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SECTION 1 Introduction

Section 1.1 You are enrolled in Generations Classic (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 plaenerations Classic (HMO)

There are different pes of Medicare health plarGGenerations Classic (HMOs a Medicare
Advantage HMO Plan (HMO stands for Health Maintenance Organizatpprpved by
Medicare and run by a private company

Coverage under this Plan qualifies aQualifying Health Coverage QHC) and satisfies the
Patient Protection and Affordable Care Act o0s
requirement. Please visit the Internal Revenue Service (IRS) website at
www.irs.gov/AffordableCareAct/IndividualsandFamiliesfor more information.

Section 1.2 What is the Evidence of Coverage booklet about?

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

The word Acoverageaceamnd ried evesr ad 4gamkthemedi c al
prescription drugavailable to you as a member@énerations Classic (HMO)

It 6s i mportant for you to | earn what the plano
We encourage you to seside some time to look through tligidence of Coveragsooklet.

|l f you are confused or concerned &ustopemst have
Care(phone numbers are printed on the back cover of this booklet).

Section 1.3 Legal information about the Evidence of Coverage

|l té6s part of our contract with you

This Evidence of Coverage part of our contract with you about h@&enerations Classic

(HMO) covers your care. Other parts of this contract include your enrollment foriristioé

Covered Drugs (Formularyand any notices you receive fromaksut changes to your

coverage or conditions that affect your coverage. These notices are sometienés cdilr i der s o
Aamendments. 0O

The contract is in effect for months in which you are enrollgdanerations Classic (HMO)
between January 2021 and December 32021.
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Each calendar year, Medicare allows us to make changes to the plans that we offeeankis
we can change the costs and benefitS@ferations Classic (HM@)fter December 32021.
We can also choose to stop offering the plan, or to offer it in a different service area, after
December 312021.

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

(HMO) each year. You can continue to get Medicare coverage as a mernbeplai as long
as we choose to continue to offer the plan Miedicarerenews its approval dhe plan.

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

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:
1 Youhave both Medicare Part A and Medicare PafB&tion 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)

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

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

When youfirst signed up for Medicare, you received information alvchat services are
covered undekedicare 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 ot herhomeedi cal
infusion therapyand other outpatient service®)d certain items (such as durable
medical equipmenDME) and supplies)

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

Although Medicare is a Federal progra@enerations Classic (HM@g available only to
individuals who live in our plan service area.Bmaina member of our plan, you must
continue to reside in the plaervice area. The service area is descrifebolw.
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Our service area includes these countig@klahoma

Adair Custer Love Pawnee
Alfalfa Dewey Major Pittsburg
Atoka Garfield Mayes Pontotoc
Blaine Garvin McClain Pottawatomie
Bryan Grady Mclintosh Pushmataha
Caddo Grant Murray Rogers
Canadian Haskell Muskogee Seminole
Carter Hughes Noble Stephens
Cherokee Jefferson Nowata Tillman
Cleveland Kingfisher Okfuskee Tulsa

Cotton Kiowa Oklahoma Wagoner
Craig Lincoln Okmulgee Woods
Creek Logan Osage

If you plan to move out of the service area, please co@tatomer Caréphone numberare
printed on the backover of this booklet)When you move, you Wihave a Special Enroliment
Period that will allow you to switch to Original Medicare or enroll in a Medicare health or drug
plan that is available in your new location.

It is also important that you call Social Security if you move or change your madlohgss.
You can find phone numbers and contact information for S8eealrity in Chapter 2, Secti@n

Section 2.4 U.S. Citizen or Lawful Presence

A member of a Medicare health plan must be a U.S. citizen or lawfully present in the United
StatesMedicare (the Centers for Medicare & Medicaid Servieeid)notify Generations Classic
(HMO) if you are not eligible to remain a member on this b&gnerations Classic (HMO)
must disenroll you if you do not meet this requirement.
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SECTION 3 What other materials will you get from us?

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

While you are a member of our plan, you must use yeembership IDcardfor our plan

whenever you get any services coveredhiy plan and for prescription drugs you get at network
pharmaciesYou should also show the provider your Medicaid cdrdpplicableHe r e 6 s a
samplemembership IDcardto show you what yours will look like:

Sample front and back:
's Y ~

I PRSe B - f o a DA RS M B LSy A= 1)
GlobalHealth [Haalth)
v remark

\l- I [ A e H\ Custbomer Core: 1-B44-780-5555 (TTY: 711)
Addracs: P.O. Box w747, Obaboma City, OK 7210117

- ABI 336 CVS Carsmark (Ph -
Issuer: 47303 v XPCK\ MEDDADY kb, iy 1@ G,I' beacon
Dental Payer |D: ﬁnﬁm\ A WP HMOMAPD Addrass: P.O. Bnrﬁ:ﬂm&_:-:ﬁ. X

Health

Pharmaocy Halp : 1- (k]
E&Tﬁb@rl - B Beacon Hml@nu awiod 3! Healthy M AXIMUM
Customsr Borach msnl 434,02 [TTY-71) C ARE
f;‘gg“p‘:@r N Acddrass: P00 B 18 6, Hicksville, NY T1802-1850 C
ame!
. Caralnaion Banslisomilans [Dental i
PCP Phone: Cushormar 5-ur\'icn:1-al55-|53|5-‘91:l1ﬂ'l"'l':?11] CEIFE']I"IQ[OI’!
Copaymants Addrass: PO Box 60, Frisco, TX 75034
PCP SPEC ER H3706-
N Effactiva; 01/01/2071 _.-"L www.GlobalHealth.com/medicare
A

Do NOT use your red, white, and blue Medicare card for covered medical services while you are
a member of this plan. If you use your Medicare card instead oiGenerations Classic

(HMO) membership ICcard you may have to pay the full cost of medical/gms yourself.

Keep your Medicare card in a safe pla¢eu may be asked to show it if you need hospital
services, hospice services, or participate in routine research studies.

Herebdbs why t hi Byougetceveredisemnvizas using your,rethite, and blue
Medicare card instead of using ydsenerations Classic (HM®embership IDcardwhile you
are a plan member, you may have to pay the full cost yourself.

If your planmembership IDcardis damaged, lost, or stolen, c@listomer Careight away and
we will send you a new car(Phone numbers f@€ustomer Carare printed on the back cover
of this booklet.)

Section 3.2 The Provider Directory: Your guide to all providers in the
pl ands networ Kk

TheProvider Directorylists our network provids and durable medical equipment suppliers



2021 Evidence of Coverage for Generations Classic (HMO) 10
Chapter 1. Getting started as a member

What are fAnetwork providerso?

Network providers are the doctors and other health care professionals, medical giotgdse
medical equipment supplietsospitals, and other health care facilities that have an agreement
with us to accept our payment and any mlastsharingas payment in full. We have arranged
for these providers to deliver covered services to members in ouifplamost recent list of
providers anguppliers is available on our websitenatw.GlobalHealth.com

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 bexamish limited exceptions,

while you are a member of our plan yowist usenetwork providers to get your medical care and
services. The only exceptions are emergencies, urgently neexécksvhen the network is not

available (generally, when you aretaifl the area), oubf-area dialysis services, and cases in

which Generations Classic (HM@uthorizes use of owtf-network providersSee Chapter 3

Using the plands c ov e)fa gpae speaific information aboatd i c al s e
emergency, oubf-network, and oubf-area coverage.

Il f you dondét h Rrevaer Diectary yau agn yequest a coply iedBustomer
Care(phone numberare printed on the badover of this booklet)You mg askCustomer Care
for more information about our network providers, including their qualificatiéos.can also
see thdProvider Directoryat www.GlobalHealth.conor download it from thisvebsite Both
Custome Careand thewebsitecan give you the most tp-date information abdichanges in
our networkproviders.

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

What are finetwork pharmacieso?

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

Why do you need to know about network pharmacies?

You can use thBharmacy Directoryo find the network pharmacy you want to use. There are
changes to our network of pharmacfer next yearAn updatedPharmacy Directorys located

on our website atww.GlobalHealth.comYou may also calCustomer Caréor updated

provider information or to ask us to mail yotharmacy DirectoryPlease review th&021
Pharmacy Directoryto see which pharmacies are in ounetwork.

ThePharmacy Directorywill also tell you which of the pharmacies in our network have
preferred cossharing, which may be lower than the standard-shatingoffered by other
network pharmacie®r some drugs


http://www.globalhealth.com/
http://www.globalhealth.com/
http://www.globalhealth.com/
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| f you doRhé@rmacyhDaecteryyoulcan get a copy fro@ustomer Caréphone
numbers are printed on the back cover of this booklet). At any time, you c&ustdmer Care

to get upto-date information about changes in the pharmacy network. You can also find this
information on our website atww.GlobalHealth.comBoth Customer Care and the website can
give you the most ufp-date information about changes in our network pharmacies.

Section 3.4 The plandés List @Goérm@awered Drugs

The plan has hist of Covered Drugé~ormulary). ~ We c al | it the fADrug Li
which Part D prescription drugs are coveveder the Part D benefit included@enerations

Classic (HMO) The drugs on this list are selected by the plan with the help of a team of doctors

and fharmacists. The list must meet requirements set by Medicare. Medicare has approved the
Generations Classic (HM@)rug List.

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 kt. To get the most complete and current information

about which drugs ar e ovebsite(wwesmGlobajHealth.coj@omcallv i s i t
Customer Caréhone numberare printed on the badoverof this booklet).

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

When you use yourart Dprescription drug benefits, we will send you a summary report to help
you understand and keep track of payments for faut Dprescription drugs. This summary
report is called th@art D Explanation of Benefit§ or t he APart D EOBO) .

ThePart D Explanatbn of Benefitsells you the total amount you, or others on your behalf, have
spent on youPart Dprescription drugs and the total amount we have paid for each oPgour

D prescription drugs during the montfthe Part D EOB provides more informatioroabthe

drugs you take, such as increases in price and other drugs withclosteharingthat may be
available. You should consult with your prescriber about these lower cost oftiaster 6

(What you pay for your Part D prescription dryggves moranformation about th€art D
Explanation of Benefitand how it can help you keep track of your drug coverage.

A Part D Explanation of Benefimummary is also available upon request. To get a copy, please
contactCustomer Caréhone numbers are printed the back cover of this booklet)


http://www.globalhealth.com/
http://www.globalhealth.com/

2021 Evidence of Coverage for Generations Classic (HMO) 12
Chapter 1. Getting started as a member

SECTION 4 Your monthly premium for Generations Classic
(HMO)
Section 4.1 How much is your plan premium?

You do not pay a separate monthly plan premiunGienerations Classic (HMOY ou must
continue to pay your MedicariPart 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 more

Il n some situations, your plan premium could b
4 . These sitdeastcromedabel ow.

1 Some members are required to pdaat Dlate enroliment penaltybecause they did
not join a Medicare drug plan when yhirst became eligible or because they had a
continuous period of 63 days or more when
drug cover age. stiefdQg ceverage expecteddo payeoa average, at
|l east as much a presbtiptobn dcug coeetagd-ostliese menabersl the

PartDl at e enroll ment penalty is added to the
amount will be the monthly plan premiysius the amount of theRart Dlate enrollment
penalty.

o Ifyou are required tpay thePart Dlate enrollment penalty, theost of the late
enrollment penalty depends on how long you went without Partdther
creditableprescription drug coverag€hapterl, Sectionb explains theéPart D
late enrollment penalty.

o If you have &art Dlate enrollment penaltgnd do not pay it, you could be
disenrolled from the plan

1 Some members may be required to pay an extra charge, known as the Part D Income
Related Monthly Adjustment Amount, also known as IRMAA, because, 2 ggarshey
had a modified adjusted gross income, above a certain amount, on their IRS tax return.
Members subject to an IRMAA will have to pay the standard premium amount and this
extra charge, which will be added to their premium. Chapter 1, Sectixpidns the
IRMAA in further detail.

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

Section 5.1 Wh a t i s the Part D il ate enrol llment

Note:l f you receive AExtra Helpo from Medicare t
pay a late enrollment penalty.
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The late enroliment penalty is an amount that is added toBeti D premium. You may owe a

Part Dlate enrollment penalty if at artiyne after your initial enrollment period is over, there is a

period of 63 days or more in a row when you did not have Part D or other creditable prescription
drugcoveragi Cr edi t abl e prescription drug coverageo
minimumst andards since it I s expected to pay, on
standard prescription drug coverage. thst of the late enroliment penalty depends on how

long you went without Part D athercreditable prescription drug coverady@u will have to

pay this penalty for as long as you have Part D coverage.

When you first enroll irGenerations Classic (HMQ)e let you know the amount of the penalty.
Your Part D late enroliment penalty is considered your plan premium.

Section 5.2 How much is the Part D late enrollment 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 numdiiefull months 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, penalty will be 14%.

1 Then Medicare determines the amount of the average monthly premium for Medicare
drug plans in the nation from the previous y&ar.2020, this average premium amount
was$32.74. This amount may change 2021.

1 To calculate your mathly penalty you multiply the penalty percentage and the average
monthly premium and then round it to the nearest 10 cents. In the example here it would
be 14% time$32.74, which equals$4 58. This rounds t&#4.60. This amount would be
addedo the monthly premium for someone with aPart D late enrollment penalty.

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

1 First,the penalty may change each yeabecause the average monthly premium can
change each year.ttie 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 Medicare Part D drug beneéien if you change pia

1 Third, if you areunder65 and currently receiving Medicare benefits, Rtagt Dlate
enrollment penalty will reset when you turn 65. After age 65, fPaut Dlate enrollment
penalty wil/ be based onl opverage aftertyeur imtialnt h s t
enrollment period for aging into Medicare.
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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 Part D coverage whesmreou
first eligible, sometimes you do not have to payRaet 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#ug is expected to pay, on average, a
|l east as much as Medi car e@gesMedidare catisahisd pr es c
ficreditable drug coverage Blease note

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

A Pl ease note: I f you receive a fdcerti
your health coverage ends, it may not mean your prescription drug
coverage was creditable. The notice must state thatyodbad e di t abl e 0
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 drug discount websites

o For additional information about creditable coverage, please look in your
Medicare & Yow021Handbook or call Medicare at800-MEDICARE (1-800-
6334227). TTY users call-B77-486-2048. You can call these numbers for free,
24 hours a day, 7 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 abowytour Part 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 on thirst letter you receive stating you hawepay a late
enrollment penaltylf you were paying a penalty before joining our plan, you may not have
another chance to request a review of that late enroliment pedaltfCustomer Care find

out more about how to do this (phone numbers are prawmtédde back cover of this booklet).
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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?

