to a valid court order, subpoena, discovery request, or administrative order
related to a lawsuit, dispute or other lawfubcess;

1 To public health agencies or legal authorities charged with preventing or controlling disease,
injury or disability;

1 For health oversight activities conducted by agencies such as the Centers for Medicare and
Medicaid Services (CMS), State Departef Health, Insurance Department, etc.;

1 For national security purposes, such as protecting the President of the United States or the
conducting of intelligence operations;

T I'n order to comply with | aws and regulations
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For coordination of insurance or M&are benefits, if applicable;

When necessary to prevent or lessen a serious and imminent threat to a person or the public
and such disclosure is made to someone that can prevent or lessen the threat (including the
target d the threat); and

1 Inthe course of any administrative or judicial preding, where required by law.

Business Associate®Ve may use and/or disclose your PHI to business associates that we
contract with to provide services on our behalf. Examples indadsultants, accountants,

lawyers, auditors, health information organizations, data storage and electronic health record
vendors, etc. We will only make these disclosures if we have received satisfactory assurance that
the business associate will propeséfeguard your PHI.

Personal/Authorized RepresentatiViée may use and/or disclose PHI to your authorized
representative.

Family, Friends, Caregiverg/e may disclose your PHI to a family member, caregiver, or friend
who accompanies you or is involved ioy medical care or treatment, or who helps pay for

your medical care or treatment. If you are unable or unavailable to agree or object, we will use
our best judgment in communicating with your family and others.

EmergenciesWe may use and/or disclose ydrHI if necessary in an emergency if the use or
disclosure is necessary for your emergency treatment.

Military / Veterans If you are a member or veteran of the armed forces, we may disclose your
PHI as required by military command authorities.

Inmates If you are an inmate of a correctional institute or under the custody of law enforcement
officer, we may disclosure your PHI to the correctional institute or law enforcement official.

Appointment ReminderdVe may use and/or disclosure your PHI to contaatgs a reminder

that you have an appointment for treatment or medical care. This may be done through direct
mail, email, or telephone call. If you are not home, we may leave a message on an answering
machine or with the person answering the telephone.

Medication and Refill ReminderdVe may use and/or disclose your PHI to remind you to refill
your prescriptions, to communicate about the generic equivalent of a drug, or to encourage you
to take your prescribed medications.

Limited Data Setlf weuseyour Pl t o make a dlimited data set,
to others for purposes of research, public health action, or health care operations. The
individuals/entities that receive the limited data set are required to take reasonable steps to

protect he privacy of your information.

Any Other UsesWe will disclose your PHI for purposes not described in this notice only with
your written authorization. Most uses and disclosures of psychotherapy notes (where
appropriate), uses and disclosures of PHhiarketing or fundraising purposes, and disclosures
that constitute a sale of PHI reguiyour written authorization.

NOTE: The information authorized for release may include records which may indicate the
presence of a communicable or mmmunicable dsase required to be reported pursuant to
State law.

= =4

Your Health Information Rights
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Right to Inspect and Copy

You have the right to inspect and copy your PHI as provided by law. This right does not apply to
psychotherapy notes. Your request must be madeitimg. We have the right to charge you the
amounts allowed by State and Federal law for such copies. We may deny your request to inspect
and copy your records in certain circumstances. If you are denied access, yappeiyto our

Privacy Officer.

Right to Confidential Communication

You have the right to receive confidential communication of your PHI by alternate means or at
alternative locations. For example, you may request to receive communication from us at an
alternate address or telephone numi¥eur request must be in writing and identify how or

where you wish to be contacted. We reserve the right to refuse to honor your request if it is
unreasonable or not possible to comply with.

Right to Accounting of Disclosures

You have the right toequest an accounting of certain disclosures of your PHI to third parties,
except those disclosures made for treatment, payment, or health care or health plan operations
and disclosures made to you, authorized by you, or pursuant to this Notice. To aeceive
accounting, you must submit your request in writing and provide the specific time period
requested. You may request an accounting for up to six (6) years prior to the date of your request
(three years if PHI is an electronic health record). If youestjmore than one (1) accounting in

a 12month period, we may charge you for the costs of providing the list. We will notify you of

the cost and you may withdraw your request before any costs are incurred.

Right to Request Restrictions on Uses or Disclesur

You have the right to request restrictions or limitations on certain uses and disclosures of your
PHI to third parties unless the disclosure is required or permitted by law. Your request must be
made in writing and specify (1) what information you winlimit; (2) whether you want to

limit use, disclosure, or both; and (3) to whom you want the limits to apply. We are not required
to honor your request. If do we agree, we will make all reasonable efforts to comply with your
request unless the informatids needed to provide emergency treatment to you or the disclosure
has already occurred or the disclosure is required by law. Any agreement to restrictions must be
signed by a person authorized to make such an agreement on our behalf.

Right to Request Anmelment of PHI

You have the right to request an amendment of your PHI if you believe the record is incorrect or
incomplete. You must submit your request in writing and state the reason(s) for the amendment.
We will deny your request if: (1) it is not in wirg or does not include a reason to support the
request; (2) the information was not created by us or is not part of the medical record that we
maintain; (3) the information is not a part of the record that you would be permitted to inspect
and copy, or4) the information in the record is accurate and complete. If we deny your
amendment request, you have a right to file a statement of disagreement with our Privacy
Officer.

Right to Be Notified of a Breach
You have the right to receive notification of dmgaches of your unsecured PHI.
Right to Revoke Authorization
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You may revoke an authorization at any time, in writing, but only as to future uses or disclosures
and not disclosures that we have made already, acting on reliance on the authorization you have
given us or where authorization was not required.

Right to Receive a Copy of this Notice
You have the right to receive a paper copy of this Notice upon request.
Changes to this Notice

GlobalHealth reserves the right to change this notice and make thgrosions effective for
all PHI that we maintain.

To Report a Privacy Violation

If you have a question concerning your privacy rights or believe your rights have been violated,
you may contact our Privacy Officer at:

ATTN: Privacy Officer
GlobalHealth, Inc.

210 Park Avenue

Suite 280

Oklahoma City, OK 731(®-5621
Toll-free 1-877-280-5852

Effective Date: 04/01/2013 | Original Notice: 04/01/2003 | Revised: 04/01/2011
You may also report a violation to the Region VI U.S. Department of Health and Human

Services Office for Civil Rights, 1301 Young ST, Suite 1169, Dallas, TX 75202. You will not be
penalized or retaliated against for filing a complaint.

Section 1.4 We must give you information about the plan, its network of
providers, and your covered services

As a member oGenerations Sele€HMO), you have the right to get several kinds of
information from us. (As explained above in Section 1.1, you have the right to get information
from us in a way that works for you. This includes gettinginf@mation in languages other

than English and in large print or other alternate formats.)

If you want any of the following kinds of information, please €alstomer Caréphone
numbersare printed on the badoverof this booklet):

1 Information aboutourplan. Thi s i ncludes, for exampl e,
financial condition. It also includes information about the number of appeals made by
members and the plands performance ratings
members and how it aagpares to other Medicare health plans.
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1 Information about our network providers including our network pharmacies.

o For example, you have the right to get information from us about the
gualifications of the providers and pharmacies in our network and hovayving@
providers in our network.

o For a | ist of the pr oviPdederDiractary t he pl an
o For a |ist of the phar m#&kaimacy Diiectoryt he pl a

o For more detailed information about our providers or pharmageescan call
Customer Caréphone numberare printed on the badoverof this booklet) or
visit our websiteat www.GlobalHealth.com

1 Information about your coverage andthe rules you must followwhen using your
coverage.

o In Chapters 3 and 4 of this booklet, we explain what medical esraie covered
for you, any restrictions to your coverage, and what rules you must follow to get
your covered medical services.

0 To get the details on your Part D prescription drug coverage, see Chapters 5 and 6
of t his book Listbof Covéed Brugs (Roemulary)Bhasé shapters,
together with the.ist of Covered Drugé~ormulary), tell you what drugs are
covered and explain the rules you must follow and the restrictions to your
coverage for certain drugs.

o If you have questions about the ru@gestrictions, please callustomer Care
(phone numberare printed on the badoverof this booklet).

1 Information about why something is not covered and what you can do about it.

o If a medical service or Part D drug is not covered for you, or if youerege is
restricted in some way, you can ask us for a written explanation. You have the
right to this explanation even if you received the medical service or drug from an
out-of-network provider or pharmacy.

o If you are not happy or if you disagree witkdecision we make about what
medical care or Part D drug is covered for you, you have the right to ask us to
change the decisioiYou can ask us to change the decision by making an appeal.
For details on what to do if something is not covered for you imtheyou think
it should be covered, see Chapter 9 of this booklet. It gives you the details about
how to make an appeal if you want us to change our decision. (Chapter 9 also tells
about how to make a complaint about quality of care, waiting times, had ot
concerns.)

o If you want to ask our plan to pay our share of a bill you have received for
medical care or a Part D prescription drug, see Chapter 7 of this booklet.


http://www.globalhealth.com/
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Section 1.5 We must support your right to make decisions about your care

You have the right to know your treatment options and participate in decisions
about your health care

You have the right to get full information from your doctors and other health care providers
when you go for medical care. Your providers must explain your medical wondiid your
treatment choices a way that you can understand

You also have the right to participate fully in decisions about your health care. To help you make
decisions with your doctors about what treatment is best for you, your rights include the
following:

1 To know about all of your choicesThis means that you have the right to be told about
all of the treatment options that are recommended for your condition, no matter what they
cost or whether they are covered by our plaalso includes beingptd about programs
our plan offers to help members manage their medications and use drugs safely.