If your modified adjusted gross incoras reported on your IRS tax retdram 2 years ago is

above a certain amount, youoll pay the standa
Monthly Adjustment Amount, also known as IRMAA. IRMAA is an extra charge added to your
premium

If you have to pay an extra amount, Social Securityyoar Medicare plan, will send you a

letter telling you what that extra amount will be and how to pay it. The extra amiiuoge

withheld from yourSocial Security, Railroad Retirement Board, or Office of Personnel

Management benefit checko matter hev you usually pay your plan premiunmless your

mont hly benef it theextradamoustovwetd f hyoor cbeprefit chec
to cover the extra amoyntou will get a bill from MedicareYou must pay the extra amount

to the government.It 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 ymamthly plan premiumior

more information on the extra amount you may have to pay based on your income, visit
www.medicare.gov/pait/costs/premiums/druplanpremiums.htmi

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
1-800-772-1213 (TTY :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 governnfeat your Medicare plan) for your Medicare
Part D coverage. If you are requireyl lawto pay the extra amount and you do not pay it, you
will be disenrolled from the plan and lose prescription drug coverage


https://www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/monthly-premium-for-drug-plans
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SECTION 7 More information about your monthly premium

Many members are required to pay other Medicare premiums

Many members are required to pay other Medicare premisnsxplained in Section 2 above,

in order to be eligible for our plan, you mirstve botiMedicare ParA andMedicare ParB.

Some plan membelst hos e who ar e n 6-free Bart A)gpagptemiunffarr pr e mi u
Medicare Part AMost plan membengay apremium for Medicare Part B.ou must continue

paying your Medicare premiumsto remain a member of the plan.

If your modified adjusted grosacomeas reported on your IRS tax return from 2 years ago is
above a certai n standardpramjum gnounbdand an in@ye Related
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 loseorescription 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 amount will be.

1 For more information about Part D premiums based on income,Gjaeiaterl,
Section6 of this booklet.You can also visitvww.medicare.gown theWeb or call 1
800-MEDICARE (1-800-633-4227),24 hours a day, 7 days a we&KR'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 & Yow021 gives informatiorabout theMedicarepremiums in the

secti or02tMeeldliecda rfie @xplainshowdhdEdicaraPart Band Part D

premiurs differ for people with different incomes. Everyone with Medicare receives a copy of
Medicare & Yoweach year in the fall. Those new to Medicare receive it within a month after first
signing up. You can also download a copyedicare & Yow021from the Medicarevebsite
(www.medicare.go) Or, you can order a printed copy by phone-800-MEDICARE (1-800
6334227), 24 hours a day, 7 days a week. TTY users €ill74486-2048.

Section 7.1 If you pay a Part D late enrollment penalty, there are several
ways you can pay your penalty

If you pay a Part D late enrollment penaltyere are fouways you can pathe penalty Upon
receipt of your enroliment form, your payment method will be set to direct bill. If you wish to
change your payment method at any time, pleaséact Customer Care for assistance. (Phone
numbers are printed on the back cover of this booklet.)

If you decide to change the way you pay your Part D late enrollment penalty, it can take up to
three months for your new payment method to take effelsléWe are processing your request

for a new payment method, you are responsible for making sure that your Part D late enrollment
penalty is paid on time.


http://www.medicare.gov/part-d/costs/premiums/drug-plan-premiums.html
https://www.medicare.gov/pub/medicare-you-handbook
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Option 1: You can pay by check

Late enroliment penaltiesay be paid by check, money order, or dredrd. You will be sent a

monthly invoice with the amount dueate enroliment penaltiere due by the 5th of each

mont h. Checks shoul d be mad e nopnaakegdul ckeecktoatton Gl o b
CMS or HHS.) A $25.00 fee will be charged feturned checks. Payments should be mailed to:

GlobalHealth, Inc.
Lockbox4140

P.O. Box 659506

San Antonio, TX 78269506

Option 2: Bank Draft

Late enroliment penaltiesay be automatically withdrawn from your checking or savings

account by completing the Bank Draft section of the Premium Billing Draft Authorization Form.
You will receive a monthly statement with the account balance, and any amounts due will be
drafted @ or around the 5th of the month. A $25.00 fee will be chaigeetturned EFTs. You

can contact Customer Care to request a form. (Phone numbers are printed on the back cover of
this booklet.)

Option 3: Credit Card Draft

Late enroliment penaltigsay be automatically charged to your credit card by completing the
Credit Card Draft section of the Premium Billing Draft Authorization Form. You will receive a
monthly statement with the with the account balance and any amount due will be drafted on or
around the 5th of the month. You can contact Customer Care to request a form. (Phone numbers
are printed on the back cover of this booklet.)

Option 4: You can have the Part D late enroliment penalty taken out of your
monthly Social Security check

You can lave thePart Dlate enrollmenpenalty taken out of your monthly Social Security
check.Contact Customer Care for more information on how to pay yenaltythis way. We
will be happy to help you set this UfPhone numbers f@ustomer Carare printed o the back
cover of this booklet.)

What to do if you are having trouble paying your Part D late enrollment penalty
If you are having trouble paying yoBart D late enrollment penalon time, please contact

Customer Care to discuss programs that may leetalinelp. (Phone numbers for Customer Care
are printed on the back cover of this booklet.)
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Section 7.2 Can we change your monthly plan premium during the year?

No. We are not allowed to begin charging a monthly plan premium during thdfytbar.
monthly plan premium changes for next year we will tell yoS8eptembeand the change will
take effect on January 1.

However, in some cases, you may need to start paying or may be able to stop patging a
enrolimentpenalty. (Thdateenrollmentpenalty may apply if you had a continuous period of 63

days or more when you didndét haVThscduldnappgn t abl e
if you become eligible for th@ E x t r aprogtam opibyou lose your eligibility forthe Ex t r a

H e | gpogram during the year:

1 If you currently pay th®art Dlate enrollmenpenaltyand becomeligible fori Ex t r a
H e | during the yearyou wouldbe able to stopaying your penalty.

1 If you lose Extra Help, you may be subject to the late enroliment pehgtiy go 63
days or more in a row without Part D or other creditable prescription drug coverage.

You can find out more about tifieE x t r aprogtam irpCGhapter 2, Section 7.

SECTION 8 Please keep your plan membership record up to date

Section 8.1 How to help make sure that we have accurate information
about you

Your membershigecord has information from your enrollment form, including your address and
telephone number. It shows your specific plan coveiragading your Primary Care Provider.

Thedocdr s, hospitals, pharmacists, and other pro
correct information about yolrhese network providers use youmembership recordto
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 tyourname, your address, or your phone number

Changes in any other health insurance coverage you have (such as freamgtoyer,
your spouseds employer, workerso6 compensat

If you have any liability claims, such as 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 hospitabr emergency room

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

= =4 A4 A

If you are participating in a clinical research study
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If any of this information changes, please let us know by caltusfomer Caréphone numbers
are printed on the beoverof this bookle}.

It is also important to contact Social Security if you move or change your mailing adtress.
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 you about any other medical or drug

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

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

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

that we know about. Please read over this information carefully. Ifitiscorregtou donot ne
do anything. If the information is incorrect, or if you have other coverage that is not listed, please

call Customer Caréphone numberare printed on the badover of this booklet).

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 personal health information, please go to
Chapter 8, Section 3 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 youhave other insurance (like employer group health coverage), there are rules set by
Medicare that decide whether our plan or your other insurance pays first. The insurance that pays
first is called the Apri mar y agealheonedhatpayd pay s
second, called the fisecondary payer, o0 only pa
coverage. The secondary payer may not pay all of the uncovered costs.

These rules apply for employer or union group health plan coverage

1 If you have retiree coverage, Medicare pays first.
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T I'f your group health plan coverage i s base
employment, who payfirst depends on your age, thember of people employed by
youremployer, and whether you have Metie based on age, disability, or ERdge
Renal Disease (ESRD):

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

ol f youdre over 65 and vy gaurgouphealtplan s pous
pays first if the employer 8220 or more employees or at least one employer in a
multiple employer plathathas more than 20 employees.

1 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 ypes of coverage usually pay first for services related to each type:

1 No-fault insurance (including automobile insurance)
1 Liability (including automobile insurance)
1 Black lung benefits

T Workersd compensation

Medicaid and TRICARE never pay first for Medicarevered services. They only pay after
Medicare, employer group 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 updatour other insurance mfmation, caliCustomer Care

(phone numberare printed on the badover of this booklet)You may need to give your plan
membership IDhumber to your other insurers (once you have confirmed their identity) so your
bills are paid correctly and on time.
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SECTION 1 Generations Classic (HMO) contacts
(how to contact us, including how to reach Customer Care
at the plan)

How t o cont acQustamerCarel anoé s

For assistance with claims, billingr member card questions, please call or writ8d¢aerations
Classic (HMO)Customer CaréNe will be happy to help you.

Method Customer Carei Contact Information

CALL (405) 2865555 (local) or 1844-280-5555 (tolkree)

Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm
seven days week, from October il March 31, and 8:00 atho 8:00
pm Mondayi Fridayfrom April 1 T September 30

Customer Caralso has fre&anguage interpreter services available 1
nonEnglish speakers.

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

seven days week, from Octoberil March 31, and 8:00 ato 8:00
pm Mondayi Fridayfrom April 1 7 September 30

FAX (405) 2862960

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

Oklahoma City, OK 73101747

MedicareAnswers@aqlobalhealth.com

WEBSITE www.GlobalHealth.com

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 servicE®r more information on asking for coverage
decisions about your medical care, see Chaptéfita{ to do if you have a problem or
complaint (coverage decisions, appeals, complgints

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


mailto:MedicareAnswers@globalhealth.com
http://www.globalhealth.com/
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Method Coverage Decisions For Medical Caré Contact Information

CALL (405) 2865555 (local) or 1844-280-5555(toll-free)

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

Customer Caralso has freanguage interpreter services available
for nonEnglish speakers.

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

seven days week, from October il March 31, and 8:00 atho 8:00
pm Mondayi Fridayfrom April 1 T September 30

FAX (405) 2862960

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

Oklahoma City, OK 73101747

MedicareAnswers@globalhealth.com

WEBSITE www.GlobalHealth.com

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 coverage decision we have
made.For more information on nking 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) or1-844-280-5555 (tolHree)
Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm

seven days week, from Octoberil March 31, and 8:00 aho 8:00
pm Mondayi Fridayfrom April 17 September 30

Customer Caralso has fre&anguage interpter services available
for nonEnglish speakers.


mailto:MedicareAnswers@globalhealth.com
http://www.globalhealth.com/
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Method Appeals For Medical Carei Contact Information

TTY 711

Calls to this number arfeece We are availabl8:00 amto 8:00 pm
seven days week, from October il March 31, and 8:00 atho 8:00
pm Mondayi Fridayfrom April 1 7 September 30

FAX (405)280-2960

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

Oklahoma City, OK 73101747

ghappeals@qglobalhealth.com

WEBSITE www.GlobalHealth.com

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 problem is about tudéokmatltends coverl
section above about making an appdaby) more information on making a complaint about

your medical care, see ChapteM@h@at 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 (tolHree)
Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm

seven days week, from Octoberil March 31, and 8:00 amo 8:00
pm Mondayi Fridayfrom April 17 September 30

Customer Caralso has freanguage interpreter services available
for nonEnglish speakers.

TTY 711
Calls to this number arfece We are availabl&:00 amto 8:00 pm

seven days week, from Octoberil March 31, and 8:00 ato 8:00
pm Mondayi Fridayfrom April 17 September 30

FAX (405) 2805294


mailto:ghappeals@globalhealth.com
http://www.globalhealth.com/
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Method
WRITE

MEDICARE
WEBSITE

Complaints About Medical Carei Contact Information

GlobalHealth, Inc.

Attn: Customer Care

P.O. Box 1747

Oklahoma City, OK 73101747

To submit an online complaint emaihappeals@globalhealth.com

You can submit a complaint abd@enerations Classic (HMO)
directly to Medicare. To submit an online complaint to Medicare ¢
to www.medicare.gov/MedicareComplaintForm/home.aspx

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

prescription drugs

A coverage decision is a decision meke about your benefits and coverage or about the
amount we will pay for your prescription druggvered under the Part D benefit included in
your plan.For more information on asking for coverage decisions about your Part D
prescription drugs, see Chapg(What to do if you have a problem or complaint (coverage
decisions, appeals, complaihts

Method

CALL

TTY

FAX

WRITE

WEBSITE

Coverage Decision for Part D Prescription Drugsi
Contact Information

1-866-494-3927

Calls to this number are free. We are available 24 hoday aseven
days a week.

711

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

1-855633-7673

CVS Caremark

Part D Services Appeals and Exceptions
Department MC 109

P.O. Box 52000

Phoenix, AZ850722000

www.GlobalHealth.com



mailto:ghappeals@globalhealth.com
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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 way of asking us to review and change a covkreigeon we have
made.For more information on making an appeal about your Part D prescription drugs, see
Chapter 9\\Vhat 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 a week.
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

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 coverage or payment

di sputes. (I f your pr o bripgyment, you shduld look atthdhe pl an o
section above about making an appdaby) more information on making a complaint about

your Part D prescription drugs, see Chaptaiédt to do if you have a problem or complaint

(coverage decisions, appeals, complgint

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.


http://www.globalhealth.com/
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Method Complaints about Part D prescription drugs’
Contact Information

TTY 711
Calls to this number are free. We are available 24 hodayaseven
days a week.

FAX 1-855633 7673

WRITE CVS Caremark

Medicare Part D Grievance Department
P.O. Box 30016
Pittsburg, PA 15229330

MEDICARE You can submit a complaint abdaenerations Classic (HMO)
WEBSITE directly to Medicare. To submit an online complaint to Medicare ¢
to www.medicare.gov/MedicareComplaintForm/home.aspx

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

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

Please notelf you send us a payment request and we deny any part of your request, you can
appeal our decision. See ChaptéWhat to do if you have a problem or complaintv@age
decisions, appeals, complaintr more information.

Method Payment Request$ Contact Information

CALL Medical Claims: (405) 286555 (local) or 1844-280-5555 (toltree)
Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm
seven days week, from Octoberil March 31, and 8:00 ato 8:00
pm Mondayi Fridayfrom April 1 7 September 30

Customer Caralso has free language interpreter services availab
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.


http://www.medicare.gov/MedicareComplaintForm/home.aspx
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Method Payment Request$ Contact Information
TTY 711

Medical ClaimsCalls to thisnumber ardree We are availabl&:00
amto 8:00 pm seven daya week, from OctoberilMarch 31, and
8:00 amto 8:00 pmMondayi Fridayfrom April 1 7 September 30

Part D Prescription Drug Claims: Calls to this number are free. W\
are available 24 hos a day, seven days a week.

FAX Medical Claims: (405) 282960

Part D Prescription Drug Claims:855-633-7673

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

Part D Prescription Dru@laims:
CVS Caremark

P.O. Box 52066

Phoenix, AZ 85072066

WEBSITE www.GlobalHealth.com

SECTION 2 Medicare
(how to get help and information directly from the Federal
Medicare program)

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

The Federal agency in chargeMédicare is the Centers for Medicare & Medicaid Services

(sometimes called ACMSO0). This agency contrac
including us.

Method Medicare i Contact Information

CALL 1-800-MEDICARE, or 18006334227

Calls to thisnumber are free.
24 hours a day, 7 days a week.


http://www.globalhealth.com/
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Method
TTY

WEBSITE

Medicarei Contact Information

1-877-486-2048

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

Calls to this number are free.

www.medicare.gov

This is theofficial governmentvebsite for Medicarelt gives you up
to-date information about Medicare and current Medicare issues. It
has information about hospitals, nursing homes, physicians, home
health agencies, and dialysis facilities. It includes boskieti can
print directly from your computer. You can also find Medicare cont:
in your state.

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

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 arealhese toolprovide arestimateof what
your outof-pocket costs might be in different Medicare plans

You can also use theebsite to tell Medicare about any complaints y
have abouGenerations Classic (HMO)

1 Tell Medicare about your complaint: You can submit a
complaint abouGenerations Classic (HM@jrectly to
Medicare. To submit a complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx
Medicare takes your complaints seriously and will use this
information to help improve the quality of the Medicare
program.

I f you donét have a computer,
able to help you visit thiwebsite 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 a-800-MEDICARE (1-800-6334227), 24
hours a day, 7 days a week. TTY users should e2l7486-2048.)
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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 stat@ Oklahomathe SHIP is calledSenior Health Insurance
Counseling Program

Senior Health Insurance Counselidfgpbgramis 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 Counseling’rogram (Oklahoma SHIP)
CALL 1-800-763-2828 (toltree in state only)
WRITE Senior Health Insurance Counseling Program

400 NE 58" St

Oklahoma City, OK73105

WEBSITE www.ship.oid.ok.gov/consumers/informatifor-seniors/senior
healthinsurancecounselingprogramship/

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

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

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

You should contadkEPROIin any of these situations:

1 You have a complaint about the quality of care you have received.


http://www.ship.oid.ok.gov/consumers/information-for-seniors/senior-health-insurance-counseling-program-ship/
http://www.ship.oid.ok.gov/consumers/information-for-seniors/senior-health-insurance-counseling-program-ship/
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1 You think coverage for your hospital stay is ending too soon.

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

Method KEPRO (Ok | a h oQuaity enprovement Organization)

CALL 1-888-315-0636(toll-free)
Weekdays: 9:00 a.m. to 5:00 p.m. Eastern, Central, and Mountai
time

TTY 1-8558434776

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

FAX 1-844-8787921

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 enrollment for
Medicare. U.S. citizenand lawful permiaent residentsho 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, enroliment into Medicare is automatic. If
you are not gettingocial Security checks, you have to enroll in Medic8ozial 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 responsible fotatenining 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 weibown because of a |fehanging 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


http://www.keproqio.com/
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Method Social Securityi Contact Information

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 Soci al Securityos
recorded information and conduct some business 24 hours a day
TTY 1-800-3250778

This number requires special telephone equipment and is only fc
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 WWW.SSa.qov

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 joint Federal and state government program thatvaigfpsiedical 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 people with Medicare pay
their Medicare costs, such agithMedicare premiums. TheBeMe d i c ar Brog@@asy i n g 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 otheostsharing(like deductibles, coinsurance, and copayme(@&)me
people with QMB are also eligible for full Medicaid benefits (QMB+).)

1 Specified LowIncome Medicare Beneficiary (SLMB): Helps pay Part 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 abat Medicaid and its programs, cont&idtlahoma HealthCare Authority
(OHCA).


http://www.ssa.gov/
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Method Oklahoma HealthCare Authority (OHCA) 7 Contact Information

CALL 405-522-7300 (local)
1-800-987-7767 (tolHree)
8 ami 5 pm, Mondayi Friday

TTY 1-800-757-5979
This number requires special telephone equipment and is only fc
people who have difficulties with hearing or speaking.

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

WEBSITE www.okhca.org

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

Medi careds AExtra Helpo Program

Medi care provi des Mfpiontrugaostd forl people who hapedingitedo r e s ¢ r
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 prescriptiompayments. Thié E x t r aalsddoeunts tbward your cof-

pocket costs.

People with limited income and resources may qualifyifxtra Helpdo Some people
automatically qualify foilh Ex t r aa nHle Idpoon 6t need to apply. Me di c
who automatically qualify fofiExtra Helpo

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

1 1-800MEDICARE (1-800-633-4227). TTY users should cdlt877-486-2048 24 hours
a day/7 days a week;

1 The Social Security Office 4800-7721213, between 7 am to 7 pm, Monday through
Friday. TTY users should cdlt800-325-0778(applications)or

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

If you believe you have qualified fér E x t r aandd/eul bgliéve that you are paying an
incorrect cossharing amount when you get your prescription at a pharmacy, our plan has
established a pross that allows you to either request assistance in obtaining evidence of your
propercopaymentevel, or, if you already have the evidence, to provide this evidence to us.


https://okhca.org/
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1 Contact Customer Care to request assistance in obtaining best available evidéace and
providing this evidence. (Phone numbers are located on the back cover of this booklet.) If
you do not have documentation available, we will attempt to verify the status of your
AExtra Helpo by working with MadHelapé. to v

1 When we receive the evidence showing your copayment level, we will update our system
so that you can pay the correct copayment when you get your next prescription at the
pharmacy. If you overpay your copayment, we will reimburse you. Either we wil
forward a check to you in the amount of your overpayment or we will offset future
copayment s. I f the pharmacy hasndét 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 state. Please contact
Customer Card you have question@hone numberare printed on the badover of
this booklet)

Medicare Coverage Gap Discount Program

The Medicare Coverage Gap Desmt Program provides manufacturer discounts on brand name

drugs to Part Dnembersysh o have reached the coverage gap a
H e | porboeand namarugs, the70% discount provided by manufacturers excludes any

dispensing fee for costs in the gofemberspay 25% 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 diseduwent your pharmacy

bills you for your prescription 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 youad paid them and move you through the

coverage gaplheamount paid by the plai5%) does not count toward your eof-pocket costs.

You also receiveome coverage for generic drugs. If you reach the coveragthggpan pays

75% of the price for genaridrugs and you pay the remaini2%6 of the price. For generic

drugs, the amount paid by the pla@®%) 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 availadienwide Becausésenerations
Classic (HMO)offersadditional gagoverage during th€overage @p Stage, your oubf-
pocket costs will sometimes be lower than the costs described here.gel¢a€hapter 6,
Section6 for more information about your coverage during the Coverage Gap Stage.

If you have any questions about the availability of discotamtthe drugs you are taking or about
the Medicare Coverage Gap Discount Program in general, please €ugtminer Caréhone
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)?
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The AIDS Drug Assistance Program (ADARIps ADAReligible individuals living with
HIV/AIDS have access to lifsaving HIV medications. Medicare Part D prescription drugs that
are also covered by ADAP quiglifor prescription cossharing assistan¢brough theHIV Drug
Assistance Program (HDARYote: To be eligible for the ADAP operating in your State,
individuals must meet certain criteria, including proof of State residence and HIV status, low
income aglefined by the State, and uninsured/urndsured status.

If you are currently enrolled in an ADAP, it can continue to provide you with Medicare Part D
prescription cossharing assistance for drugs on the ADAP formuleryprder to be sure you
continue eceiving this assistance, please notify your local ADAP enrollment worker of any
changes in your Medicare Part D plan name or policy nurdadirHIV Drug Assistance

Program (HDAPt 1-800-844-1572

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

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

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

What i1 f you dondét 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 brandhame drug, you should review your n&srt D Explanation of Benefitdart D

EOB)noti ce. I f t he di s cParulnExpladatoe sf Ben¢fijyeusimelda r o n y
contact us to make sure that your prescription records are correct-tmdatp.l f we donét
agree that you are owed a discount, you can appeal. You can get help filing an appeal from your
State Health Insurance Assistance Program (SHIP) (telephone numbers are in Section 3 of this
Chapter) or by calling-BOO-MEDICARE (1-800-633-4227) 24 hours a day, 7 days a week.

TTY users should call-877-486-2048.

SECTION 8 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers
comprehensive benefit programs forthet i ondés rai l road workers and
guestions regarding your benefits from the Railroad Retirement Board, contact the agency.

If you receive your Medicare through the Railroad Retirement Board, it is important that you let
them know i you move or change your mailing address
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Method Railroad Retirement Boardi Contact Information

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

I f you press Al10, you may acc
recorded information 24 hours a day, including weekends and
holidays.

TTY 1-312-751-4701

This number requires spectalephone equipment and is only for
people who have difficulties with hearing or speaking.
Calls to this number areotfree.

WEBSITE rrb.gov/
SECTION 9 Do you have fAgroup insuranceo o

insurance from an employer?

|l f you (or your spouse) get benefits d&rom you
part of this planyou maycall the employer/union benefits administratoCastomer Card you
have any questions. You can ask about your (o
benefits, premiums, or the enroliment peri@@hone numbers fa€ustomer Carare printed on
the backcover of this booklet.You may also call -BOO-MEDICARE (1-8006334227; TTY: &

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

|l f you have other prescription drug coverage
group, please contatttat gr ou p 6 s b e n eThe dersefitssadnmmistnatoscanrhelg o r .
you determine how your current prescription drug coverage will work with our plan.


https://rrb.gov/
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SECTION 1 Things to know about getting your medical care
covered as a member of our plan

This chaper explains whatou need to know about using the plan to get your medical care
covered. It gives definitions of terms and explains the rules you will need to follow to get the
medical treatments, services, and other medical care that are coveredlan.the p

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

Section 1.1 Whatar e A n e towd rdke rpsficc ovred ed servifceso?

Here are some 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 o v iackeacter® and other health care professionals licensed statedo
provide medical services and care. The ter
health care facilities.

T ANet wor k parethe dodoesrarsd®@ther health care professionals, medical
groups, hospitals, and other health care facilthes have an agreement with us to accept
our payment and your cesharing amount as payment in full. We have arranged for
these providers to deliver covered services to members in ouffplamroviders in our
network bill us directly for care they giy®u. When you see a network provider, you
pay only your share of the cost for their services.

T ACover ed irglede &lithe mexidal care, health care services, supplies, and
equipment that are covered by our plan. Your covered services for medecatedisted
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 plaGenerations Classic (HM@)ust cover all services covered by
Original Medicare and must follow Original e c ar e6s coverage rul es.

Generations Classic (HMill generally cover your medical care as long as:

T The care you receive is incl ud(hidchartnsint he pl
Chapter 4 of this booklet).

1 The care you receive is considered mexhlly necessaryii Medi cal Il y necessal
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 choosetvorkPCP (for
more information about this, see Section 2.1 in this chapter).

o0 In most situationsour planmust give you approval in advance before gan use
ot her providers in the plandés network, s
facilities, or home health care agencies
more information about this, see Sectio® &.this chapter.

o Referrals fom your PCP are not required for emergency care or urgently needed
services There are also some other kinds of care you 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 frorroén out
net work provider (a provider who iIs not pa
Here arethree exceptions:

o The plan covers emergency care or urgently nesdedceghat you get from an
out-of-network provider. For more information about this, and to see what
emergency or urgently needservicesmeans, see Section 3 in this chapter.

o If you needmedical care that Medicare requires our plan 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 nometwork provider. In this situation, you will pay the
same as you would pay if you got the care from a network prowder.
information about getting approval to see anafthetwork doctor, see Section 2.4
in this chapter.

o The plan coversiélneydialysis services that you get at a Medieeeetified
di alysis facility when you are temporard.i

SECTION 2 Use providers in the plands net
medical care

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

What is a APCPO and what does the PCP do for
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 byt atgo coordinate other care

you may needhrough referrals and prior authorizatioY®ur 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 fraoair Provider Directory which can be found at

www.GlobalHealth.conor 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 providers and you

If you choose ta@hange your PCP, you may contact Customer Care to thaldhange (phone
numbers ar@rinted on the backoverof this booklet). The change will take effect as soon as
you notify us of younew PCP

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

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

T Routine womenos h esbleashexamsareeningnarhmogrdams gxnc | ud e
rays of the breast), Pap tests, and pelvic exasiieng as you get them from a network
provide.

1 Flu shotsHepatitis Bvaccinationsand pneumonia vaccinations long as you get them
from a network provider

Emergency services from network providergrom outof-network providers

1 Urgently neededervicesdrom network providers or from owtf-network providers when
network providers are temporarily unavailabler@ccessiblée.g., when you are
temporarily outsidg of the planbés service

1 Kidney dialysis services that you get at a Medigaadified dalysis facility when you
are temporarily out @fpatsbletplease calustomér €ares er vi c e
before you leave the service area so we can help arrange for you todiatenance
dialysis while you are awaj?hone numbers fo€ustomeiCareare printed on the back
cover of this bookle}.

1 Specialist office visits as long as you go to a network provides.specialist will request
prior approval for any tests or treatment sucbpecializedliagnostic tests, therapy, or
outpatientsurgery.

1 Outpatient mental health and substance abuse individual or group tb&re@pr
telehealthvisits as long as you get them from a network provider.

Vision careas long as you gétfrom network providergn an office setting
Eye wea.

Preventive care as long as you get it from network providers.


http://www.globalhealth.com/
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1 Dental services as long as you get them from a network provider.

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

A specialist is a doctor who provides health c@weices 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 certaone, joint, or muscle conditions.
Referrals

You will usually see your PCP first for most of your routine health care needs. You may see any
networkspecialiswithout a referrglbut when youPCP or specialidielieves you need
specializedliagnostic tests dreatmen{such as therapy @autpatientsurgery) he/she willgive

you areferral for that care

Prior authorization

Prior authorization fronGGenerations Classic (HM@ requiredoefore the appointmefar
almostall tests or treatmemperformedoutsidean office visit When yourdoctorsends a referral
we will notify yourdoctorand you of our decision. fare isauthorized, instructions will be sent
to the appropriate provider and you will also be notified. In most cesm@#;eswill be directed
to in-network providers. Refer to ChapterMedical 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 hospitdésstors, 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
are simmarized 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 effortfor ovi de you wi totcethatyoureast 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 haveitite to request, and we will work
with you to ensure that the medically necessary treatment you are receiving is not
interrupted.



2021 Evidence of Coverage for Generations Classic (HMO) 45
Chapter3. Using the plands coverage for your medical

1 If you believe we have not furnished you with a qualified provider to replace your
previous provider or that your care is being appropriately managegu 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 provid&r manageour care.

If you needassistance, please contact Customer Care. (Phone numbearigtackon 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 ameiwork provider. Care you receive from ar-ou
of-network provider will not be covered except in the following situations:

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

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

1 Kidney dialysis services that you get at a Medigaadified dialysis facility when you are
temporarily outside our serviceear.You 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
What i s a fAmedical emergencyo and what shoul d
Afimedi cal egnwdangosa,orcagymther prudent layperson with an average

knowledge of health and medicine, believe that you hawkaalesymptoms 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
quickly getting worse.

If you have anedical 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 needribu donotneed to get approval or a
referral first from your PCP.
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1 As soon as possible, make sutkat 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 i3n the plan
membership IBcard

What is covered if you have a medical emergency?

You may get covered emergency medgaiewhenever 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 any other way could endanger your health. For rfamaation, 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 care. The doctors 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 foHgpvcare to be sure your condition
continues to be stable. Your follewp care will be covered by our plan. If your emergency
careis provided by oubf-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 i f it wasndédt a medical emergency?

Sometimes it can be hard to know if you hawaedical emergency. For example, you might go

in for emergency cariethinking that your health is in serious dangend the doctor may say

that it wasnodét a medical emergency after all/l
as you reasmbly 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 in one of these two ways:

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

f ToriThe additional care you g@eavicedi sancdo 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

Whatareiur gent | ysermieesod?e d

AUr gent Iservicesarermbreethergency, unforeseen medical illness, injury, or condition
that requires immediate medical caddegently neededervicesmay be furnished by network
providers or by oubf-network providers whenetwork providersretemporarily unavailable or
inaccessible. The unforeseen condition could, for example, be an unforeseep i@ known
condition that you have.
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Whatifyouar e i n the plands service area when you

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

T I'f the need for urgent care occurs during yo
diredion.