1 To know about the risks.You have the right to be told about any risks involved in your
care. You must be told in advance if any proposed medical care or treatment is part of a
research experiment. You always have the choice to refuse any experimental treatments.

1 The right to sayfi n @Y.ou have the right to refuse any recommended treatment. This
includes the right to leave a hospital or other medical facility, even if your doctor advises
you not to leave. You also have the right to stop taking your medication. Of course, if you
refuse treatment or stop taking medication, you accept full responsibility for what
happens to your body as a result.

1 To receive an explanation if you are denied coverage for caréou have the right to
receive an explanation from us if a provider has decaed that you believe you should
receive. To receive this explanation, you will need to ask us for a coverage decision.
Chapter 9 of this booklet tells how to ask the plan for a coverage decision.

You have the right to give instructions about what is to be done if you are not
able to make medical decisions for yourself

Sometimes people become unable to make health care decisions for themselves due to accidents
or serious illness. You have the right to say what you want to happen if you are in thigrsituati
This means thatf you want tg you can:

1 Fill out a written form to givesomeone the legal authority to make medical decisions
for you if you ever become unable to make decisions for yourself.

1 Give your doctors written instructions about how you warthem to handle your
medical care if you become unable to make decisions for yourself.
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The legal documents that you can use to give your directions in advance in these situations are
c al bhdvahceilirectives 0 Ther e are di ff eresanddiffereqieamesof ad
for them. Dolviogn ot apodex df atterdey for healthcared ar e examp|l
of advance directives.

| f you want to use an fAadvance directiveo to

1 Get the form. If you want b have an advance directive, you can get a form from your
lawyer, from a social worker, or from some office supply stores. You can sometimes get
advance directive forms from organizations that give people information about Medicare.
You can also conta€ustomer Caré¢o ask for the forms (phone numbare printed on
the backcoverof this booklet).

9 Fill it out and sign it. Regardless of where you get this form, keep in mind that it is a
legal document. You should consider having a lawyer help you prépare i

1 Give copies to appropriate peopleYou should give a copy of the form to your doctor
and to the person you name on the form as
You may want to give copies to close friends or family members as well. Béoskieep
a copy at home.

If you know ahead of time that you are going to be hospitalized, and you have signed an advance
directive,take a copy with you to the hospital

1 If you are admitted to the hospital, they will ask you whether you have signedancadv
directive form and whether you have it with you.

1 If you have not signed an advance directive form, the hospital has forms available and
will ask if you want to sign one.

Remember, it is your choice whether you want to fill out an advance directiv@ncluding
whether you want to sign one if you are in the hospital). According to law, no one can deny you
care or discriminate against you based on whether or not you have signed an advance directive.

What if your instructions are not followed?

If you have ggned an advance directive, and you believe that a doctor or haligitadtfollow
the instructions in it, you may file a complaint with

Oklahoma Board of Medical Licensure and Supervision
5104 N. Francis Ave, Suite C
Oklahoma City, OK 73118020

Phone 1-800-381-5419 (toltree) or (405) 848841 (local)

Or, contact our Chief Compliance Officer at:
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Attn: Compliance Officer
GlobalHealth, Inc.

210 Park Avenue, Suite 2800
Oklahoma City, OK 73103621
1-877-280-5852 (toltHree)
compliance@globalhealth.com

Section 1.6 You have the right to make complaints and to ask us to
reconsider decisions we have made

If you have any pyblems or concerns about your covered services or care, Chapter 9 of this
booklet tells what you can do. It gives the details about how to deal with all types of problems
and complaints. What you need to do to follow up on a problem or concern depehds on t
situation. You might need to ask our plan to make a coverage decision for you, make an appeal
to us to change a coverage decision, or make a complaint. Whatever iyasldfor a coverage
decision, make an appeal, or make a compiawé arerequired to treat you fairly .

You have the right to get a summary of information about the appeals and complaints that other
members have filed against our plan in the past. To get this information, pleaSestather
Care(phone numberare printed onhte backcoverof this booklet).

Section 1.7 What can you do if you believe you are being treated unfairly
or your rights are not being respected?

If it is about discrimination, call the Office for Civil Rights

If you believeyou have been treated unfaidy your rights have not been respected due to your

race, disability, religion, sex, health, ethnicity, creed (beliefs), age, or national origin, you should
call the Depart ment o OfficelereCivit Righta at #800-868m@l8d Ser v i
or TTY 1-800537-7697, or call your local Office for Civil Rights.

Is it about something else?

If you believeyou have been treated unfairly or your rights have not been respaated ndts
about discrimination, you can get help dealing with the problem yoharing:

1 You cancall Customer Care(phone numberare printed on the badoverof this
booklet).

1 You cancall the State Health Insurance Assistance Prograntor details about this
organization and how to contact it, go to Chapter 2, Section 3.

1 Or, you can call Medicareat 1-8000MEDICARE (1-800-633-4227), 24 hours a day, 7
days a week. TTY users should calB77-486-2048.


mailto:compliance@globalhealth.com

2020 Evidence of Coverage for Generations Select (HMO) 163
Chapter 8. Your rights and responsibilities

Section 1.8 How to get more information about your rights

There are several places where you can get more information about yosir right

1 You cancall Customer Care(phone numberare printed on the badoverof this
booklet).

1 You cancall the SHIP. For details about this organization and how to contact it, go to
Chapter 2Section 3.

1 You can contadvledicare.

0 You can visit the Medicar@ebsiteto read or download the publication
AMedi car e Ri g h(The pwlicRionestawialbleeab ns . 0
https://www.medicare.gov/Pubs/pdf/115BkdicareRightsand
Protections.pdj

o Or, you can call B00-MEDICARE (1-800-6334227), 24 hours a day, 7 days a
week. TTY users should calt877-486-2048.

Section 1.9 Information about new technology assessments

Rapidly changing technology affects health care and medicine as much as any other industry. To
determine whether a new drug or other medical development haselondpenefits, our plan

carefully monitors and evaluates new technologies for inclusion asetblenefits. These
technologies include medical procedures, medical devices, and new drugs.

Section 1.10 You can make suggestions about rights and responsibilities

As a member of our plan, you have the right to make recommendations about the rights and
responsibilities included in this chapter. Please call Customer Care with any suggestions (phone
numbers are printed on the back cover of this booklet).

SECTION 2 You have some responsibilities as a member of the
plan
Section 2.1 What are your responsibilities?

Things you need to do as a member of the plan are listed below. If you have any questions,
please calCustomer Caréphone numberare printed on the badovero f t hi s bookl et )
here to help.

1 Get familiar with your covered services and the rles you must follow to get these
covered servicesUse thisEvidence of Coveradgmoklet to learn what is covered for you
and the rules you need to follow to get your covered services.


https://www.medicare.gov/Pubs/pdf/11534-Medicare-Rights-and-Protections.pdf
https://www.medicare.gov/Pubs/pdf/11534-Medicare-Rights-and-Protections.pdf
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o Chapters 3 and 4 give the details about your medical services, igclubat is
covered, what is not covered, rules to follow, and what you pay.

o Chapters 5 and 6 give the details about your coverage for Part D prescription
drugs.

1 If you have any other health insurance coverage or prescription drug cowvegalgition
to ourplan, you are required to tell UBlease calCustomer Caréo let us know(phone
numbersare printed on the badover of this booklet)

0 We are required to follow rules set by Medicare to make sure that you are using
all of your coverage icombination when you get your covered services from our
pl an. Th iceordinasion of bdnéfitsdd bfecause it i nvolves
the health and drug benefits you get from our plan with any other health and drug
benefits avai |l aylceordinate ypuo henefitgfte ;drd h el p
information about coordination of benefits, go to Chapter 1, Set@ign

1 Tell your doctor and other health care providers that you are enrolled in our plan.
Show your plai€member ID cardvhenever you get your mediccare or Part D
prescriptiondrugs.

1 Help your doctors and other providers help you by giving them information, asking
guestions, and following through on your care.

o To help your doctors and other health providers give you the best care, learn as
much asyou are able to about your health problems and give them the
information they need about you and your health. Follow the treatment plans and
instructions that you and your doctors agree upon.

0 Make sure your doctors know all of the drugs you are takinydimg overthe-
counter drugs, vitamins, and supplements.

o If you have any questions, be sure to ask. Your doctors and other health care
providers are supposed to explain things in a way you can understand. If you ask a
guestion and y o uansiver yod are givendaskagainand t he

1 Be considerate We expect all our members to respect the rights of other patients. We
also expect you to act in a way that helps
hospitals, and other offices.

1 Pay what you oweAs a plan member, you are responsible for these payments:

o Inorder to be eligible for our plan, you mistveMedicare Part A and Medicare
Part B Some plan members must pay a premium for Medicare PatoAt plan
members must pay a premium for Medicare Bao remain a member of the
plan.

o Formostof your medical services or drugs covered by the plan, you must pay
your share of the cost when you get the service or drug. This wiltbpayment
(a fixed amountpr coinsurance (a percentage of the total c&tapter 4 tells
what you must pay for your medical services. Chapter 6 tells what you must pay
for your Part D prescription drugs.
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o If you get any medical services or drugs that are not covered by our plgn or b
other insurance you may have, you must pay the full cost.

- If you disagree with our decision to deny coverage for a service or drug,
you can make an appeal. Please see Chapter 9 of this booklet for
information about how to make an appeal.

o Ifyou are requed to pay the extra amount for Part D because of your yearly
income, you must pay the extra amodimectly to the governmernbd remain a
member of the plan.

1 Tellusifyoumoved f you are going to move, itods
Custome Care(phone numberare printed on the baaoverof this booklet).

1 If you move outsideof our plan service area, yowcannot remain a member of our
plan. (Chapter 1 tells about our service area.) We can help you figure out whether you
are moving outside our service area. If you are leaving our serviceyateajll have a
Special Enroliment Period when you can join any Medicare plan available in your new
area. W\ can let you know if we have a plan in your new area.

o If you move within our service area, we still need to knowo we can keep your
coveragaecord up to date and know how to contact you.

o If you move, it is also important to tell Social Security {fee Railroad
Retirement Board). You can find phone numbers and contact information for
these organizations in Chapter 2

1 Call Customer Carefor help if you have questions or concerns/Ne also welcome any
suggestions you may have for improving our plan.

o Phone numbers and calling hours @urstomer Carare printed on the baaover
of this booklet.

o For more information on how to reach us, including our mailing address, please
see Chapter 2.

mp
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BACKGROUND
SECTION 1 Introduction
Section 1.1 What to do if you have a problem or concern

This chapter explains two types of processes for handling problems and concerns:
1 For some types of problems, you need to us@iheess for coverage decisions and
appeals
1 For other types of problemgou need to use th@ocess for making complaints
Both of these processes have been approved by Medicare. To ensure fairness and promp

handling of your problems, each process has a set of rules, procedures, and deadlines that must
be followed by us and by you.

Which one do you use? That depends on the type of problem you are having. The guide in
Section 3 will help you identify the rigiprocess to use.

Section 1.2 What about the legal terms?

There are technical legal terms for some of the rules, procedures, and types of deadlines
explained in this chapter. Many of these terms are unfamiliar to most people and can be hard to
understand.

To keep things simple, this chapter explains the legal rules and procedures using simpler words

in place of certain | egal ter ms. For exampl e,
rather than Afiling a griefWamganioz dtcioqgoe rodrgtee i
i c ov er emnationdloert efiastk det emmi md tnidep,eddent Revi ew
instead of Al ndependent Review Entity.o It al

However, it can be helpfiiland sometime quite important for you to know the correct legal
terms for the situation you are in. Knowing which terms to use will help you communicate more
clearly and accurately when you are dealing with your problem and get the right help or
information for yoursituation. To help you know which terms to use, we include legal terms
when we give the details for handling specific types of situations.
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SECTION 2 You can get help from government organizations that
are not connected with us

Section 2.1 Where to get more information and personalized assistance

Sometimes it can be confusing to start or follow through the process for dealing with a problem.
This can be especially true if you do not feel well or have limited energy. Other times, you may
not have the knowlegk you need to take the next step.

Get help from an independent government organization

We are always available to help you. But in some situations you may also want help or guidance
from someone who is not connected with us. You can always contacstawerHealth

Insurance Assistance Program (SHIP)This government program has trained counselors in

every state. The program is not connected with us or with any insurance company or health plan.
The counselors at this program can help you understand wiuicags you should use to handle

a problem you are having. They can also answer your questions, give you more information, and
offer guidance on what to do.

The services of SHIP counselors are free. You will find phone numbers in Chapter 2, Section 3
of this booklet.

You can also get help and information from Medicare

For more information and help in handling a problem, you can also contact Medicare. Here are
two ways to get information directly from Medicare:

1 You can call 3800-MEDICARE (1-8006334227), 24hours a day, 7 days a week.
TTY users should call-877-486-2048.

M You can visit the Medicareebsite(https://www.medicare.qggv

SECTION 3 To deal with your problem, which process should you
use?

Section 3.1 Should you use the process for coverage decisions and
appeals? Or should you use the process for making
complaints?

If you have a problem or concern, you only need to read the parts of this chapter that apply to
your situation. The guide that follows will help.


https://www.medicare.gov/
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To figure out which part of this chapter will help witbur specific problem or concern,
START HERE

Is your problem or concern about your benefits or coverage?

(This includes problems about whether particular medical care or prescription drugs are
covered or not, the way in which they are covered,paoblems related to payment for
medical care or prescription drugs.)

Yes.My problem is about benefits or coverage.

Go on to the next section of thischaptgee ct i on 4, AA guide to
coverage decisions and appeals. o

No. My problem isnot aboutbenefits or coverage.

Skip ahead t&ection 10at the end of this chaptditHow t o make a ¢ o my
about quality of care, waiting times, ¢

COVERAGE DECISIONS AND APPEALS

SECTION 4 A guide to the basics of coverage decisions and
appeals

Section 4.1 Asking for coverage decisions and making appeals: the big
picture

The process for coverage decisions and appeals deals with problems related to your benefits
and coverage for medical services and prescription drugs, inclpcbidems related to

payment. This is the process you use for issues such as whether something is covered or not
and the way in which something is covered.

Asking for coverage decisions

A coverage decision is a decision we make about your benefits anagewrabout the amount
we will pay for your medical services or drugs. For example, your plan network doctor makes a
(favorable) coverage decision for yadhenever you receive medical care from him or her or if
your network doctor refers you to a medispécialist You or your doctoican also contact us

and ask for a coverage decision if your doctor is unsure whether we will cover a particular
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medical service or refuses to provide medical care you think that you need. In other words, if you
want toknow if we will cover a medical service before you receive it, you can ask us to make a
coverage decision for you.

We are making a coverage decision for you whenever we decide what is covered for you and
how much we payin some cases we might decide as&er or drug is not covered or is no

longer covered by Medicare for you. If you disagree with this coverage decision, you can make
an appeal.

Making an appeal

I f we make a coverage decision and you are no
decision. An appeal is a formal way of asking us to review and change a coverage decision we
have made.

When you appeal decisiorfor the first time, this is called a Level 1 Appeal. In this appeal,

review the coverage decision we made to check tdf se=were following all of the rules

properly.Your appeal is handled by different reviewers than those who made the original

unfavorable decisionVhen we have completed the review we give you our deciSioger

certain circumstances, which we discusat er , you can reqgquest an exp
decisiono or fast appeal of a coverage deci si

If we say no to all or part of your Level 1 Appeal, you can go on to a Level 2 Appeal. The Level
2 Appeal is conducted by an independent organizatidrigimat connected to ugn some

situations, your case will be automatically sent to the independent organization for a Level 2
Appeal. In other situations, you will need to ask for a Level 2 Appéaiou are not satisfied

with the decision at the LeV2 Appeal, you may be able to continue throadtitionallevels of
appeal.

Section 4.2 How to get help when you are asking for a coverage decision
or making an appeal

Would you like some help? Here are resources you may wish to use if you dexsficfdo any
kind of coverage decision or appeal a decision:

1 You can call us atCustomer Care(phone numberare printed on the badoverof this
bookle).

1 Toget free help from an independent organizatiothat is not connected with our plan,
contact youiState Health Insurance Assistance Program (see Section 2 of this chapter).

9 Your doctor can make a request for you.

o For medical care, your doctor can request a coverage decision or a Level 1 Appeal
on your behalflf your appeal is denied at Level 1, it i automatically
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forwarded to Level ZTo request any appeal after Level 2, your doctor must be
appointed as your representative

o For Part D prescription drugs, your doctor or other prescriber can request a
coverage decision or a Level 1 or Level 2 Adpayour behalfTo request any
appeal after Level 2, your doctor or other prescriber must be appointed as your
representative.

1 You can ask someone to act on your behalf.you want to, you can name another
person to act f or ytoaskfa acouwerage decision erpneke ane nt at
appeal.

o There may be someone who is already legally authorized to act as your
representative under State law.

o If you want a friend, relative, your doctor or other provider, or other person to be
your representativecall Customer Caréphone numberare printed on the back
cover of this bookletand ask forthéd Appoi nt ment ofotrmRepr esen
(The form is al sowebsiteat | abl e on Medicar e
https://www.cms.gov/Medicare/ CMBorms/CMS
Forms/downloads/cms1696.paifon ourwebsiteat
www.GlobalHealth.com/medicar@dvantageTheform gives that person
permission to act on your behdlf must be signed by you and by the person who
you would like to act ogour behalf. You must give us a copy of the signed form.

1 You also have the right to hire a lawyer to act for youYou may contact your own
lawyer, or get the name of a lawyer from your local bar association or other referral
service. There are also groupat will give you free legal services if you qualify.
However,you are not required to hire a lawyerto ask for any kind of coverage
decision or appeal a decision.

Section 4.3 Which section of this chapter gives the details for your
situation?