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, ga to an in

network urgent care facility listed in oBrovider Directory To find the most ugo-date

Provider Directoryplease visit our websiteyww.GlobalHealth.comor contact Customer

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

)l
)l

What if you are outsidet he p | avicéaeawleen you have an urgent need for
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 emergersgrvices, urgently needed services, nor any ciices 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? mrdident
of the United States declares a state of disaster or emergency in your geographic area, you are
still entitled to care from your plan.

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

Generally if you cannot use a network providduring a disaster, your plarilixallow you to

obtain care from owbf-network providers at imetwork costsharing.If you cannot use a

network pharmacy during a disaster, you may be able to fill your prescription drugs aioén out
network pharmacy. Please see Chapter 5, Sectidor2agore information.


http://www.globalhealth.com/
file://///mercury/globalhealth/Medicare%20Advantage/CY2020%20Marketing%20Materials/EOCs/www.GlobalHealth.com
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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 yeuéeeived a bill for the
full cost of covered medical services, gdlioapter 7 Askingusto payour share of a bill you
have received for covered medical services or drtaganformation about what to do.

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

Generations Classic (HM@pvers all medical services that are medically necestbease

servicesarelisted n t he pl ands Medical Benefits Chart (
and are obtaireconsistent with plan rules. You are responsible for paying the full cost of
services that arenodot covered by our plan, eit

they were obtained owtf-networkand werenot authorized.

If you have any questis about whether we will pay for any medical service or care that you are
considering, you have the right to ask us whether we will cover it before youget ialso

have the right to ask for this in writintj.we say we will not cover your servicegyiyhave the

right to appeal our decision not to cover your care.

Chapter 9\\Vhat to do if you have a problem or compldouverage decisions, appeals,
complaints) has more information about what to do if you want a coverage decision from us or
want to apeal a decision we have already made. You may als@uatbmer Caréo get more
information(phone numberare printed on the badover of this booklet)

For covered services that have a benefit limitatymo, pay the full cost of any services you get
after you have used up your benefit for that type of covered sgPagments for costs of
serviceghat exceed benefgipecific limitswill notbe applied to your annual eaf-pocket
maximum.You can callCustomer Carethen 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 Aclinical research studyo?
Section 5.1 What i s a fAclinical research stiudyo?
A clinical research studfalso callel a @ c | i ismawaythat doators arld 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 hast approvedyou 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 yoeahthe 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 fgstur care (the care that is not related

to the study) through our plan.

If you want to participate in a Medicaapproved clinical research study, yourgneed to get
approval fromusor your PCP. The providers that deliver your care as part ofithieat!
research studydootneed to be part of our plands networ}

Al t 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, coltastomer Caréhone numbers
are printed on the badover of this bookletio 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:

T 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 Mediare 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 edbs an e x aoaggHarmngworks:Lheotwd st hseay t hat you have
costs $100 as part of the research study. Le
test is $20 under Original Medicare, Itk testvould be $10 underoyw |l an6s benef i t ¢
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

pl ands benefits.

In order for us to pay for our share of the spgbuwill need to submit a requeftr 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 studther Medicare nor our plan will pay for any
of the following:

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

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

Items or services provided only to collect data, and not used in your direct health care.
For exampg, 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 about joining a clinical research study by reading thexpaiblic
AMedi care and Clinical Reebstefwwew.mediBdrewgdvi e s 0 on t

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

SECTION 6 Rules for getting carecoveredi n a drel4 gi ous |
medi cal heal th care institution
Section 6.1 What is a religious non-medical health care institution?

A religiousnonrmedical health care institution is a facility that provides care for a condition that

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

a skilled nursing facil it ywewtdinstegdgprovidet a me mbe
coverage for care in a religious noredical 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/coverage/clinical-research-studies
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services (nommedical health care services). Medicare will only pay formaaical health care
services provided by religious nomedical health care institutions.

Section 6.2 Receiving Care From a Religious Non-Medical Health Care
Institution

To get care from a religious nanedical health care institution, you must sign a legal document
that says you are conscientiousl!| y -eoxpcpeopsteedd .too

T ANeenx c e pt Ea dare arérehtment is any medical care or treatment that is
voluntaryandnot requiredby any federal, state, or local law.

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

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

1 The facility providing the care must be certified by Medicare.
OQur plandbs coverage of sopreligiousaspectsyofcare.r ecei v

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 yo receive covered services
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 inpatientdspitalcostsharing andcoverage limits apply to services
obtained in a religious nemedical health care institution. (Stbe MedicalBenefits
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(ME) includes items such as oxygen equipment and supplies,
wheelchairs, walkergowered mattress systems, crutches, diabetic supplies, speech generating
devices IV infusion pumps, nebulizerand hospital beds ordered by a provider for use in the
home.The member always owns certa@i@ems, 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®BIE own the equipment after paying
copaymert for the item for 13 months. As a membeGaherations Classic (HMOhowever,
you usuallywill not acquire ownership of rentd2ME itemsno matter how mancopayments
you make for the item while a member of our pldnder certaidimited circumstances we will
transfer ownership of theME itemto you Call Customer Caréphone numberare printed on
the backcoverof this bookle} to find out about the regrements 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 tlBVIE item while in our plan, you will have to ma8
new consecutive paymerdafier youswitch toOriginal Medicare in order town the 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 1&ewconsecutive paymenggter you return t@riginal Medicare in

order toown the itemThere are no exceptions to ticese when you return to Original

Medicare.

SECTION 8 Rules for Oxygen Equipment, Supplies, and
Maintenance

Section 8.1 What oxygen benefits are you entitled to?

If you qualify for Medicare oxygen equipment coverage, then for as long as you are enrolled,
Generations Classic (HMQyill cover:

Rental of oxygen equipment

Delivery of oxygen and oxygen contents

Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents

== =2 =4 A

Maintenance and repairs of oxygen equipment

If you leaveGeneration€lassic (HMO)or no longer medically require oxygen equipment, then
the oxygen equipment must be returned to the owner.

Section 8.2 What is your cost-sharing? Will it change after 36 months?

Your costsharingfor Medicare oxygen equipment coverage 2% coinsurangesverymonth.
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After 36 months of being enrolled in Generations Classic (HMO) your cost share will cbange
0% coinsurance for concentratolfsyou use oxygen tanks or cylinders that need dejivof
oxygen contents, you will pay 20% of the Medicapproved amount for these deliveries.

If you are still in the plan after 5 years origialstsharingwill resume.
If prior to enrolling in Generations Classic (HMO) you had made 36 months of paytakent

for oxygen equipment coverage, yaastsharingin Generations Classic (HMO) 20%
coinsurance.

Section 8.3 What happens if you leave your plan and return to Original
Medicare?

If you return to Original Medicare, then you start a newrBith cycle which renews every five
years. For example, if you had paid rentals for oxygen equipment for 36 months prior to joining
Generations Classic (HMQjpin Generations Classic (HM@®)r 12 months, and then return to
Original Medicare, you will pay fultostsharingfor oxygen equipment coverage.

Similarly, if you made payments for 36 months while enrolle@émerations Classic (HMO)
and then return to OrigihMedicare, you will pay fulcostsharingfor oxygen equipment
coverage.
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Services related to COVID-19

All cost shares for treatment of COVAL® are waived even if the public headtmergency is
lifted. Those services include:

Emergency services

Inpatient hospital care

Medicare Part B prescription drugs
Observation services

Specialist visits

Skilled nursing facility

Urgently needed services

Please contac@ustomer Caréd you have qustions (phone numbers are printed on the back
cover of this booklet).

E I

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

This chapter focuses on your covered services and what you pay for your medical benefits. It
includes a Medical Befiies Chart that list your covered services astiowshow much you will

pay for each covered service as a memb&esferations Classic (HMOl)ater in this chapter,

you can find information about medical services that are not coMesdsloexplains linits on
certain services.

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

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

1 Afcopay mthefited amountyou payeach time you receiveertainmedical
services. You pay a copayment at the time you dpet mmedical servicé The Medical
Benefits Chart in Section 2 tells you more about your copayments.)

1 ACoi n s uisthepeccendge you papf the total cost ofertainmedical service
You pay a coinsurance at the time you get the medical service. (@thiedVBenefits
Chart in Section 2 tells you more about your coinsurance.)

Most people who qualify for Medicaid or for the Qualified Medicare Beneficiary (QMB)

program should never pay deductibles, copayments or coinsurance. Be sure to show your proof
of Medicaid or QMB eligibility to your provideif applicable If you think that you are being

asked to pay improperlgpontactCustomer Care
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Section 1.2

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

Because you are enrolled in a Medicare AdvanRige, there is a limit to how much you have
to pay owtof-pocket each year fan-networkmedical services that aceveredoy our plan(see
the Medical Benefits Chart in Section 2, below). This limit isechthe maximum oubf-pocket
amount for medical services.

As a member oGenerations Classic (HMQOthe most you will have to pay eof-pocket forin-
networkcovered services iB021is $3900. The amounts you pay feopayments and
coinsurancdor in-networkcovered servicesount toward thisnaximum outof-pocket amount
(The amounts you pay for yokrart Dprescription drugslo not count toward younaximum
out-of-pocket amountf you reach the maximum owif-pocketamountof $3900, you will not
have to pay any owdf-pocket costs for the rest of the yearifenetworkcoveredservices.
However, you must continue to pay the Medicare Part B preminfags your Part B premium
is paid for you by Medicaid or anothéiird party)

Section 1.3

OQur plan does not allow providers to

As a member o&enerations Classic (HMQan important protection for you is thaiu only

have to payour costsharing amount when you get services covered by our plan. We do not

allow providers to add additional separate charggtedi b al anc e b iotectionthat. ¢ Thi
you never pay more thamur costsharingamount)applies even if we pay the pror less than

the provider charges for a service and even i

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 oly that amount for angoveredservices from a network provider.

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

o

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

If you receive thecovered services from an eof-netwak provider who

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 referral.)

If you receive thecovered services from an eof-network provider who does not
participate with Medicarg/ou pay the coinsurangercentagenultiplied by the
Medicare payment rate for nguarticipatingproviders.(Remember, the plan
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covers services from owtf-network providers only in certain situations, such as
when you get a referral.)

T I'f you believe a pr ovi €aestomen@asphdnbrauntzersc 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@eesgrations Classic (HMO)
covers and what you pay eot-pocket for each service. The services listed in the Medical
Benefits Chart are covered only when the following coverage requirements are met:

1 Your Medicare covered services must be provided according to the cogerdgknes
established by Medicare.

1 Your services (including medical care, services, supplies, and equipmesibe
medically necessarfi Medi cal |l y necessaryo means t hat
are needed for thereventiondiagnosisor treatnent of your medical 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
requirements for using network providers and the situations when we will cover services
from an owtof-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 approvadvance before you 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.

1 Some of the services listed in theetical Benefits Chart are coverenly if your doctor
or other network provider gets approval in
aut horizationo) from us. Covered services
the Medical Benefits Chart in bolth addition, the following services not listed in the
Benefits Chart require prior authorization:

0 Referrals to any nenetwork providers.

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

0 Any other services not specifically listed in the Medical Benefits Chart.

Other important things to know about our coverage:
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1 Like all Medicare health plans, we cover everything that Original Medicaexrs. For
some of these benefits, you paprein our plan than you would in Original Medicare.
For others, you paless.(If you want to know more about the coverage and costs of
Original Medicare, look in youvledicare & Yow021Handbook. View it onlie at
www.medicare.gowr ask for a copy by calling800-MEDICARE (1-800-633-4227),
24 hours a day, 7 days a week. TTY users should &dl7486-2048.)

1 For all peventive services that are covered at no cost under Original Medicare, we also
cover the service at no cost to yslowever, 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 d@@2d, either Medicare or our plan
will cover those services.

Important Benefit Information for Enrollees with Cert&hronicConditions

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 eligibletiier targeted
supplemental benefits and/or targeted redwostisharing

o Diabetes, Hypertension, Chronic Obstructive Pulmonary Dig€43ED)
Coronary Artery Diseas@AD), Heart Failure, Blindness

T Pl ease HeapwithoCertain €hroli€o ndi ti onso row in the
Benefits Chart for further detalil.

~ : _ : L ,
) 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

\f
& Abdominal aortic aneurysm screening

A onetime screening ultrasound for people at risk. Tt There is no coinsurance,
plan only covers this screening if ybave certain risk copayment, or deduct_lble for
factors and if you get a referral for it from your membe_rsellglble fo_r this
physician, physician assistant, nurse ptacter, or preventive screening.
clinical nurse specialist.

Acupuncture for chronic low back pain
Covered services include: You pay a $25 copayment for

Up to 12 visits in 90 days are covered Ktedicare Medicarecovered acupuncture fg
beneficiaries under the following circumstances: chronic low back pain services.
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_ What you must paywhen you gel
Services that are covered for you theseservices

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

1 Lasting 12 weeks or longer;

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

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

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

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

Ambulance services

1 Covered ambulance services include fixedg, You pay a 850 copay for
rotary wing, and ground ambulance services, to tt Medicarecovered ambulance
nearest appropriate facility that can provide care i services per on@ay trip.
they are furnished to a member whose medical  |f you are admitted to the hospita
condition is such that other means of transportatic you do not have to pajpe

could endanger the ipedr ampulance services copay.

by the plan. . . .
T N ¢ tation b bul , Prior authorization is required
on-emergency transportation by ambulance is ¢ non-emergency
appropriate i f it i1is d

L . transportation.
condition is such that other means of transportatic transportatio

could endanger the per
transportation by ambulance is medically reedi

Note: If an ambulance responds, you may be
responsible for the copay even if you do not go to the
hospital.

3 Annual wellness visit

| f you OV e had Par-t B f or There is no COinSUI‘ance,
get an annual wellness visit to develop or update a  copayment, or deductible for the
personalized prevention pldased on your current ~ annual wellness visit.
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Services that are covered for you

What you must paywhen you gel
theseservices

health and risk factors. This is covered once every 1.
months.

Note: Your first annual wellness visit a n 0 t t a
within 12 months of your

preventive Vvisit. Howev e
AWel comdedi careo visit t
wellness visits after vy«

3 Bone mass measurement

For qualified individuals (generally, thiseans people
at risk of losing bone mass or at risk of osteoporosis)
the following services are covered every 24 months ¢
more frequently if medically necessapyocedures to
identify bone mass, detect bone loss, or determine b
quality,i ncl uding a physicia
results.

There is no coinsurance,
copayment, or deductible for
Medicarecovered bone mass
measurement

é Breast cancer screening (mammograms)

Covered services include:

1 One baseline mammogram between the afj85s
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 couns:
are covered for members who meet certain condition
wi t h a refeoat The plad also covers intensive
cardiac rehabilitation programs that &pically more
rigorous or more intense than cardiac rehabilitation
programs.

You paya $L0 copayper
outpatientvisit for Medicare
covered cardiac rehabilitation
serviceor intensive cardiac
rehabilitationservices.

Prior authorization is required.