There ardour different types of situations that involve coverage decisions and appeals. Since
each situation has different rules and deadlines, we give the details for each one in a separate
section:

f Secton50f this chapter: A'Y o u rcoverage decisohorc ar e : H
make an appeal o

f Secton6of t his chapter: AYour Part D prescrip
decision or make an appeal o

1 Secton70f t his chapter: A H oimpatienthospital lstayufgout o c o v
thinkthedoadr i s di scharging you too soono


https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
http://www.globalhealth.com/medicare-advantage
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1 Section80f t his chapter: AHow to ask wus to
t hink your cover aApdiesitoghese sedvices gnhoime healtls care,n 0
skilled nursing facility care, and Comprehensive Outpatient Rehabilitation Facility
(CORF) services)

k ee

(

Il f youdre not sure whi dse @EustomeoCarégphanenusbers ul d b

are printed on the badover of this booklgt You can also get help or information from
government organizations such as yoHilF5(Chapter 2 Section 3, of this booklet has the phone
numbers for this program).

SECTION 5 Your medical care: How to ask for a coverage
decision or make an appeal

0 Have you read Section 4 of thischaptér(gui de t o At he basicso of
and appealg? If not, you may want to read it before you start this section.

Section 5.1 This section tells what to do if you have problems getting

coverage for medical care or if you want us to pay you back

for our share of the cost of your care
This section is about yw benefits for medical care and services. These benefits are described in
Chapter 4 of this bookleMedical Benefits Chart (what is covered and what yoy.pky keep
things simple, we generally refer testoftnisedi cal
section, i nstead of repeating Amdhkkeiteoral care o
Amedi cal careo includes medi cal prasceptiesn and ser

drugs. In some cases, different rules apply to a requesPfart &8 prescription drug. In those
cases, we will explain how the rules for Part B prescription drugs are different from the rules for
medical items and services.

This section tells what you can do if you are in any of the five following situations:

1. You are not getting certain medical care you want, and you believe that this care is
covered by our plan.

2. Our plan will not approve the medical care your doctor or other medical provider wants
to give you, and you believe that this care is covered dypldm.

3. You have received medical care or services that you believe should be covered by the
plan, but we have said we will not pay for this care.

4. You have received and paid for medical care or services that you believe should be
covered by the plamnd you want to ask our plan to reimburse you for this care.
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5. You are being told that coverage for certain medical care you have been getting that we
previously approved will be reduced or stopped, and you believe that reducing or
stopping this care cddiharm your health.

NOTE: If the coverage that will be stopped is for hospital care, home health care,

skilled nursing facility care, or Comprehensive Outpatient Rehabilitation Facility

(CORF) services you need to read a separate section ofctiapter because special

rules apply to these types of <care. Her ebs

o Chapter 9, Section How to ask us to cover a longer inpatient hospital stay if
you think the doctor is discharging you too soon

o Chapter 9, Section &ow to ask us to keep covering certain medical services if
you think your coverage is ending too sobhis section is about three services
only: home health care, skilled nursing facility care, and CORF services.

For all othersituations that involve beinld that medical care you have been getting
will be stopped, use this section (Section 5) as your guide for what to do.

Which of these situations are you in?

If you are in this situation: This is what you can do:

Do you want to find out whether we You can ask us to make a coverage decision for

will cover the medical care or service G, tg the next section of this chapt8ection 5.2
you want?

Have we already told you that we wil You can make aappeal (This means you are
not cover or pay for a medical servic asking us to reconsider.)

in the way that yowant it to be Skip ahead t&ection 5.3of this chapter.
covered or paid for?
Do you want to ask us to pay you ba You can send us the bill.

for medical care or services you hav giin ahead t@ection 5.50f this chapter.
already received and paid for?

Section 5.2 Step-by-step: How to ask for a coverage decision
(how to ask our plan to authorize or provide the medical care
coverage you want)

Legal Terms

When a coverage decision involves your medical care, itiscalladoan gani z at i
determination. O



2020 Evidence of Coverage for Generations Select (HMO) 177
Chapter 9. What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

Step 1: You ask our plan to make a coverage decision on the medical care you
are requesting. If your health requires a quick response, you should ask us to make a
A f acoweragedeci si on. 0O

Legal Terms

A ffast coveragefaxgaediitomd det ermil rat iam

How to request coverage for the medical care you want

9 Start by callingwriting, or faxing our plan to make your request for us to
authorize oprovide coverage for the medical care yountv& ou, your doctor, or
your representative can do this.

1 For the details on how to contact us, go to Chapter 2, Section 1 and look for the
section calledHow to contact us when you are asking for a coverage decision
about your medical care

Generally weuse the standard deadlines for giving you our decision

When we give you our decision, we will wuse t
to use t he Astandatd oovedagededision meass.we will give you an

answer within 14 calendar ciysafter we receive your requdst a medical item or

service If your request is for Medicare Part B prescription drug, we will give you an

answer within 72 hoursafter we receive your request.

1 However, for a requestor a medical item or servicewe @n take up to 14 more
calendar daysif you ask for more time, or if we need information (such as medical
records from oubf-network providers) that may benefit you. If we decide to take
extra days to make the deci giakeextratme wi | |
to make a decision if your request is for a Medicare Part B prescription drug.

1 Ifyou believe we shouldott ake extra days, you can file
our decision to take extra days. When you file a fast complaint, we will give you
an answer to your complaint within 24 hours. (The process for making a complaint
is different from the process for cenage decisions and appeals. For more
information about the process for making complaints, including fast complaints,
see Section 10 of this chapter.)

|l f your health requirewserdqgdecaskon® to give vy

1 A fast coveragedecision meanave will answer within 72 hours if your request
is for a medical item or service. If your request is for a Medicare Part B
prescription drug, we will answer within 24 hours.

o However,for a requestor a medical item or servicewe can take up to 14
more calendar daysif we find that some information that may benefit you is
missing (such as medical records from-otihetwork providers), or if you
need time to get information to us for the review. If we decide to take extra
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days, we will tell you in writing. ¥ cano6t take extra ti me
if your request is for a Medicare Part B prescription drug.

o Ifyou believe we shouldott ake extra days, you can fi
about our decision to take extra days. (For more information about the
proaess for making complaints, including fast complaints, see Section 10 of
this chapter.) We will call you as soon as we make the decision.

1 To get a fastcoveragedecision, you must meet two requirements:

0 You can get a fastoveragelecisiononly if you are aking for coverage for
medical carg/ou have not yet receive@you cannot get a fasbverage
decision if your request is about payment for medical care you have already
received.)

0 You can get a fastoveragalecisiononly if using the standard deadlines
could cause serious harm to your health or hurt your ability to function.

T I'f your doctor tell s us covhraged eyca usri ohne adl twhe
will automatically agree to give you a fastoveragedecision.

91 |Ifyou ask for a fastoveragedeciscn on your own, without you
we will decide whether your health requires that we give you adasrage
decision.

o If we decide that your medical condition does not meet the requirements for a
fastcoveragealecision, we will send you atter that says so (and we will use
the standard deadlines instead).

o This letter will tell you that if your doctor asks for the fasveragedecision,
we will automatically give a fastoveragedecision.

o The letter will al soomnpellai nhtoow ayboouu tc aonu rf
to give you a standambveragedecision instead of the fasbveragelecision
you requested. (For more information about the process for making complaints,
including fast complaints, see Section 10 of this chapter.)

Step 2: We consider your request for medical care coverage and give you our
answer.

Deadlines for a Afast coverage decisiono

1 Generally, for a fastoveragedecision on a request for medical item or service, we
will give you our answewithin 72 hours. If your reqiest is for a Medicare Part B
prescription drug, we will answewithin 24 hours.

0 As explained above, we can take up to 14 more calendar days under certain
circumstances. If we decide to take extra days to make the coverage decision,
we willtellyouinwrt i ng. We <candét take extra ti me
request is for a Medicare Part B prescription drug.
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o Ifyou believe we shouldott ake extra days, you can fii
about our decision to take extra days. When you file a fast complagrwill
give you an answer to your complaint within 24 hours. (For more information
about the process for making complaints, including fast complaints, see Section
10 of this chapter.)

o Ifwe do not give you our answer within 72 hours (or if there iexdended
time period, by the end of that period), or 24 hours if your request is for a Part B
prescription drug, you have the right to appeal. Section 5.3 below tells how to
make an appeal.

1 If our answer is yes to part or all of what you requestedwe mustauthorize or
provide the medical care coverage we have agreed to provide within 72 hours after
we received your request. If we extended the time needed to make our coverage
decision on your request for a medical item or service, we will authorize odprovi
the coverage by the end of that extended period.

9 If our answer is no to part or all of what you requestedwe will send you a
detailed written explanation as to why we said no.

Deadlines for a fAstandard coverage deci siono

1 Generally, for a standambverlgedecision on a request for a medical item or service,
we will give you our answewithin 14 calendar days of receiving your requestf
your request is for a Medicare Part B prescription drug, we will give you an answer
within 72 hours of receiving your request.

o For arequest for a medical item or service, we can take up to 14 more calendar
days (fAan extended time periodo) wunder
take extra days to make the coverage decision, we will tell you timgurive
candt take extra time to make a deci sic
prescription drug.

o Ifyou believe we shouldott ake extra days, you can fi
about our decision to take extra days. When you file a fast compagrwill
give you an answer to your complaint within 24 hours. (For more information
about the process for making complaints, including fast complaints, see Section
10 of this chapter.)

o If we do not give you our answer within 14 calendar days (or ietlgean
extended time period, by the end of that period), or 72 hours if your request is
for a Part B prescription drug, you have the right to appeal. Section 5.3 below
tells how to make an appeal.

9 If our answer is yes to part or all of what you requestedywe must authorize or
provide the coverage we have agreed to provide within 14 calendar days, or 72 hours
if your request is for a Part B prescription drug, after we received your request. If we
extended the time needed to make our coverage decision oregoest for a
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medical item or service, we will authorize or provide the coverage by the end of that
extended period.

9 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said no.

Step 3: If we say no to your request for coverage for medical care, you decide if
you want to make an appeal.

1 If wesay no, you have the right to ask us to reconsiderd perhaps changehis
decision by making an appeal. Making an appeal means making another try to get the
medical care coverage you want.

1 If you decide to makanappeal, it means you are going orL&vel 1 of the appeals
process (see Section 5.3 below).

Section 5.3 Step-by-step: How to make a Level 1 Appeal
(how to ask for a review of a medical care coverage decision
made by our plan)

Legal Terms

An appeal to the plan about a medical care cowedagision is called a plan
Aireconsideration. o

Step 1: You contact us and make your appeal. If your health requires a quick
response, you mustaskforafif ast appeal . o

What to do

1 To start an appeal you, your doctor, or your representative, must contact us.
For details on how to reach us for any purpose related to your appeal, go to
Chapter 2, Section dndlook for the section calledHow to contacuswhen you
are making an appeal about your medical care.

1 If you are asking for a standard appeal, make your standard appeal in writing
by submitting a request.You may also ask for an appeal by calling us at the
phone number shown in Chapter 2, SectioAldw to contacuswhen you are
making an appeal about your medical care

o If you have someone appealing our decision for you other than your doctor,
your appeal must include an Appointment of Representative form authorizing
this person to represent yolo get the form, calCustomer Cargohone
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numbersare printed on the badover of this bookletand ask for the
AAppoint ment of Representativeo for m.
websiteat https://www.cms.gov/Medicare/CMBorms/CMS
Forms/downloads/cms1696.paif on ourwebsiteat
www.GlobalHealth.com/medicar@dvantageWhile we can accept an appeal
request without the form, we canrimgin orcomplete our review until we
receive it. If we do not receive the form within ddlendardays after

receiving your appeal request (our deadline for making a decision on your
appeal), your appeal request will dsmissedIf this happens, we will send
you a written notice explainingour right to ask the Independent Review
Organization to review our decisidm dismiss your appeal

If you are asking for a fast appeal, make your appeal in writing orcall usat
the phone number shown in Chapter 2, Secti¢fddw to contaciswhen you are
making an appeal about your medical dare

You must make your appeal request within 60 calendar daysom the date on

the written notice we sent to tell you our answer to your request for a coverage
decision. If you miss tBideadline and have a good reason for missing it, we may
give you more time to make your appdatamples of good cause for missing the
deadline may include if you had a serious illness that prevented you from
contacting us or if we provided you with incect or incomplete information about
the deadline for requesting an appeal.

You can ask for a copy of the information regarding your medical decision
and add more information to support your appeal.

0 You have the right to ask us for a copy of iffermation regarding your
appeal.

o If you wish, you and your doctor may give us additional information to
support your appeal.

your health requires it, ask for a nfast

Legal Terms

ast apglelaiexpedated ceconsideration

If you are appealing a decision we made about coverage for care you have not yet
received, you and/or your doctor wil!/ nee

The requirements and procedures for gettdi
gett i nevemgahid maisdsi on. 0 To ask for a fast ap
asking for a fastoveragealecision. (These instructions are given earlier is th

section.)

Il f your doctor tells wus that your health
appeal.


https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
http://www.globalhealth.com/medicare-advantage
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Step 2: We consider your appeal and we give you our answer.

T

T

When our plan is reviewing your appeal, we take another careful look at all of the
information about your request for coverage of medical care. We check to see if we
were following all the rules when we said no to your request.

We will gather more information if we need it. We may contact you or your doctor to
get more information.

Deadines f or aofnfast appeal

T

T

When we are using the fast deadlines, we must give you our angiver 72 hours
after we receive your appealWe will give you our answer sooner if your health
requires us to do so.

o However, if you ask for more time, or if we need to gather more information
that may benefit you, wean take up to 14 more calendar days your request
is for a medical item or servick we decide to take extra days to make the
decision, we willtelpu i n writing. We canodot take
decision if your request is for a Medicare Part B prescription.drug

o If we do not give you an answer within 72 hours (or by the end of the extended
time period if we took extra days), we are required toraatically send your
request on to Level 2 of the appeals process, where it will be reviewed by an
independent organization. Later in this section, we tell you about this
organization and explain what happens at Level 2 of the appeals process.

If our answer is yes to part or all of what you requestedywe must authorize or
provide the coverage we have agreed to provide within 72 hours after we receive your
appeal.

If our answer is no to part or all of what you requestedwe will automatically
serd your appehbto the Independent Review Organization for a Level 2 Appeal.

dlines for @ fistandard appeal

If we are using the standard deadlines, we must give you our answer on a request for
a medical item or serviogithin 30 calendar daysafter we receive your geal if

your appeal is about coverage for services you have not yet received. If your request
is for a Medicare Part B prescription drug, we will give you our answer within
calendar daysafter we receive your appeal if your appeal is about coverage for a

Part B prescription drug you have not yet received. We will give you our decision
sooner if your health condition requires us to

o However, if you ask for more time, or if we need to gather more information
that may benefit youye can take up to 14 more alendar daysif your request
is for a medical item or servicH we decide to take extra days to make the

decision, we wil/ tell you in writing.

decision if your request is for a Medicare Part B prescription.drug

[
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o Ifyou believe we shouldott ake extra days, you can fii
about our decision to take extra days. When you file a fast complaint, we will
give you an answer to your complaint within 24 hours. (For more information
about the process for making complaints, includagy complaints, see Section
10 of this chapter.)

o Ifwe do not give you an answer by the applicable deadline above (or by the end
of the extended time period if we took extra days on your request for a medical
item or service), we are required to send y@guest on to Level 2 of the
appeals process, where it will be reviewed by an independent outside
organization. Later in this section, we talk about this review organization and
explain what happens at Level 2 of the appeals process

1 If our answer is yesto part or all of what you requested,we must authorize or
provide the coverage we have agreed to provide within 30 calendar dayt)ior
7 calendar daysif your request is for a Medicare Part B prescription drug, after
we receive your appeal

1 If our answer is no to part or all of what you requestedwe will automatically
serd your appeal to the Independent Review Organization for a Level 2 Appeal.

Step 3: If our plan says no to part or all of your appeal, your case will
automatically be sent on to the next level of the appeals process.

1 To make sure we were following all the rules when we said no to your apgeaie
required to send your appeal to Whéne fl nde
we do this, it means that your appeal is going on to theleneatt of the appeals
process, which is Level 2.

Section 5.4 Step-by-step: How a Level 2 Appeal is done

If we say no to your Level 1 Appeal, your case wailtomaticallybe sent on to the next level of
the appeals process. During the Level 2 Appeallintiependent Review Organizationreviews

our decisionfor your first appeal. This organization decides whether the decision we made

should be changed.

Legal Terms

The forma | name for the Al ndepe nidlennde pReenvd eent
Ent iltigysondetimes calledtifel RE. 0

Step 1: The Independent Review Organization reviews your appeal.

1 The Independent Review Organization is an independertdrganization that is
hired by Medicare. This organization is not connected with us and it is not a
government agency. This organization is a company chosen by Medicare to handle
the job of being the Independent Review Organization. Medicare overseeskits wo
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We will send the information about your appeal to this organization. This information
i s call ed yrouwhave therighs te ask us forea.capy of your case file

You have a right to give the Independent Review Organization additional iriforma
to support your appeal.

Reviewers at the Independent Review Organization will take a careful look at all of
the information related to your appeal.

you hadoatfifesel appesgbu wibdiLewl2so have a

If you had a fasappeal to our plan at Level 1, you will automatically receive a fast
appeal at Level 2. Theeview organization must give you an answer to your Level 2
Appealwithin 72 hours of when it receives your appeal.

However, if your request is for a medical itemservice and the Independent Review
Organization needs to gather more information that may benefiitycan take up

to 14 more calendardays The I ndependent Review Organ
time to make a decision if your request is for a Medi€&& B prescription drug

you had aoast aedaetdlappeal will cal so have

Level2

T

If you had a standard appeal to our plan at Level 1, you will automatically receive a
standard appeal at Levell2your request is foa medical item or servicehe review
organization must give you an answer to your Level 2 Apwpéhin 30 calendar

daysof when it receives your appe#lyour request is for a Medicare Part B
prescription drug, the review organization must give yoarswer to your Level 2
Appealwithin 7 calendar daysof when it receives your appeal.

However, if your request is for a medical item or service and the Independent Review
Organization needs to gather more information that may benefiityzan take up

to 14 more calendardays The | ndependent Review Organ
time to make a decision if your request is for a Medicare Part B prescription drug

Step 2: The Independent Review Organization gives you their answer.

The IndependeriReview Organization will tell you its decision in writing and explain the
reasons for it.