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
disease. During this visit, your doctor may discuss

There is no coinsurance,
copayment, or deductible for the
intensive behavioral therapy
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_ What you must paywhen you gel
Services that are covered for you theseservices

aspirin use (if apppariate), check your blood pressure, cardiovascular disease preventij
and give you tips healthyna | benefi.

5 Cardiovascular disease testing

Blood tests for the detection of cardiovascular diseas There is no coinsurance,
(or abnormalities associated with an elevated risk of copayment, or deductible for

cardiovascular disease) once every 5 years (60 mon: cardiovascular disease testing thy
is covered once every 5 years.

3 Cervical and vaginal cancer screening

Covered services include: There is no coinsurance,
copayment, or deductible for
Medicarecovered preventive Pap
and pelvic exams.

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

oryou are of childbearing age ahdve had an Must receive Pap tests and
abnormal Pap testithin the past 3 yearsne Pap ~ Pelvic éxams from your PCP or
test every 12 months an in-network OB/GYN.

Chiropractic services

Covered services include: You paya $20 copayer visit for
Medicarecovered chiropractic

1 We cover only manuahanipulation of the spine to _
services.

correct subluxation

w} Colorectal cancer screening

For people 50 and older, the following are covered: ~ There is no coinsurance,
copayment, or deductible for a
Medicare-covered colorectal
cancer screening exam.

1 Flexible sigmoidoscopy (or screening barium ene
as an alternative) every 48 months

One of the following every 1@honths:

1 Guaiacbased fecal occult blood test (QFOBT)
1 Fecal immunochemical test (FIT)

DNA based colorectal screening every 3 years
For people at high risk of colorectal cancer, we covel

1 Screening colonoscopy (or screening barium ene
as aralternative) every 24 months

For people not at high risk of colorectal cancer, we
cover:
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Services that are covered for you

What you must paywhen you gel
theseservices

sigmoidoscopy

1 Screening colonoscopy every 10 years (120 mon:
but not within 48 months of a screening

Dental services

by Original Medicare. We cover:

the hospital 6s

staff

In general, preventive dental services (such as clean
routine dental exams, and dentalays) are not coverec

Medicarecovered dental services that areintegral
part of a covered medical service performed by eithe

der

include services in connection with care, treatment,
filling, removal, or replacement of teeth)

You pay a $45 copay per 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.

Preventive dental services

(for up to 2 every year)

1
1

Dental xray(s) (for up to 2 every year)
Oral exam (for up to 2 every year)

1 Cleaningcombined with periodontic cleaning

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

We will only pay up to a total of
$1,000 forpreventive and nen
preventivedental services per
year. You pay the amount that
exceeds this allowance.

Dental services (Nepreventive)

Non-routine services
Diagnostic services
Restorative services
Endodontics

Periodontics

Extractions
Prosthodontics (dentures)
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BenefitSolutions at (866) 638188.

For help finding a dentist in network or more
information about these covered services call Carein

For covered dental codes please see the table fotjlow Restorative services:

Non-routine services:

9 There isno coinsurance,
copayment, or deductible
for nitrous oxide and othef
sedation.

1 You pay 30% of the total
cost for other nomoutine
services.

Diagnostic services:

1 There isno coinsurance,
copayment, or deductible
for diaghostic services.
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1 There isno coinsurance,
copayment, or deductible
for fillings.

1 You pay 30% of the total
cost for other restorative
services.

Endodontics:

1 You pay 30% of the total
cost for endodontics.

Periodontics:

9 There isno coinsurance,
copayment, or deductible
for periodontic cleaning,
combined with preventive
cleanings.

1 You pay 30% of the total
cost for other periodontics

Extractions:

1 You pay 30% of the total
cost for extraction service

Prosthodontics (dentes)

1 You pay 30% of the total
cost for prosthodontics.

We will only pay up to a total of
$1,000 forpreventive and nen
preventivedental services per
year. You pay the amount that
exceeds this allowance.

5 Depression screening

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

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

Dermatology services

an office visit.

We cover serviceand treatmentoutinely rendered in

You paya $45copayper office
visit for Medicarecovered
dermatologyservices
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5 Diabetes screening

We cover this screening (includes fasting glucose tes
if you have any of théollowing risk factors: high blood
pressure (hypertension), history of abnormal cholest¢
and triglyceride levels (dyslipidemia), obesity, or a
history of high blood sugar (glucose). Tests may alsc
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 be eligil
for up to two diabetes screenings every 12 months.

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

5 Diabetes seHmanagement training, diabetic
services and supplies

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

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

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
suppliesas durable medical
equipment

Prior authorization is required.

q For people with diabetes who have severe diabet
foot disease: One pair per calendar year of
therapeuticustommolded shoes (including inserts
provided with such shoes) and two additional pair
of inserts, or one pair of depth shoes and three p:
of inserts (not including the nesustomized
removable inserts provided with such shoes).
Coverage includes fihg.

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

Prior authorization is required.

q Diabetes seifnanagement training ioeered under
certain conditions

There is no coinsurance,
copayment, odeductible for
diabetes selmanagement training
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Durable medical equipment(DME) and related
supplies

(For a defini
Chapter 12 of this booklet.)

Covered items include, but are not limited to:
wheelchairs, crutcheppwered mattress systems,
diabetic supplieshospitalbeds ordered by a provider f
use in the homdV infusion pumjs, speech generating
devicespxygen equipment, nebulizziand wallers.

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

tion of fidit

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

Prior authorization is required.

Durable medical equipment and related supplies
provided by your hombealth agency.

There is no coinsurance,

copayment, or deductible for
Medicarecovered durable medicd
equipment.

Prior authorization is required.

Emergency care
Emergency care refers to services that are:

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

1 Needed to evaluate or stabilize an emergency
medical condition

A medical emergenag when you, or any other pruder
layperson with an average knowledge of health and
medicine, believe that you have medical symptoms tl
requireimmediate medical attention to prevent loss of
life, loss of a limb, or loss of function of a limb. The
medical symptoms may be an iliness, injury, severe
pain, or a medical condition that is quickly getting
worse

Costsharingfor necessary emergency sees
furnished oubf-network is the same as for such
services furnished inetwork.

You pay a 90 copay per visit for
all Medicarecovered emergency
care services received dugithe
visit.

If you are admitted to the hospitg
as inpatient or to outpatient
observatiorwithin 24 hours for
the same condition, you do not
have to pay the emergency care
copay.

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

If you receive emergency care aff
an outof-network hospital and
need inpatient care after your
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Emergency care is only covered within the United St:
and its territories.

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.

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, healthy aging education classes,
wearable wireless fitness devices, and mobile
applications. Thea@gnl of the benefit is to encourage
members to lose weight, reduce falls, and get/stay
healthier.There is no referral or preauthorization
required for fitness benefits.

For more information, how to register, or find gym
locations go tavww.GlobalHealth.com

There is no coinsurance,
copayment, or deductible fan
annual Silver&Fit® membership.

Hearing services

Diagnastic hearing and balance evaluations performe
by yourPCPto determine if you need medical treatme
are covered as outpatient care when furnished by a
physician, audiologist, or other qualified provider

There is no coinsurance,

copayment, odeductible for
Medicarecovered PCP diagnosti¢
hearing and balance evaluations

You pay a $8 copay per visit for
specialist exams to diagnose anc
treat hearing and balance issues

Routine hearing\aluations for hearing aids
9 Limited to 1 exam every year.

Please contact NationsHearing at (877)-2436
(TTY:711), to schedule an appointmen

NationsHearing is available Monday through Friday, t
a.m. to 8 p.m., Eastern time. On Saturdays, Sundays

There is no coinsurance,
copayment, or deductibleif
routinehearingexam

You must obtain your routine
hearing exam, hearing aids, and
fitting from a NationsHearing
provider.
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Federal holidays, NationsHearing will record messag
and promptly return all calls within 24 hours.

Hearing aids
1 Hearing aids

year.
Hearing aid purchases include:

date

= =4 =4 -4

1 Hearing aid fitting and evaluatidmited to 1 every

1 3follow-up visits within first year of initial fitting

60-day trial period from date of fitting

60 batteries per year per aidy8ar supply)

3-year manufacturer repair warranty

1-time replacement coverage for lost, stolen or
damaged hearing aid (dectible may apply per aid)
NationsHearing offers a wide selection of hearing aic
from all major manufacturer®lease contact
NationsHearindo learn more about your hearing aid
benefit by phone at (877) 241736 (TTY:711)

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

There isno coinsurance,
copayment, or deductibfer
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.

certain criteria for the following:

Coronary artery diseag€AD)
Diabetes

Heart failure

Hypertension

Blindness
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transportatioror meal delivery

Help with certain chronic conditions
If you have been diagnosed by a plan provider and n There is no coinsurance,

Chronic obstructive pulmonary dised§¥OPD)

Ourcase management team will arrange for your

copayment, or deductible for
eligible members.

1 You are eligible fol2 one
way tripsto and from doctor
appointments.

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

Prior authorization is required.

5 HIV screening

There is no coinsurance,
copayment, or deductible for
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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

membersligible for Medicare
covered preventive HIV screeninf

Home health agency care

Prior to receiving home health services, a doctor mu
certify that you need home health services and will o
home health services to be provided by a home heal
agency.You must be homebound, which means leavi
home is a major effort.

Covered services include, but are not limited to:

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

1 Physical therapy, occupational therapy, and spee
therapy

1 Medical and social services

1 Medical equipment and supplies

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

Prior authorization is required.

There is naostsharingfor home
health care services and items
providedby a home health agenc
However, the applicable cest
sharing listed lsewhere in the
Medical Benefits Chart will apply,
if the item is not provided by a
home health agency.

Prior authorization is required.

Home infusion therapy

Home infusion therapy involves the intravenous or
subcutaneous administration of drugbmiogicals to
an individual at home. The components needed to
perform home infusion include the drug (for example
antivirals, immune globulin), equipment (for example
pump), and supplies (for example, tubing and cathete

Covered services includeyutare not limited to:

1 Professional services, including nursing services,
furnished in accordance with the plan of care

1 Patient training and education not otherwise cove
under the durable medical equipment benefit

1 Remote monitoring

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

May be sibject to step therapy.
Prior authorization is required.
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1 Monitoring servicesdr the provision of home
infusion therapy and home infusion drugs furnishe
by a qualified home infusion therapy supplier

Hospice care

You may receive care from any Medicarertified
hospice prograni¥ou are eligible for the hospice
benefit wheryour doctor and the hospice medical
director have given you a terminal prognosis certifyin
that youdre t er nontmarllessyto i
live if your illness runs its normal courséour hospice
doctor can be a network provider or an-otihetwork
provider.

Covered services include:

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

For hospice s&ices and for services that are covered
Medicare Part A or B and are related to your termina
prognosis Original Medicare (rather than our plan) wil
pay for your hospice services and any Part A and Pa
services related to your termiriognoss. While you
are in the hospice prograggur hospice

provider will bill Original Medicare for the services th:
Original Medicare pays for.

For services that are covered by Medicare Part A or
and are not related to your termipabgnosisIf you
need noremergency, nonrgently needed services the
are covered under Medicare Part A or B and that are
related to your termingdrognosisyour cost for these
services depends on whether you use a provider in ¢
pl andéds net wor k:

1 If you obtain the covered saces 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 cestaring under
Feefor-Service Medicare (Original Medicare)

When you enroll in a Medicare
certified hospice program, your
hospice services and your Part
and Part B services related to yo
terminalprognosisare paid for by
Original Medicare, not
Geneations Classic (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 pay part of the
cost for drugeind respite care
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For services that are covered Ggnerations Classic
(HMO) but are not covered by Medicare Part A or B
Generations Classic (HMill continue to cover plan
covered services that are not covered under Part A ¢
whether or not they are related to your temhin
prognosis You pay your plan costharing amount for
these services.

For drugs that may be cc¢c
benefit:Drugs are never covered by both hospice anc
our plan at the same time. For more information, ple¢
see Chapter 5, SectiomdY What i f youbo
certified hospicg

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 consultation services (one ti
only)forat er mi nal |y i1l | per s
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 are at highiotermediate
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 benef{e.g., zoster vaccine (shingles
is ONLY covered under the Partddug benefit).

Immunizations for the purpose of travel are not covel

Inpatient hospital care

Includes inpatient acute, inpatieshabilitation long- For Medicarecovered hospital
term care hospitalsnd other types of inpatient hospita stays at an kmetwork hospital:
services. Inpatient hospital care starts the day you ar
formally admitted to t he
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The day before you are discharged is your last inpati
day.

The copays for hospital benefits are based on benefi
periods.

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

Qur plan also covers 60
are Aextrao days that we
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 day:

Covered services include but are not limited to:

1 Semiprivate room (or a private room if medilya
necessary)

Meals including special diets

Regular nursing services

Costs of special care units (such as intensive cart
coronary care units)

Drugs and medications

Lab tests

X-rays and other radiology services

Necessary surgical and medical supplies

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

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

Under certain conditions, the following types of
transplants are covered: corneal, kidriegney-
pancreatic, heart, liver, lung, heart/lung, bone
marrow, stem cell, and intestinal/multivisceral. If
you need a transplant, we will arrange to have yo
case reviewed by a Medicaapproved transplant
center that will decide whether you are a caatid
for a transplantTransplant providers may be local
or outside of the service ardhour in-network
transplant services are outside the community
pattern of care, you may choose to go locally as |
as the local transplant providers are willing ¢tocept
the Original Medicare ratéf. Generations Classic
(HMO) provides transplant services at a location
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1 You pay a 895copay per day
for days 1 through.5

1 There is no coinsurance,
copayment, or deductible for
days 6through 90.

1 There is no coinsurance,
copayment, or deductible for
days 91 through 190.

Hospital copays apply on the datj
of admission.

A benefit period begins the day
you are admitted as an inpatie
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 new benefit period
begins. Thereog
number of benefit periods.

Note: If you are admitted to the
hospital in 2@0 and are not
discharged until sometime in
2021, the2020costsharing 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 emergenyg, your
doctor must tell the plan that
you are going to be admitted to
the hospital.

If you get authorized inpatient caj
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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outside the pattern of care for transplants in your
community and you choose to obtain transplants
this distant location, we will arrange or pay fo
appropriate lodging and transportation costs for y
and a companion.

1 Blood- including storage and administration

1 Physicianservices

Note: To be an inpatient, your provider must write an
order to admit you formally as an inpatient of the
hospital. Evenf you stay in the hospital overnight, yot
mi ght stil] be consider ¢
sure if you are an inpatient or an outpatient, you shot
ask the hospital staff.

You can also find more information in a Medicare fac
s heet Acc&obulaelaspitdl Inpatient or
Outpatient? If You Have MedicafeAs k! 6 Thi

sheet is available on tiWebat
www.medicare.gov/sites/default/files/2008/11435
Are-You-anInpatientor-Outpatient.pdbr by alling 1-
800-MEDICARE (1-800-6334227). TTY users call-1
877-486-2048. You can call these numbers for free, 2
hours a day, 7 days a week.

Inpatient mental health care
Covered services include mental health care service: For each Medicareovered

that require a hospital stay. hospital stay in a network hospitg
The copays for hospital benefits are based on benefi § You pay a $275 copay per da
periods. for days 1 through 6.