T

If the review organization says yes to part or all of a request for a medical item

or service,we must authorize the medical care coverage within 72 hours or provide
the service within 14 calendar days after we receive the decision from the review
organization for standard requests or within 72 hours from the date we receive the
decision from the review organization for expedited requests

If the review organization says yes to part or all of a request for a Medicare Part
B prescription drug, we must authorize or provide the Part B prescription drug
under dispute withii2 hoursafter we receive the decision from the review
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organization foistandard requestsor within 24 hours from the date we receive the
decision from the review organization #expedited requests

1 If this organization says no to part or all of your appeal it means they agree with
us that your request (or part of your request) for coverage for medigashould not
be approved. (This is called fiupholding t
your appeal. 0)

ol f the I ndependent Review Or gatherightt i on
to a Level 3 Apeal.However, to make another appeal awél 3,the dollar value
of the medical care coverage you are requesting must meet a certain minimum. If
the dollar value of the coverage you are requesting is too low, you cannot make
another appeal, which means that the decision at Level 2 isTmalritten
notice you get from the Independent Review Organization will tell you how to
find out the dollar amount to continue the appeals process.

Step 3: If your case meets the requirements, you choose whether you want to
take your appeal further.

1 There are three additional levels in the appeals process after Level 2 (for a total of
five levels of appeal).

1 If your Level 2 Appeal is turned down and you midet requirements to continue
with the appeals process, you must decide whether you want to go on to Level 3 and
make a third appeal.he details on how to do this are in the written notice you got
after your Level 2 Appeal.

1 The Level 3 Appeal is handleg lanAdministrativeLaw Judgeor attorney
adjudicator Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals
process.

Section 5.5 What if you are asking us to pay you for our share of a bill you
have received for medical care?

If you want to ask us for payment for medical care, start by reading Chapter 7 of this booklet:
Askingusto payour share of a bill you have received for covered medical services or.drugs
Chapter 7 describes the situations in which you may need to aginfdoursement or to pay a

bill you have received from a provider. It also tells how to send us the paperwork that asks us for
payment.

Asking for reimbursement is asking for a coverage decision from us

If you send us the paperwork that asks for reimbursényeu are asking us to make a coverage
decision (for more information about coverage decisions, see Section 4.1 of this chapter). To
make this coverage decision, we will check to see if the medical care you paid for is a covered
service (see Chapter Mtedical Benefits Chart (what is covered and what you)paye will

also check to see if you followed all the rules for using your coverage for medical care (these
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rules are given in Chapter 3 of thisbookldts i ng t he pl ands coverage fc
senices.

We will say yes or no to your request

1 If the medical care you paid for is covered and you followed all the rules, we will send
you the payment for our share of the cost of your medical care within 60 calendar days
after we receive your request. Orf you havenodot paid for the ¢
payment directly to the provider. W sen we
to your request for a coverage decision.)

1 If the medical care inotcovered, or you didot follow all the rules we will not send
payment. Instead, we will send you a letter that says we will not pay for the services and
the reasons whyn detali ( When we turn down your reques
sayingnoto your request for a coverage decision.)

What if you ask for payment and we say that we will not pay?

If you do not agree with our decision to turn you doyay can make an appeallf you make
an appeal, it means you are asking us to change the coverage decision we made when we turned
down your requst for payment.

To make this appeal, follow the process for appeals that we describeSection5.3. Go to
this sectionfor stepby-step instructions. When you are following these instructions, please note:

1 If you make an appeal for reimbursement, we rgigt you our answer within 60
calendar days after we receive your appeal. (If you are asking us to pay you back for
medical care you have already received and paid for yourself, you are not allowed to ask
for a fast appeal.)

1 If the Independent Review Orgaation reverses our decision to deny payment, we must
send the payment you have requested to you or to the provider within 30 calendar days. If
the answer to your appeal is yes at any stage of the appeals process after Level 2, we must
send the payment yarequested to you or to the provider within 60 calendar days.

SECTION 6 Your Part D prescription drugs: How to ask for a
coverage decision or make an appeal

0 Have you read Section 4 of thischapter (gui de to fAthe basicso of
andappeal$? If not, you may want to read it before you start this section.
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Section 6.1 This section tells you what to do if you have problems getting
a Part D drug or you want us to pay you back for a Part D drug

Your benefits as a member of our plan incledgerage for many prescription drugdease

ref er t olListofuCoverpd DaugsiFRormularyJo be covered, the drug must be used for

a medically accepted indicatiofhf i me di cal | y ac c eysd oftde diugitbatix at i ono
either approvedypthe Food and Drug Administration or supported by certain reference books.

See Chapter 5, Secti@for more information about a medically accepted indication.)

1 This section is about your Part D drugs onlyTo keep things simple, we generally say
Adrugo in the rest of this section, instea
drugo or APart D drugo every ti me.

91 For details about what we mean by Part D drugsl.isteof Covered Drug@~ormulary),
rules and restrictions on coverage, and cost information, see Chapterbfig our pl a
coverage for your Part D prescription drdgsnd Chapter §What you pay for your Part
D prescription drugs

Part D coverage decisions and appeals

As discussed in Seot 4 of this chapter, a coverage decision is a decision we make about your
benefits and coverage or about the amount we will pay for your drugs.

Legal Terms

An initial coverage decision about your Part D drugs iscalieccao ver age de't

Here are examples of coverage decisions you ask us to make about your Part D drugs:

1 You ask us to make an exception, including:

o Asking us to cover a PactLidgtofDovaeted Drggst hat i
(Formulary)

0 Asking us to waive arestrictonanhe pl anés coverage for a
on the amount of the drug you can get)

o Asking to pay a lower costharing amount for a covered droig a higher cost
sharing tier

1 You ask us whether a drug is covered for you and whether you satisfy aroabfgpli
coverage rul es. ( For e x a mpistef Covevdd®mgsy our dr
(Formulary) but we require you to get approval from us before we will cover it for you.)

o Please notelf your pharmacy tells you that your prescription cannot bedids
written, you will get a written notice explaining how to contact us to ask for a
coverage decision
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1 You ask us to pay for a prescription drug you already bought. This is a request for a
coverage decision about payment.

If you disagree with aoverage decision we have made, you can appeal our decision.

This section tells you both how to ask for coverage decisions and how to request an appeal. Use
the chart below to help you determine which part has information for your situation:

Which of these situations are you in?

Do you need a drug, Do you want us to Do you want to ask | Have we already
t hat | s n &|coveradrugonour us to pay you back | told you that we
Drug List or need Drug List and you for a drug you have | will not cover or
us to waive arule | believe you meet any | already received pay for a drug in
or restriction on a | plan rules or and paid for? the way that you
drug we cover? restrictions (such as want it to be

getting approval in covered or paid

advance) for the drug for?

you need?

Youcanaskusto | Youcanaskusfora | Youcanaskusto | You can make

make an exception.| coverage decision. pay you back. an appeal.

(This is a type of Skip ahead t&ection (This is a type of (This means you

coverage decision.) | g 4of this chapter. coveage decision.) | are asking us to

Start withSection Skip ahead to reconsider.)

6.2 of this chapter. Section 6.4of this Skip ahead to
chapter. Section 6.50f

this chapter.

Section 6.2 What is an exception?

If a drug is not covered in the way yawuld like it to be covered, you can ask us to make an
Afexception. 0 An exception is a type of cover a
decisions, if we turn down your request for an exception, you can appeal our decision.

When you ask for arxeeption, your doctor or other prescriber will need to explain the medical
reasons why you need the exception approved. We will then consider your request. Here are
three exanples of exceptions that you or your doctor or other prescriber can ask us to make
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1. Covering a Part D drug for you that is not on ourList of Covered Drugs
(Formulary).( We call it the ADrug Listo for short

Legal Terms

Asking for coverage of a drug that is not on the Drug List is sometimes called asking for
Aformul ary exception. 0O

1 If we agree to make an exception and cover a drug that is not on the Drug List, you
will need to pay the costharing amount that appliesdougsin Tier 4 (Norn+
preferred Drugs)You cannot ask for an exception to the copayment or coinsurance
amount we require you to pay for the drug.

2. Removing a restriction on our coverage for a covered drugrhere are extra rules or
restrictions that apply to certain drugs on bist of Coveredrugs (Formulary) (for
more information, go to Chapter 5 and look for Sectipn

Legal Terms

Asking for removal of a restriction on coverage for a drug is sometimes called asking fo
Aformul ary exception. o

1 The extra rules and restrictions coverage for certain drugs include:

0 Being required to use the generic versadra drug instead of the brand name
drug.

o Getting plan approval in advand®fore we will agree to cover the drug for
you. (This is sometimes called dAprior

o0 Beingrequired to try a different drug firdiefore we will agree to cover the
drug you are asking for. (This 1 s some

o Quantity limits For some drugs, there are restrictions on the amount of the
drug you can have.

1 If we agree to makan exception and waive a restriction for you, you can asknfor
exception to the copayment or coinsurance amount we require you to pay for the
drug

3. Changing coverage of a drug to a lower costharing tier. Every drug on our Drug List
is in one offive costsharing tiers. In general, the lower the esisaring tier number, the
less you will pay as your share of the cost of the drug.

Legal Terms

Asking to pay a lower price for a covered naneferred drugs sometimes called asking for :
Atiering exception. O
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1 If our druglist contains alternative drug(s) for treating your medical condition that are
in a lower cosssharing tier thayour drug you can ask us to covgour drugat the
costsharing amount thatpplies tahe alternativelrug(s). This would lower your
share of the cost for the drug.