Our plan covers up to 90 days for an inpattesgpital  § There is no coinsurance,

stay per benefit period. copayment, or deductible for
Our plan also covers 60 days 7 through 90.

are fnNextrao days that weHospital copays guy on the date
longer than 90 days, you can use these extra days. E of admission.

once you have used up these extra 60 days, your

inpatient hospital coverage will be limited to 90 days. 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
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hospital after one benefit period
has ended, a new benefit period
begi ns. 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 cal
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 SNFduring a non-covered inpatient stay

If you have exhaustl your inpatient benefits or if the
inpatient stay is not reasonable and necessary, we w
not cover your inpatient stay. However, in some case
we will cover certain services you receive while you ¢
in the hospital or the skilled nursing facility (EN
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.

1 Physician services

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

You pay a $45 copay per visit fon
Medicarecovered specialist
services.

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

Diagnostic tests (tie lab tests)

X-ray

Other diagnostic tests (such as, ultrasounds,
electrocardiograms, electroencephalograms)
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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 $50 copay per visit fol
Medicarecovered therapeutic
radiology services.

Prior authorization is required.

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

= =4

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

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

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

There is no 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 prosthetic and orthotic
devices and related medical
supplies.

Prior authorization is required.

1 Physical therapy, speech therapy, and occupatior
therapy

You pay a $20 copay per visit fon
Medicarecovered occupational
therapy, physicaherapy, and/or
speech and language therapy.

Prior authorization is required.

5 Medical nutrition therapy

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

We cover 3 hours of or@nrone counseling services
during your first year that you receive medical nutritic
therapy services under Medicare (this includes our p!
any other Medicare Advantage plan, or Original
Medicare), and 2 hours each year after that. If your
condition, treatment, or diagnosis changes, you may
able to receive more hours of treatment waith

p hy s i ardemAmplysician must prescribe these

There is no coinsurance,

copayment, or deductible for
membersligible for Medicare
covered medical nutrition therapy
services.
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services and renew thearderyearly 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 all Mediare health plans. copayment, or dedtible for the

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

dietary change, increased physical activity, and

problemsolving strategies for overcoming challenges

sustaining weighloss and aéalthy lifestyle.

Medicare Part B prescription drugs

These drugs are covered under Part B of Original You pay 20% of the total cost for
Medicare. Members of our plan receive coverage for Medicare Part B covered drugs.
these drugs through opfan. Covered drughat may be pyior authorization is required.

subject to step therapyclude: For chemotherapy: You pay 2094

T Drugs that usdmenistered byathee of the total cost for Medicare Par
patient and are injected or infused while you are B covered drugs and

getting physician, hospital outpatient, or ambulatc 5qministration.
surgical center services
1 Drugs you &ke using durable medical equipment
(such as nebulizers) that were authorizedhieyplan
1 Clotting factors you give yourself by injection if yo
have hemophilia
1 Immunosuppressive Drugs, if you were enrolled i
Medicare Part A at the time of the organ sp@lant
1 Injectable osteoporosis drugs, if you are homebol
have a bone fracture that a doctor certifies was
related to postnenopausal osteoporosis, and canr
selfadminister the drug
Antigens
Certain oral antcancer drugs and antausea drugs
Certain drugs for home dialysis, including heparin
the antidote for heparin when medically necessar
topical anesthetics, and erythropoiestisnulating
agents (such @pogetN, ProcritN, Epoetin Alfa,
AranesfN, or Darbepoetin Alfa

Prior authorization is required.
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M Intravenous Immune Globulin for the home
treatment of primary immune deficiency diseases

The following link will take you to a list of Part B Druc
that may be subject to Step Therapy:
www.GlobalHealth.com

We al® cover some vaccines under our Part B and F
D prescription drug benefit.

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

3 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 cov copayment, or deductible for
intensive counseling to help you lose weight. This ~ Medicarecoveredopreventive
counseling is covered if you get it in a primary care  Obesity screening and theyap
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 serviess covered There is no coinsurance,
under Part B of Original Medicare. Members of our p copayment, or deductibfer
receive coverage for theserviceghrough our plan. Medicarecoveredservices.
Coveredservices include: Prior authorization is required.

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

1 Substance use counseling

1 Individual and group therapy

q Toxicology testing

Outpatient diagnostic tests and therapeutic services

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

9 Laboratory tests
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1 Other diagnostic tests (such as ultrasounds,
electrocatliograms, electroencephalograms)

You pay a $50 copay per visit fon
Medicarecovered therapeutic
radiology services.

Prior authorization is required.

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

Prior authorization is required.

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

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

Surgicalsupplies, such as dressings

Splints, casts and other devices used to reduce
fractures and dislocatisn

1 Blood- including storage and administration.

= =

1 Sleep studie There is no coinsurance,
copayment, or deductible for
Medicarecovered sleep studies if
your home.

Prior authorization is required.

You pay a $100 copay per visit f1
Medicarecovered sleep studies i
an outpatient facility setting.

Prior authorization is required.

1 Other outpatient diagnostic tests, including but nc There is no coinsurance,

limited to: copayment, odeductible for

o Ultrasounds Medicarecovered ultrasounds.

o Magnetic resonance imaging (MRI), computec You pay a $180 copay per visit f¢
tomography (CT), and positron emission other Medicarecovered services
tomography(PET) in a PCP or specialist office

setting, urgent care facility, or a
preferred (norhospital based)
radiological facility.
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Prior authorization is r equired
except in PCP office.

You pay a $250 copay per visit fq
Medicarecovered services in a
non-preferred (hospital based)
radiological facility.

Prior authorization is required.

Outpatient hospital observation

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

For outpatient hospital observation services to be
covered, they must meet the Medicare criteria and b
considered reasonable and necesgabgervation
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 patie
to the hospital or order outpatient tests.

Note: Unless the provider has wen an order to admit
you as an inpatient to the hospital, you are an outpat
and pay the costharing amounts for outpatient hospit
services. Even if you stay in the hospital overnight, y:
mi ght stil] be consider ¢
sure if you are an outpatient, you should ask the hosj
staff.

You can also find more information in a Medicare fac
s heet Accarbulaélaspital Inpatient or
Outpatient? If You Have MedicaieA s k ! 0
sheet is available on the Web at
www.medicare.gov/sites/default/files/2608/11435
Are-You-anInpatientor-Outpatient.pdbr by callirg 1-
800-MEDICARE (1-800-6334227). TTY users call-1
877-486-2048. You can call these numbers for free, 2
hours a day, 7 days a week.

Thi

You pay a copayment of $300 pe
visit for Medicarecovered
observation services.

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

Outpatient hospital services

We cover medicalhnecessary services you get in the
outpatient department of a hospital for diagnosis or
treatment of an iliness or umy.

You pay the following, depending
on what services you receive.
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Covered services include, but are not limited to:

1 Services in an emergency department

You pay a 90 copay per visit for
all Medicarecovered emergency
care services received during the
visit.
If you are admitted to the hospita
as inpatient or to outpatient
observation within 24 hours for
the same condition, 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 afj
an outof-network hospital and
need inpatient care after your
emergency condition is stiibed,
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.

M Observation services

You pay a copayment of $300 pe
visit for Medicarecovered
observation services.

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

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

If you are admitted to the inpatiell
acute level of care from outpatie

surgery you do not have to pay
the outpatiensurgerycopayment

Prior authorization is required.

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

1 Medical supplies such as splints and casts

= =

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

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

You pay a $40 copay per day for
Medicarecovered partial
hospitalization program services

Prior authorization is required.

T Certain drugs and bi ol
yourself

You pay 20% of the total co&ir
the drug and the administration ¢
the drug

May be sibject to step therapy.
Prior authorization is required.

1 Woundtherapy

You pay a $20 copay per visit fon
Medicarecovered wound care.

Prior authorization is required.

1 Hyperbaric oxygen therapy

You pay a $40 copay per visit fol
Medicarecovered care.

Prior authorization is required.

Note: Unless the provider has written an order to adn
you as an inpatient to the hospital, you areatpatient

and pay the costharing amounts for outpatient hospit
services. Even if you stay in the hospital overnight, y
mi ght still e padn®inde roe
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sure if you are an outpatient, you should ask the hos
staff.

You can also find more information in a Medicare fac
s heet Accabuladélaspital Inpatient or
Outpatient? If You Have MedicafeAs k! 6 Thi
sheet is avitable on the Web at
www.medicare.gov/sites/default/files/2008/11435
Are-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, 2
hours a day, 7 days a week.

Outpatient mental health care
Covered services include: There is no coinsurance

Mental health antelehealth services provided by a  copayment, or deductible for
statelicensed psychiatrist or doctor, clinical Medicarecoveredndividual or
psychologist, clinical social worker, clinical nurse groupsessions

specialist, nurse practitioner, physician assistant, or - tere is no coinsurance
other Medicarequalified mental health care professior copayment, or dedtibte for
as alloved under applicable state laws. telehealth counseling

For Telehealth ServiceRleasecontact MDLIVE to
register, find a counselor or psychiatrist, and set up
appointment atvww.mdlive.comor by phone at (888)
6322738 (TTY:711).

MDLIVE is available Monday through Friday, 8 a.m.
8 p.m., Eastern time.

On Saturdays, Sundays and Federal holidays, MDL]
will record messages and promptly return all calls wit
24 hours. MDLIVE Behaviorak not meant for
emergencies or crisis situations nor do the psychtri
prescribe controlled substances.

Outpatient rehabilitation services

Covered services include: physical therapy, occupati You pay a $20 copay per visit fol
therapy, and speech language therapy. Medicare-covered occupational

Outpatient rehabilitation services are provided in vari herapy, physical therapy, and/oq
outpatient settings, such as hospital outpatient speech and language therapy.
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departments, independent therapist offices, and Prior authorization is required.
Comprehensive Outpatient Rehabilitation Facilities

(CORFs).

Covered services include: physical therapy, occupati There is naoinsurance,
therapy, and speech language therapy provided in yc copayment, or deductible for
home. Medicarecovered services.

Prior authorization is required.

Outpatient substance abuse services

Covered services include individual and/or group There is no coinsurance,
chemical dependency counseling sessions and teleh copayment, or deductible for
services provided by a stateensed clinical Medicarecoveredndividual or
psychologist, psychiatrist, doctor, clinical social work groupsessbns.

clinical nurse specialist, physician assistant, or other There is no coinsurance,
Medicare qualified mental health care professional a: ¢onayment, or deductible for
allowed under applicable state lawsedication telehealth counseling
management and therapy services provided by a sta

licensed psychiatrist or doctor.

For Telehealth ServiceRleasecontact MDLIVE to
register, find a counselor or psychiatrist, and set up
appointment atvww.mdlive.comor by phone at (888)
6322738 (TTY:711).

MDLIVE is available Monday through Friday, 8 a.m.
8 p.m., Eastern time.

On Saturdays, Sundays and Federal holidays, MDL]
will record messages and promptéturn all calls within
24 hours. MDLIVE Behavioral is not meant for
emergencies or crisis situations nor do the psychtri
prescribe controlled substances.

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

centers You pay a $26 copay per visit forf

_ ) _ N Medicarecovered services in an
Note: If you are having surgery in a hospital facility,  ampulatory surgical center

you should check with your provider about whether y

will be an inpatient or outpatient. Unless the provider Prior authorization is required.
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writes an order to admit you as an inpatient to the
hospital, you are an outpatient and paydbstsharing
amounts for outpatient surgery. Even if you stay in th
hospital overnight, you might still be considered an
Aout patient .

]

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

Prior authorization is required.

If you are admitted to the inpatiell
acute level of care from outpatie
surgery or ambulatory surgery,
you do nothave to pay the
outpatient surgery or ambulatory
surgery copayent

Over-the-counter (OTC) drugs and supplies

You are eligible for a 30 quarterlybenefit to be used
toward the purchase of ovtre-counter (OTC) health
and wellness products available through our mail ord
service including nicotine replacement thera@ne
order allowed in each three moshkriod.

The unused balance does not gawver to the next three
months. Prices include shipping, handling, and sales
Items may be purchased for the member only.

Contact Customer Care for additional benefit details.

You pay the prices listed in the
overthe-counter (OTC) item
catalog. Seeur website,
www.GlobalHealth.confor the
catalog.

APart.i

your

al

Partial hospitalization services

hospitalizati or

active psychiatric treatment providada hospital
outpatientserviceor by a community mental health
center, that is more intense than the care received in
doctor 6s
inpatient hospitalization.

Note: Because there are no community mental healtt
centers in our network, we coveartial hospitalization
only as a hospital outpatient service.

or therapi

You pay a $40 copay per day for
Medicarecovered partial
hospitalization program services

Prior authorization is required.

office visits

servi

ces

Physician/ Practitioner ¢

Covered services include:
1 Medically-necessary medical care or surgery

furnished in

PCP office vidis:

There is no coinsurance,
copayment, or deductible for
Medicarecovered primary care
physician serviceexcept
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ambulatory surgical center, hospital outpatient
department, or any other location

Basic hearing and balance exams performegdur
PCP if your doctor orders it to see if you need
medical treatment

Certain telehealth services including consultation,
diagnosis, and treatment by a physician or
practitioner for patients

o You have the option of getting these servic
through an ifperson visit or by telehealth. I
you choose to get one of these services by
telehealth, you must use a network provide
who offers the service by telehealth.

Call your PCP to set up a telehealth
appointment. Your PCP may provide
services online or viphone.

Some telehealth services including consultation,
diagnosis, and treatment by a physician or
practitioners, for patients in certain rural areas or
other places approved by Medicare.

Telehealth services for monthly esthge renal
diseaseaelated visis for home dialysis members in
hospitatbased or critical access hospitased renal
dialysis center, renal dialysis facility, or the

me mber 6s home

Telehealth services to diagnosis, evaluate, or tree
symptoms of a stroke

Virtual checkins (for example, by phone or video
chat) with your doctor for-80 minutesf:

o Youbdre not aad

o Thecheck n i snot
the past 7 dayand

Thecheck n doesnot | eac
within 24 hoursor the soonest available
appointment

new pa
rel at e

Evaluation of video and/or images you sent to yol
doctor, and interpretation and follemp by your
doctor within 24 hourg:

o Youdbre not ad new pa

specialized outpatient diagnostic
tests andPart B drugs, during an
office or telehealth visit

There is no coinsurance,
copayment, or dedubte to see a
physician assistant, nurse
practitioner, or other providen
your PCPO6s of fi

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

Specialized outpatient diagnostia
tests:

You pay a separate $180 copay
outpatient diagnostic tests,
including but not limited to
magnetic resonance imaging
(MRI), computed tomography
(CT), and positron emission
tomography (PET).

Part B drugs:

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

May be sibject to sep therapy.
Prior authorization is required.
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o The evaluation isnb
in thepast7 daysand
o The evaluation does

within the next 24 hours or soonest availak
appointment

Consultation your doctor has with otrderctorsby
phone, internet, or electronic health recibrgd 0 u 6
not a new patient

=

1 Medically-necessary medical care or surgery

services furnished in

ambulatory surgical center, hospital outpatient

department, or any other location

Consultation, diagnosis, amictatment by a specialis

Some ¢lehealth services including consultation,

diagnosis, and treatment by a physician or

practitioner for patients in certain rural areas or ot

locations approved by Medicare

1 Telehealth services for monthly esthge renal
diseaserelated visits for home dialysis members ir
hospitatbased or critical access hospit@sed renal
dialysis center, renal dialysis facility, or the
me mber 6s home

1 Telehealth services to diagnosis, evaluate, or tree
symptoms of a stroke

9 Virtual check-ins (for example, by phone or video
chat) with your doctor for-80 minutesf:

o Youlbre not amd new pa

o Thecheck n i snot rel at e
the past 7 dayand

o Thecheck n doesnoét | eac
within 24 hours or theoonest available
appointment

E

1 Evaluation of video and/or images ysendto your
doctor, and interpretation and follewp by your
doctor within 24 hourd:

o Youbdbre not add

o The evaluat:i
in thepast7 daysand

new pa
on isnbod

Specialist office visits:

You pay a 85 copayper office
visit for Medicarecovered
specialistservices except
specialized outpatient diagnostic
testsandPart B drugsgduring an
office or telehealth visit

You paya $5 copayper office or
telehealth visito see a physician
assistant, nurse practitioner, or
ot her provider
office.

Visits at other locations during
Medicarecovered stay are
included in the cossharing for
those services.

Preventive care office visits:

A preventive care service will nof
have a copayment. However, if
you are treated or monitored for
existing medical condition duringj
the same visitgostsharingwill

apply.
Specialized outpatient diagnostia
tests:

You pay a separate $180 copay
outpatient diagnostic tests,
including but not limited to
magnetic resonance imaging
(MRI), computed tomography
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o The evaluation does
within the next 24 hours or soonest availak
appointment

1 Consultation your doctor has with otldactorsby
phone, internet, or electrimnhealth recordfy o u 6
not a new patient

1 Second opinioy another network provid@rior to
surgery

(CT), and positron emission
tomography (PET.

Prior authorization is required.

Part B drugs:

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

May be sibject to step therapy.
Prior authorization is required.

1 Non-routine dental care (covered services are lim
to surgery of the jaw or related structures, setting
fractures of the jaw or facidlones, extraction of
teeth to prepare the jaw for radiation treatments ¢
neoplastic cancer disease, or services that would
covered when provided by a physician)

You paya $5 copay peoffice
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.

Podiatry services
Covered services include:

1 Diagnosis and the medical or surgitr@latment of
injuries and diseases of the feet (such as hamme
or heel spurs)

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

You paya $45copayper office
visit for Medicarecovered
podiatryservices

é Prostate cancer screening exams

For men age 50 and older, covered services include
following - once every 12 months:

9 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 limit

There isno coinsurance,
copayment, or deductible for
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to: colostomy bags and supplies dirgetlated to
colostomy care, pacemakers, braces, prosthetic shot
artificial limbs, and breast prostheses (including a
surgical brassiere after a mastectomy). Includes cert:
supplies related to prosthetic devices, and repair anc
replacement of prosgtic devices. Also includes some
coverage following cataract removal or cataract surg
isee AVision Careo | ater

surgically implanted prosthetic
devices andelated 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 pulmonaghabilitation
are covered for members who have moderate to very
severe chronic obstructive pulmonary disease (COPI
andareferralfor pulmonary rehabilitation from the
doctor treating the chronic respiratory disease.

You paya $10 copayper
outpatientvisit for Medicare
covered plmonaryrehabilitation
services.

Prior authorization is required.

b4 . .
@ Screening and counseling to reduce alcohol
misuse

We cover one alcohol misuse screening for adults wi
Medicare (including pregnant women) wimisuse
al cohol, but arendt al cc¢

If you screen positive for alcohol misuse, you can ge:
to 4 brief faceto-face counseling sessions per year (if
youdre competent and al e
by a qualified primary care doctor orggtitioner in a
primary care setting.

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

\f
9 Screening for lung cancer with low 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 |
a history of tobacco smoking of at least 30 pgeklrs
and who currently smoke or have quit smoking withir
the last 15 years, who receive a written order for LD(
duringa lung cancer screening counseling and share
decision making visit that meets the Medicare criterie

There is no coinsurance,
copaymentpr deductible for the
Medicarecoveredcounseling and
shared decision making visit or f¢
the LDCT.
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for such visits and be furnished by a physician or
gualified nonphysician practitioner.

For LDCT lung cancer screenings after the initial LD(
screeningthe member must receive a written order fc
LDCT lung cancer screening, which may be furnishe
during any appropriate visit with a physician or qualif
nonphysician practitioner. If a physician or qualified
non-physician practitioner elects to providéung
cancer screening counseling and shared decision me
visit for subsequent lung cancer screenings with LDC
the visit must meet the Medicare criteria for such visi

5 Screening for sexually transmitted infections

(STIs) and counseling to prevent STls There is no coinsurance,
We cover sexually transmitted infection (STI) copayment, or deductible for the
screenings for chlamyal, gonorrhea, syphilis, and Medicarecovered screening for

Hepatitis B. These screenings are covered for pregn: STIs and counselinfpr STls
women and for certain people who are at increased r preventive benefit.

for an STI when the tests avedered by a primary care

provider. We cover these tests once every 12 month:

at cetain times during pregnancy.

We also cover up to 2 individual 20 to 30 minute, fac
to-face highintensity behavioral counseling sessions
each year for sexually active adults at increased risk
STIs. We will only cover these counseling sessions a
preventive service if they are provided by a primary ¢
provider and take place in a primary care setting, suc

A

a doctorbdés office.

Services to treat kdney disease

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

1 Kidney disease education services to teach kidne There is no coinsurance,
care and help members make informed decisions copayment, or deductible for
about theircare. For members with stage IV chron Medicarecovered kidney disease
kidney disease when referred by their doctor, we education services including self
cover up to six sessions of kidney disease educai dialysis training.
services per lifetime
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1 Selfdialysis training (includes training for you and
anyone helping you with your home disils
treatments)

{ Outpatient dialysis treatments (including dialysis You pay 20%of the total costor
treatments when temporarily out of thervice area, eachMedicarecovered renal
as explained in Chapter 3) dialysistreatment in an outpatien
facility.

Prior authorization is required.

1 Inpatient dialysis treatments (if you are admitted ¢ No additional charge. Refer to

an inpatient to adspital for special care) Al npatient hosp
Medical Benefits Chart for cost
share.

Prior authorization is required.

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

Prior authorization is required.

Home dialysis equipment and supplies

Certain home support services (such as, when
necessary, visits by trained dialysis workers to ch
on your home dialysis, to help @mergencies, and
check your dialysis equipment and water supply)

Certain drugs for dialysis are covered under your
Medicare Part B drug benefit. For information about
coverage for Part B Drugs, please go to the section, There is no coinsurance,
iMedi care Part B pr escr icopayment ordeductibfer
Medicarecovered sefdialysis or
homesupport services.

Prior authorization is required.

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

May be subject to step therapy.
Prior authorization is required.

= =

Skilled nursing facility (SNF) care

(For a definition of ns | ForMedicarecoveredskilled
Chapter 12 of this booklet. Skilled nursing facilities ai nursingfacility staysper benefit
somet i mes c &rothespitalBt8&yNsst. (¢ period

required.

Covered services include but are not limited to:
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1 Semiprivate roonfor a private room if medically  § There is no coinsurance,

necessary) copayment, or deductible for
1 Meals, including special diets days 1 through 20.
1 Skilled nursing services 1 You pay a $84copay per day,
1 Physical therapy, occupational therapy, and spee for days 21 through 100.

therapy

91 Drugs administered to you as part of your plan of
care (This includes substances that are nayurall
present in the body, such as blood clotting factors

A benefit period begins the day
you are admitted to inpatient carg
or SNF and ends when you
havendt recei Vve

1 Blood- including storage and administration. inpatient or in a SNF for 60 days
T Medical and surgical supplies ordinarily provided i g row. If you go into a hospital
SNFs or a SNFafter one benefit period
1 Laboratory tests ordinarily provided by SNFs has ended, a new benefit period
1 X-rays and other radiology services ordinarily begins. There is no limit to the
provided by SNFs number of benefit periods.

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 paymetworkcostsharing
for a facility that i sn¢
accept s amountsfor pagmedts

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

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

Prior authorization is required.

™, . . .
@ Smoking and tobacco use cessation (counseling t
stop smoking or tobacco use) There is no coinsurance,

If you use tobacco, bdib not have signs or symptoms copayment, or deductible for the

of tobaccerelated diseas#\e cover two counseling ~ Medicarecovered smoking and

quit attempts within a Lehonth period as a preventive tobacco use cessation preventivg

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
costsharing
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If you use tobacco and have bekagnosed with a

tobaccerelated disease or are taking medicine that m copayment, or deductible for the
be affected by tobaccdVe cover cessation counseling Medicarecovered smoking and
services. We cover two counseling quit attempts with tobacco use cessation benefits
a 12month period, however, you will pay the applicat from your network PCP or
costsharing. Eacltounseling attempt includes up to

four faceto-face visits.

There is no coinsurance,

outpatient mental or substance
abuseprofessional in an office
visit.

You pay a $45 copay per office
visit with a network specialist.

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

Supervised exercise therapy (SET)

SET iscovered for members who hasgmptomatic
peripheral artery disease (PAB)da referraffor PAD
from thephysician responsible for PAD treatment

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

The SET prograrmust
9 Consist of sessions lasting-80 minutes,

comprising a therapeutic exercisaining program

for PAD in patientswith claudication

1 Be conducted in a hospital outpatient setting or a

physiciands office
1 Be delivered by qualified auxiliangersonnel

necessary to ensure benefits exceed harms, and

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

andadvanced life support techniques

SET may be covered beyond 36 sessions over 12 w
for an additional 36 sessions over an extended perio
time if deemed medically necessary by a health care

provider.

You paya $10 copayper
outpatientvisit for Medicare
covered SETeyvices.

Prior authorization is required.
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_ What you must paywhen you gel
Services that are covered for you theseservices

Urgently neededservices

Urgently neededervicesareprovided to treat a nen Urgent care Visits:
emergency, unforeseen medical illness, injury, or You pay a $30 copay per visit fol
condition that requires immediate medical care. Medicarecovered urgently neede
Urgently neededservicesmay be furnished by network services, except specialized

providers or by oubf-network providers when network diagnostic tests, during the visit.
providers are temporarily unavailable or inaccessible

Costsharingfor necessary urgently needed services

furnished oubf-network is the same as forcu i . )

services furnished inetwork. outpatient dlagno§t|9 tests,
including but not limited to

Urgently needed services are only covered within the jagnetic resonance imaging

United States anitis territories. (MRI), computer tomography
(CT), and positron emission
tomography (PET).

Specialized diagnostic tests:
You pay a $180 copay for

3 Vision care

Covered services include: There isno coinsurance,
copayment, or deductibfer
Medicarecovered exams to
diagnose and treat diseases andj
conditions of the eye.

1 Outpatient physician services for the diagnosis ar
treatment of diseases and injuries of the eye,
including treatment for ageslated macular
degeneration. Original
routine eye exams (eye refracts) for
eyeglasses/contacts

Thereis no coinsurance,
copayment, or dedubte for
Medicarecovered screenings.

91 For people who are at high risk of glauconva, will
cover one glaucoma screening each year. People
high risk of glaucoma includg@eople with a family
history of glaucoma, people with diabetes, Africar
Americans who are age 50 and oldad Hispanic
Americans who are 65 or older

q For people witidiabetes, screening for diabetic
retinopathy is covered once per year

q One pair of eyeglasses or contact lenses after ea There isno coinsurance,
cataract surgery that includes insertion of an copayment, or deductibfer one
intraocular lens (If you have two separate catarac Pair of Medicarecovered
operations, you cannot reserve the benefit after tt €yeglasses or contdenses after
first surgery and purchase two eyeglasses after tt cataract surgery.
second surgery.)
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Services that are covered for you

What you must paywhen you gel
theseservices

q One supplemental routine eye exam per year to k
fitted for eyeglassesr contact lenses

Thereis no coinsurance,
copayment, or dedubte.

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

Thereis no coinsurance,
copayment, or dedubte.

We will only pay up to a totadf
$200for supplemental eye wear
per year. If the eye wear you
purchase costs more than this
allowed amount, you pay the
amount that exals this
allowance.

éﬁ Wel c ome t opreMeatddvisitar e 0O

The plan covers the oftei me A Wel c o me
preventive visit. The visit includes a review of your
health, as well as education and counseling about th
preventive services you ne@dcluding certain
screenings and shots), and referrals for other care if
needed.

Important: We cover the AWel cc
preventive visit onlywithin the first 12 months you hav
Medicare Part B. When you make your appointment,
yourdoct or 6s office know
your fAWelcome to Medicar

There is no coinsurance,

copayment, or deductible for the
AWel come t o Med
preventive visit.

Wigs for hair loss related to chemotherapy

We coverwigs for hair loss related to chemotherapy
treatments.

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
more than this allowed amount,
you pay the amount that exceeds
thisallowance.

Prior authorization is required.
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Mandatory Supplemental Dental Benefits

Annual Maximum Allowance: $1,000

After the annual maximum allowance is exhausted, any remaining charges are your

responsibility.
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Description of Benefit

You Pay

Examsi Routine and Comprehensive
Limited to two exams per plan year

D0120, D0150, D0180

0%

X-rays and Diagnostics Bitewing, Panoramic, CT,
Cephalograms, MRI

Limited to two sets per plan year
D0210, D0220, D0230, D0270, D0272, D0273, D0274
No limit

D0330

0%

Cleaningsi Standard and Periodontal
Limited to two cleaning per plan year

D1110, D4910

0%

Fillings

D2140, D2150, D2160, D2161, D2330, D2331, D2332, D2335,
D2391, D2392, D2393, D2394

0%

Bridges, Crowns, Inlays, and Onlays

D2510, D2520, D2530, D2542, D254D2544, D2610, D2620,

D2630, D2642, D2643, D2644, D2710, D2712, D2720, D2721,
D2722, D2740, D2750, D2751, D2752, D2753, D2780, D2781,
D2782, D2783, D2790, D2791, D2792, D2794, D2931, D6205,
D6210, D6211, D6212, D6214, D6240, D6241, D6242, D6243,
D6245, 06250, D6251, D6252, D6253, D6545, D6548, D6549,
D6600, D6601, D6602, D6603, D6604, D6605, D6606, D6607,
D6608, D6609, D6610, D6611, D6612, D6613, D6614, D6615,
D6624, D6634, D6710, D6720, D6721, D6722, D6740, D6750,
D6751, D6752, D6753, D6780, D6781, D678%6783, D6784,

D6790, D6791, D6792, D6793, D6794, D6920

30%
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Description of Benefit You Pay
Other Restorative Services Recementing, Crown Preparation,| 30%
Veneers, Repairs

D2915, D2920, D2940, D2950
Endodontic Services Root Canals 30%

D3110, D3120, D3220, D3221, D3310, D33R3330
Scaling and Root Planing Deep Cleaning 30%

D4341, D4342, D4346, D4355, D4381
Other Periodontic Services’ Bone Graft, Connective Tissue 30%
Gratft,

D4210, D4211, D4212
Denturesi Complete Dentures, Adjustments and Repairs 30%

D5110, D5120P5130, D5140, D5410, D5411, D5511, D5512,
D5520, D5670, D5671, D5710, D5711, D5730, D5731, D5750,
D5751, D5810, D5811, D5850, D5851

Partials T Removal Partial Dentures, Adjustments and Repairs| 30%

D5211, D5212, D5213, D5214, D5221, D5222, D5223, D5224,
D5225, D5226, D5281, D5282, D5283, D5284, D5286, D5421,
D5422, D5611, D5612, D5621, D5622, D5630, D5640, D5650,
D5660, D5720, D5721, D5740, D5741, D5760, D5820, D5821,
D6930, D6940, D6980, D9932, D9935

Extractions 30%

D7111, D7140, D7210, D7220, D7230, D024€7241, D7250
Oral Surgery 30%

D7310, D7311, D7320, D7321, D7510, D7511, D7630, D7953
Nitrous Oxide and Sedation 0%

D9211, D9215, D9222, D9223, D9230, D9248, D9910, D9911

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 ram Medicard coverage and therefore, are
not covered by this plan. Ifservicei s xcliided o0 mearts thatieplandoes 6t cover t he
service
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Thechartbelowlists services and items theitherarenot covered under any conditiam are

coveredonly under specific conditions.