Alf the drug youodore taking is a biolo
your drug at the cogtharing amount that applies to the lowest tier that
containsbiological productlternatives for treating your condition.

A Ift he dr ug youbor ametragkyourtan ask gs toacoverr and n
your drug at the cosgtharing amount that applies to the lowest tier that
contains brand name alternatives for treating your condition.

Alf the drug youodore taking is a gener
drug at the cst-sharing amount that applies to the lowest tier that contains
either brand or generic alternatives for treating your condition.

1 You cannot ask us to change the esisiring tier for any drug ifier 5, Specialty
Drugs.

1 If we approve your request fortiaring exception and there is more than one lower
costsharing tier with alternative drugs you
amount.

Section 6.3 Important things to know about asking for exceptions

Your doctor must tell us the medical reasons

Your doctor or other prescriber must give us a statement that explains the medical reasons for
requesting an exception. For a faster decision, include this medical information from your doctor
or other prescriber when you ask for the exception.

Typically, our Drug List includes more than one drug for treating a particular condition. These

di fferent possibilities are called fdalternat.
effective as the drug you are requesting and would not cause morefesade @f other health

problems, we will generallgot approve your request for an exceptitryou ask us for a tiering
exception, we will generallgiot approve your request for an exception unless all the alternative
drugs in the lower costharingtier§ ) wondét wor k as well for you.

We can say yes or no to your request

1 If we approve your request for an exception, our approval usually is valid until the end of
the plan year. This is true as long as your doctor continues to prescribe the drug for you
and hat drug continues to be safe and effective for treating your condition.

1 If we say no to your request for an exception, you can ask for a review of our decision by
making an appeal. Section 6.5 tells how to make an appeal if we say no.

The next section tlsl you how to ask for a coverage decision, including an exception.
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Section 6.4 Step-by-step: How to ask for a coverage decision, including an

exception

Step 1: You ask us to make a coverage decision about the drug(s) or payment
you need. If your health requires a quick response, you must ask us to make a
A f aceveraged e c i s iYaurcannot ask for a fast coverage decision if you are
asking us to pay you back for a drug you already bought.

What to do

T

A

T When we give yo
t

Request the type of coverage decision you wartgtart bycalling, writing, or faxing us

to make your request. You, your representative, or your doctor (or other prescriber) can
do this.You can also access the coverage decision process througielusite For the
details, go to Chapter 2, Section 1 and lookersection callediow to contact us when
you are asking for a coverage decision about your Part D prescription d@ugs$ you

are asking us to pay you back for a drug, go to the section,0allezte to send a request
that asks us to pay for our shavkthe cost for medical care or a drug you have received

You or your doctor or someone else who is acting on your behaén ask for a

coverage decision. Section 4 of this chapter tells how you can give written permission to
someone else to act as yoapresentative. You can also have a lawyer act on your

behalf.

If you want to ask us to pay you back for a drugstart by reading Chapter 7 of this

booklet: Askingusto payour share of a bill you have received for covered medical

services or drughapter 7 describes the situations in which you may need to ask for
reimbursement. It also tells how to send us the paperwork that asks us to pay you back for
our share of the cost of a drug you have paid for.

If you are requesting an exception, provideh e sufportings t a t e Meundoctod

or other prescriber must give us the medical reasons for the drug exception you are
requesting. $uppertingsatialt etnheinst .toh)e Yiour doctor
fax or mail the statement to us. Or yowctbr or other prescriber can tell us on the phone
and follow up by faxing or mailing a written statement if necessary. See Sections 6.2 and
6.3 for more information about exception requests.

We must accept any written requestincluding a request submitted on the CMS Model
Coverage Determination Request Form, whechvailable on ouwebsite

Legal Terms

Afast coveragefaxmxa diitoed ¢ cvernddeddatn

f

your health requirewserdgdecaskon® to give

u
agreed to use h e fAcbvaragedécisiadnenaahd we wié give yoA st

our deci sion, we wi | | us e

y
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ananswerwt hin 72 hours after we 7 eoveeagev e your
decision means we will answer within 24 hoar§ t er we r ecei ve your d

1 To get a fastcoveragedecision, you must meet two requirements:

0 You can get a fastoveragalecisiononly if you are asking for drug you have
not yet received’You cannot get a fasbveragedecision if you are asking us to
pay you back for a drug ychavealready bought.)

0 You can get a fastoveragalecisiononly if using the standard deadlines could
cause serious harm to your health or hurt your ability to function.

T I'f your doctor or other prescri beoverageel | s u
deci sion, 0 we will aut omaeveigedetisioy. agree t o
1 Ifyou ask for a fastoveraged e ci si on on your own (without
prescriberdés support), we will decide whet

coveragealecision.

o If we decide that your medical condition does metet the requirements for a fast
coveragalecision, we will send you a letter that says so (and we will use the
standard deadlines instead).

o This letter will tell you that if your doctor or other prescriber asks for the fast
coveragalecision, we will audmatically give a fastoveragedecision.

o The letter will also tell how you can file a complaint about our decision to give
you a standardoveragealecision instead of the fasbveragelecision you
request ed. 't t el | sowhiohmeansoyoufwouldegetaur i f a st
answer to your complaint within 24 howsreceiving the complain{The
process for making a complaint is different from the process for coverage
decisions and appeals. For more information about the process for making
complaints see Section 10 of this chapter.)

Step 2: We consider your request and we give you our answer.

Deadlines for a ©@fast coverage deci sion

1 If we are using the fast deadlines, we must give you our angiyen 24 hours.

o Generally, this means within 24 hours after we receive yequestlf you are
requesting an exception, we will give you our answer within 24 hours after we
receive yourdoatr 6 s st at ement supporting your r
answer sooner if your health requires us to.

o If we do not meet this deadline, we are required to send your request on to Level 2
of the appeals process, where it will be reviewed by an indepeodiside
organization. Later in this section, wak about this review organization and
explain what happens at Appeal Level 2.
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1 If our answer is yes to part or all of what you requestedwe must provide the
coverage we have agreed to provide within 2dre@fter we receive your request or
doctords statement supporting your request

1 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said We will also tell you how to appeal.

Deadlinesfora fAst andar d coaboe a druy gou Hagecnot yet received
1 If we are using the standard deadlines, we must give you our angivier 72 hours.

o Generally, this means within 72 howfser we receive your requefityou are
requesting an excaph, we will give you our answer within 72 hours after we
receive your doctords statement support
answer sooner if your health requires us to.

o Ifwe do not meet this deadline, we are required to send your request@ret®
of the appeals process, where it will be reviewed by an independent organization.
Later in this section, wialk about this review organization and explain what
happens at Appeal Level 2.

9 If our answer is yes to part or all of what you requested

o If we approve your request for coverage, we nusvide the coverageve have
agreed to providwithin 72 hoursa f t er we receive your req
statement supporting your request.

9 If our answer is no to part or all of what you requestegwe will send you a written
statement that explains why we said We will also tell you how to appeal.

Deadlines for a fs toaboudaynoentoreavdregyaugave alreadyi si o n
bought

1 We mus give you our answewithin 14 calendar daysafter we receive your request.

o If we do not meet this deadline, we are required to send your request on to Level 2
of the appeals process, where it will be reviewgai independent organization.
Later in thissection, we talk about this review organization and explain what
happens at Appeal Level 2.

1 If our answer is yes to part or all of what you requestedwe are also required to make
payment to you withiri4 calendar days after we receive yoequest.

9 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said We will also tell you how to appeal.

Step 3: If we say no to your coverage request, you decide if you want to make an
appeal.

1 If we say no, you have the right to request an appeal. Requesting an appeal means asking
us to reconsideir and possibly changethe decision we made.
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Section 6.5 Step-by-step: How to make a Level 1 Appeal

(how to ask for areview of a coverage decision made by our
plan)

Legal Terms

An appeal to the plan about a Part D drug coverage decision is called a plan
Aredetermination. 0

Step 1: You contact us and make your Level 1 Appeal. If your health requires a

quick response, you mustask forafif ast appeal . 0
What to do
1 To start your appeal, you (or your representative or your doctor or other

prescriber) must contact us.

o0 For details on how to reach us by phone, @mail, or on oumwebsite for any
purpose related to your appeal, go to Chapter 2, Section 1, and look for the section
called,How to contact us when you are making an appeal about your Part D
prescription dugs.

If you are asking for a standard appeal, make your appeal by submitting a written
request. You may also ask for an appeal by calling us at the phone number shown in
Chapter 2, Section (How to contact our plan when you are making an appeal about
your Part D prescription drugs

If you are asking for a fast appeal, you may make your appeal in Wing or you may
call us at the phone number shown in Chapter 2, Section(How to contact us when
you ae making an appeal about youaR D prescription drugs)

We must accept any written requestincluding a request submitted on the CMS Model
Coverage Btermination Request Form, which is available onveglrsite

You must make your appeal request within 60 calendar daysom the date on the
written notice we sent to tell you our answer to your request for a coverage decision. If
you miss this deadline drhave a good reason for missing it, we may give you more time
to make your appeal. Examples of good cause for missing the deadline may include if
you had a serious illness that prevented you from contacting us or if we provided you
with incorrect or incorplete information about the deadline for requesting an appeal.

You can ask for a copy of the information in your appeal and add more
information.
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0 You have the right to ask us for a copy of the information regarding your appeal.

o If you wish, you and youdoctor or other prescriber may give us additional
information to support your appeal.

Legal Terms

A infast appeahexpsedated caebbedramnnati on

|l f your health requires it, ask for a fAfast
1 If you are appealing a decisiore made about a drug you have not yet received, you and

your doctor or other prescriber will need
T The requirements for getting a Afast appea
coveraggdeci siono in Section 6.4 of this chapt

Step 2: We consider your appeal and we give you our answer.

1 Whenwe arereviewing your appeal, we take another careful look at all of the
information about your coverage request. We check to see if wefollerging all the
rules when we said no to your request. We may contact you or your doctor or other
prescriber to get more information.

Deadlines fox a fAfast appeal

1 If we are using the fast deadlines, we must give you our angiyen 72 hours after
we receive your appeal We will give you our answer sooner if your health requires it.

o Ifwe do not give you an answer within 72 hours, we are required to send your
request on to Level 2 of the appeals process, where it will be reviewed by an
Independent Reeiv Organization. Later in this section, vadk about this review
organization and explain what happens at Level 2 of the appeals process.

9 If our answer is yes to part or all of what you requestedwe must provide the
coverage we have agreed to providenwit72 hours after we receive your appeal.

1 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said no and how to appeal our decision.

Deadlines for @ fAistandard appeal

1 If we are using the stalard deadlines, we must give you our answidtin 7 calendar
daysafter we receive your appdal a drug you have not received yete will give you
our decision sooner if you have not received the drug yet and your health condition
requiresustodosb f you believe your health require
appeab

o If we do not give you a decision within 7 calendar days, we are required to send
your request on to Level 2 of the appeals process, where it will be reviewed by an
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Independent Reeiv Organization. Later in this section, we tell about this review
organization and explain what happens at Level 2 of the appeals process.

1 If our answer is yes to part or all of what you requested

o If we approve a request for coverage, we nusvide the coveragenve have
agreed to provide as quickly as your health requireshdldter than 7 calendar
daysafter we receive your appeal.

o Ifwe approve a request to pay you back for a drug you already bought, we are
required tosend payment to yowvithin 30 calendar daysafter we receive your
appeal request.

9 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said no and how to appeal our decision.

1 If you are requesting that we pay you b&mka drug you have already bought wust
give you our answewithin 14 calendar daysafter we receive your request.

o If we do notgive you a decision within 14 calendar days, are required to send
your request on to Level 2 of the appgaiscess, where it will be revieweg An
independent organizatiobhater in this section, we talk about this review
organization and explain what happens at Appeal Level 2.

1 If our answer is yes to part or all of what you requestedye are also requiretd make
payment to you within 3@alendar days after we receive your request.

9 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said no. We will also tell you how to appeal.

Step 3: If we say no to your appeal, you decide if you want to continue with the
appeals process and make another appeal.

1 If we say no to your appeal, you then choose whether to accept this decision or continue
by making another appeal.

1 If you decide to make another appédaineans your appeal is going on to Level 2 of the
appeals process (see below).

Section 6.6 Step-by-step: How to make a Level 2 Appeal

If we say no to your appeal, you then choose whether to accept this decision or continue by
making another appeal. If yalecide to go on to a Level 2 Appeal, thdependent Review
Organization reviews the decision we made when we said no to your first appeal. This
organization decides whether the decision we made should be changed.

Legal Terms

The for mal name for the fl ndidpmaredemtd eRd
Ent iltisgysonietimes calledtifel RE. 0
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Step 1: To make a Level 2 Appeal, you (or your representative or your doctor or
other prescriber) must contact the Independent Review Organization and ask for
a review of your case.

1 If we say no to your Level 1 Appeal, the written notice we send you will include
instructions on how to make a Level 2 Appealvith the Independent Review
Organization. These instructions will tell who can make this Level 2 Appeal, what
deadlines you must follow, and how to reach the review organization.

1 When you make an appeal to the Independent Review Organization, we wilheend
information we have about your appeal to this organization. This information is called
y our 0 cos leavefthe tight.totask us for a copy of your case file

1 You have a right to give the Independent Review Organization additional information to
support your appeal.

Step 2: The Independent Review Organization does a review of your appeal and
gives you an answer.

1 The Independent Review Organization is an independent organization that is hired
by Medicare. This organization is not connected withaumgl it is not a government
agency. This organization is a company chosen by Medicare to review our decisions
about your Part D benefits with us.

1 Reviewers at the Independent Review Organization will take a careful look at all of the
information related tgour appeal. The organization will tell you its decision in writing
and explain the reasons for it.

Deadl ines f oatLevelf2ast appeal
T I'f your health requires it, ask the Indepe

1 Ifthe review organizationppr ees t o give you a ffast appea
must give you an answer to your Level 2 Appe#hin 72 hours after it receives your
appeal request.

1 If the Independent Review Organization says yes to part or all of what you
requested,we must povide the drug coverage that was approved by the review
organizatiorwithin 24 hours after we receive the decision from the review organization.

Deadlines forodilsteb2ndar d appeal

1 If you have a standard appeal at Level 2, the review organizatishgive you an
answer to your Level 2 Appewaithin 7 calendar daysatfter it receives your appeilt
is for a drug you have not received yétyou are requesting that we pay you back for a
drug you have already bought, the review organization mustygiu an answer to your
level 2 appeal within 14 calendar days after it receives your request.

1 If the Independent Review Organization says yes to part or all of what you
requestedi
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o Ifthe Independent Review Organization approves a request for coverage, we must
provide the drug coveragethat was approved by the review organizatiotiin
72 hoursafter we receive the decision from the review organization.

o Ifthe Independent Review CQagization approves a request to pay you back for a
drug you already bought, we are requiredeéad payment to you within 30
calendar daysafter we receive the decision from the review organization.

What if the review organization says no to your appeal?

If this organization says no to your appeal, it means the organization agrees with our decision not
to approve your request. (This is called Auph
your appeal . 0)

If the Independent Review Onga z a t iool nd sfi ut phheyouchavethe sghtdoradevel 3
Appeal.However, to make another appeal at Leveh8,dollar value of the drug coverage you

are requesting must meet a minimum amount. If the dollar value dftlgeoverage you are
requesting is toool, you cannot make another appeal and the decision at Level 2 is final. The
notice you get from the Independent Review Organization will tell you the dollar value that must
be in dispute to continue with the appeals process.

Step 3: If the dollar value of the coverage you are requesting meets the
requirement, you choose whether you want to take your appeal further.

1 There are three additional levels in the appeals process after Level 2 (for a total of five
levels of appeal).

1 If your Level 2 Appeal is turnedown and you meet the requirements to continue with
the appeals process, you must decide whether you want to go on to Level 3 and make a
third appeal. If you decide to make a third appeal, the details on how to do this are in the
written notice you got &ér your second appeal.

1 The Level 3 Appeal is handled by AdministrativeLaw Judgeor attorney adjudicator
Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

SECTION 7 How to ask us to cover a longer inpatient hospital
stay if you think the doctor is discharging you too
soon

When you are admitted to a hospital, you have the right to get all of your covered hospital
services that are necessary to diagnose and treat your illness or injury. For more information
abaut our coverage for your hospital care, including any limitations on this coverage, see Chapter
4 of this bookletMedical Benefits Chart (what is covered and what you.pay)
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During yourcoveredhospital stay, your doctor and the hospital staff will be waykvith you to
prepare for the day when you will leave the hospital. They will also help arrange for care you
may need after you leave.

T The day you | eave tdsehardgeaasepd t al i's called vy

1 When your discharge date has been decided, your durctioe hospital staff will let you
know.

1 If you think you are being asked to leave the hospital too soon, you can ask for a longer
hospital stay and your request will be considered. This section tells you how to ask.

Section 7.1 During your inpatient hospital stay, you will get a written
notice from Medicare that tells about your rights

During yourcoveredhospital stay, you will be given a written noticalledAn Important
Message from Medicare about Your Rigligeryone with Medicare gets a copy of thatice
whenever they are admitted to a hospital. Someone at the h¢fpieampé, a caseworker or
nurse) musgive it to you within two days after you are admittédiou do not get the notice,
ask any hospital employee for it. If you need helpagdecallCustomer Caréphone numberare
printed on the backover of this booklet)You can also call-BOO-MEDICARE (1-800-633
4227), 24 hours a day, 7 days a week. TTY users should-8@ll-486-2048.

1. Read this notice carefully and ask questionsif ou don 6t  ulitellseyoust and i f
about your rights as a hospital patient, including:

1 Your right to receive Medicareovered services during and after your hospital stay,
as ordered by your doctor. This includes the right to know what Heggees are,
who will pay for them, and where you can get them.

1 Your right to be involved in any decisions about your hospital stay, and know who
will pay for it.
Where to report any concerns you have about quality of your hospital care.

1 Your right to appal your discharge decisionyibu think you are being discharged
from the hospital too soon

Legal Terms

The written notice from Medicare tells you howyouéan e quest an | mme
Requesting an immediate review is a formal, legal way tdaask delay in your discharge
date so that we will cover your hospital care for a longer time. (Section 7.2 below tells y«
how you can request an immediate review.)





















































































