If you getserviceghat are excludethot covered)

you

mu st for

pay

pay for theexcludedmedicalservicedistedin the chart below except under the specific
conditions listedThe only exceptiorwe will pay if aservicein thechartbelowis 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.)
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them vy

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

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

Services not covered by
Medicare

Not covered under
any condition

Covered only under specific
conditions

Services considered not
reasonable and necesy,
according to the standards of
O_riqinal Medicare

v

Experimental medical and
surgical procedures, equipme
and medications.

Experimental procedures and
items are those items and
procedures determined by oul
plan and Original Medicare tc
not begenerally accepted by
the medical community.

v

May be covered by Original
Medicare under a Medicare

approved clinical research study o

by our plan.

(See Chapter 3, Section 5 for morg

information on clinical research
studies.)

Private room in &ospital.

v

Covered only when medically
necessary.

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

Full-time nursing care in your|
home.
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Services not covered by
Medicare

Not covered under
any condition

Covered only under specific
conditions

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

v

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

Feescharged for care by your
immediate relatives or
members of your household.

Cosmetic surgery or
procedures

v

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

= =4

v

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

Oral exam (for up to 2 every
year)

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

We will only cover up to a total
of $1,000 for outine dental care
each year
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Services not covered by
Medicare

Not covered under
any condition

Covered only under specific

Non-routine dental care

conditions
v

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

Routine chiropractic care

v

Manual manipulation of the spine t
correct a subluxation isovered.

Routine foot care

v

Some limited coverage provided
according to Medicare guidelines
(e.g., if you have diabetgs

Homedelivered meals

v

We coverl0 mealsup to 4 times pel
yearafter you are discharged from
inpatient caréf 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 feg

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 yeafor the evaluation
for hearing aids

1 We will only cover up to a total
of $500 forhearing aids and
services each year
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Services not covered by
Medicare

Not covered under
any condition

Covered only under specific

Routine eye examinations,
eyeglasses, radial keratotom
LASIK surgery, and other lo
vision aids.

conditions
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 eyeglassesr contact
lenseger year and choice of or
supplemental pair of eyeglasse
(frames and leses) or contact
lenses

1 We will only cover up to a total
of $200 for supplemental eye
wear each year.

Reversal of sterilization v
procedures and or nen
prescription contraceptive
supplies.
Acupuncture v
We coverup to 12 visits for chronig
low back pain. Aradditional eight
sessions will be covered for thosq
patients demonstrating an
improvement
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
bus, gurney van, wheelchair
van, and any other type of

transportation (other than a

v

We coverl2 oneway rides to antbr
from doctor appointments if you
have been diagnosed by a plan
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Services not covered by
Medicare

Not covered under
any condition

Covered only under specific
conditions

licensed ambulance), even if
is the only way to travel to a
network provider.

provider and meet certain criteria f

the disease states specifically

mentioned. Our case managemen

team will arrange for your
transportation.

Physical exams and other
services (1) requirefibr

obtaining or maintaining
employment or participation i
employee programs, (2)
required for insurance or
licensing, (3) on court order
required for parole or
probation or (4) for the
purpose of travel.

All services related tartificial
insemination and conception
by artificial means, such as:
ovum transplants, gamete
intrafallopian transfer (GIFT),
semen and eggs (and service
related to their procurement
and storage), in vitro
fertilization (IVF), and zygote
intrafallopian tansfer (ZIFT).

Disposable supplies for home
use.

v

1 Covered if medically necessary

and covered under Original

Medicare (for example, ostomy

or diabetic supplies).
9 Covered if included in the

catalog and within the3® per

guarter allowance.

ltemsand services that are nc
health care items and service
For example, we do not cove

i Teaching manners,
etiquette, planning skills,
how to read, or skills for

employment.
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Services not covered by Not covered under | Covered only under specific
Medicare any condition conditions

1 Items and services that
increase academic
knowledge, skills, or
intelligence.

1 Academnic coaching 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, weiglbss aids, Covered if includedn the catalog

formulas, and food. and within the $0 per quarter
allowance.

Services not approved by the v

federal Food and Drug
Administration (FDA). Drugs
supplements, tests, vaccines
devices, radioactive materials
and any other services that b
law require FDA approval in
order to be sold in thenited
Statesbut are not appx@d by
the FDA.

Any treatment or services v
rendered by, or at the directic
of, a provider of health care
services who is not licensed ]

[

provide the services, or who
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
purchased or provided throu
other arrangements. Exampl
i nclude cover
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Services not covered by Not covered under | Covered only under specific
Medicare any condition conditions

Compensation, medical
payment coverage under-no
fault orunderinsured
automobile insurance, or
coverage required under
similar legislation. If coverage
under this legislation is
optional for you because you
could have elected it, or coulc
have had it elected for you,
benefits will not be paid for
any injury orsickness that
would have been covered
under the other plan had it
been elected.

Adult foster care.

Non-medical administrative
fees and charges including bg
not limited to medical record
preparation charges,
appointment cancellation fees
after hours appointment
charges, and interest charges

v
v

*Custodial care is personal care that does not require the continuing attention of trained medical
or paramedical personnel, such as care that helps yoaetitities 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 AExtra Hel pod program helps ped@ml e 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 drggspe information in this

Evidence of Coveragabout the costs for Part D prescription drugsmay not apply
toyou.Wesehnyoua separate insert, called the HAEVI
PeopleWhoG Extra Help Paying for Prescription
|l ncome Subsidy Ridero or the ALIS Ridero),
| f you dondét hav €ustbrher Garainrds earstk, fmlre & shee dadlllS
(Phone numbers f@Customer Carare printed on the back cover of this booklet.)

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 @y for Part D drugs (Chapter\/hat you pay for your Part D prescription drigs

In addition to your coverage for Part D druG&nerations Classic (HM@)Jsocovers some
drugs under t he . [ghraughitscoveragd of MedicaRartad beaefits, bus
plangenerallycovers drugs you are given during covered stays in the hospital or in a skilled
nursing facility. Through its coverage dfledicare Part Bbenefits, our plan covedsugs

including certain @ilemotherapy drugs, certain drug injections you are given during an office
visit, and drugs you are given at a dialysis facil@hapter 4 iMedical Benefits Chart, what is
covered and what you pgtells about the benefits and costs for drugs during aredve

hospital or skilled nursing facility stay, as well as your benefits and costs for Part B drugs.

Your drugs may be covered by Original Medicare if you are in Medicare hopicelan only

covers Medicare Parts A, B, and D services and drugs thahilated to your terminal

prognosis and related conditions and therefore not covered under the Medicare hospice benefit.

For more information, please see Section(9Wh at i f y o uceértified hospice)lMoe di c ar e
information on hospice coverage, see the hospice section of Chébtedi¢al Benefits Chast

what is covered and what you pay

The foll owing sections discuss coverage of vyo
Section 9Part D drug coverge in special situationsicludes more information on your Part D
coverage and Original Medicare.
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Section 1.2 Basic rules for the planés Part D dr

The plan will generally cover your drugs as long as you follow these basic rules:

You must have arovider (a doctqrdentistor other prescriber) write your prescription.

1 Your prescriber must either accept Medicare or file documentation with CMS showing
that he or she is qualified to write prescriptions, or your Part D claim will be denied. You
shouldask 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 paperwork
to be processed.

1 You generallymust use a network pharmacy to fill your presaoipt (See Sectiog, Fill
your prescriptions at a network pharmasyr t hr ou g h -ordeeserfiddandés mai

T Your dr ug mu s tlistbf€overed Dtuds ¢Formulaayhvwes c a | | it the
Listo for shqjYeaygr drSegs Semeed otno bé) on the |

1 Yourdrug mustbe used for a medically accepted indicatidriimedicallyaccepted
indicatiord is auseof thedrugthatis either approved by the Fd@nd Drug
Administrationor supported by certain reference boqige Sectiod for more
information about a medically accepted indication.)

SECTION 2 Fill your prescription at a network pharmacy or
t hrough t he-opdéergervaice mai |

Section 2.1 To have your prescription covered, use a network pharmacy

In most cases, your prescriptionsarecoverddi f t hey are filled at the
pharmacies(See Sectio2.5 for information about when we would cover prescriptions filled
at outof-networkpharmacies.)

A network pharmacy is a pharmacy that has a contract with the plan to provide your covered
prescription drugs. The term ficovered drugso
covered on the plands Drug List.

Our network includepharmacies that offer standard esktiring and pharmacies that offer
preferred cossharing. You may go to either type of network pharmacy to receive your covered
prescription drugs. Your cesharing may be less at pharmacies with preferredstasing.
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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®lrarmacy Directoryvisit ourwebsite
(www.GlobalHealth.cory or callCusbmer Cardphone numberare printed on the back
cover of 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 preferredr@arstg rather than a

network pharmacy that offers standard esgisdring. Thé>harmacy Directorywill tell you which

of the network pharmacies offer preferred esfsaring.You can find out more about how your
out-of-pocket costs could be different for different drugs by atintg us.If you switch from

one network pharmacy to another, and you need a refill of a drug you have been taking, you can
ask either to have a new prescription written by a provider bave your prescription

transferred to your new netwopkarmacy.

What if the pharmacy you have been using leaves the network?

| f the pharmacy you have been using |l eaves th
pharmacy that is in the networ®r if the pharmacy you have been usatgys within the

netwak but is no longeoffering preferredcostsharing you may want to switch todifferent

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 information on owrebsiteat www.GlobalHealth.com

What if you need a specialized pharmacy?

Sometimes prescriptions must be filled at a specialized pharmacy. Speciabzedgies
include:

Pharmacies that supply drugs for home infusion therapy.

1 Pharmacies that supply drugs for residents of a-tergcare(LTC) facility.
Usually,anLTC facility (such as a nursing home) has its own pharmagpu 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 pharmacy
that the LTC facility usedf you have any difficulty accessing your Part D benefits in
an LTC facility, pleasse contacCustomer Care

1 Pharmacies that serve the Indian Health Service / Tribal / Urban Indian Health
Program (not available in Puerto Rico). Except 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, or educationtbeir use. (Note:
This scenario should happen rarely.)
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To locate a specialized pharmacy, look intyBharmacy Directorr call Customer Care
(phone numberare printed on the badover of this booklet)

Section 2.3 Using t he ptdarseéscesmai |

For certain kinds of dr ug sordersevicescGemerally,she t he p
drugsprovidedthrough mailorderare drugs that you take on a regular basis, for a chronic or

long-term medical condition. The drugs thatacta v ai | abl e t hr ecodgeh t he pl
service are markea s i INNtavailable as mairder in our Drug List.

Our p | aondérservicallowsyou to ordeup to a90-day supply.
To getorder forms anahformation about filling your prescriptions Iogail, go to our website,

www.GlobalHealth.comor call CVSCaremark Customer Care tbtee at 1866-494-3927, TTY
dial 711

Usually a maHdorder pharmacy order will get to you in no more thé¥l5 days In the unlikely
event that there is a significant delay with your roader prescription drug, our matder

service will work with you and a network pharmacy to provide you with a temporary supply of
your mailorder prescription drug

New prescriptions the pharmacy receives direc
The pharmacy will automatically fill and deliveew prescriptions it receives from health care
providers, without checking 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
cae providers. You may request automatic delivery of all new prescriptions now or at
any timeby continuing to have your doctor send us your prescriptions. No special request
is needed. You may contact CVS Caremark Customer Caffecelat 1866-494-3927,
TTY dial 711

If you receive a prescription automatically by mail that you 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 pharntagutomatically fill and ship
each new prescription, please contadbysalling 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
prescriptons, the pharmacy will contact you each time it gets a new prescription from a 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 atnugatincluding

strength, amount, and form) and, if necessary, allow you to 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
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pharmacy, to let them know what to do witle thew prescription and to prevent any delays in
shipping.

To opt out of automatic deliveries of new prescriptions received directly from your health care
provider 6s of f ibycaling QvE Eaaesnark GustamerLare -fode at1-866-
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 automatitaivhen our records show you should be close to running 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
medicatia or if your medication has changed. If you choose not to use our auto refill program,
please contact your pharmat§-15 days 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 Cawdl-free at 1866-494-3927, TTY dial 711

So the pharmacy can reach you to confirm your order before shipping, please make sthe to let
pharmacy know the best ways to contact yRiease call CVS Caremark Customer Careftel

at 1-866-494-3927, TTY dial 711, or log on to your Caremark.com account to give us your
preferred contact information.

Section 2.4 How can you get a long-term supply of drugs?

When you get a lonterm supply of drugs, yowostsharingmay be lower. The plan offers two
waystogetalongermsuppl( al so cal |l ed apofimax né¢ edgsdnogrop pl y ¢
pl anés Maiotgnantairgys ae drfgs that you take on a regular basis, for a chronic or
long-term medical condition.You mayorder this supply through makder (see Section 2.3) or

you may go to a retail pharmacy

1. Some retail pharmaciesn our network allow you to get a losigrm supply of
maintenancérugs.Some of these retail pharmaciesich offerpreferredcostsharing
may agree to accept a lower eebhtaring amount for a loragrm supply omaintenance
drugs. Other retail pharmacies may not agree to accept the lowshansg amounts
for a longterm supply omaintenancelrugs. 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 omaintenancelrugs. You can also callustomer Care
for more informatior{phone numberare printed on the badover of this booklet)

2. For certain kinds of dr unp$qgrdenservicesdlden use t h
drugsthatareotavai | abl e t h aibowdgrkervicchare markedsn 6 BN MO
Not available at mail order in our Drug Li®.u r p | aondérservinallowsyou to
order up to &0-day supplySee Sectio.3 for more information about using our mail
order services.
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Section 2.5 Whencanyouuse a pharmacy that is not in
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 phzacies outside of our service area
where you can get your prescriptions filled as a member of ourlplaru cannot use a network
pharmacy, herare the circumstances when we would cover prescriptions filled at-af-out
network pharmacy:

1. Toqualify for the outof-network pharmacy claim benefit, you must have experienced
one of the following:
1 Unable to access in a timely manner an opameinvork pharmacy within a
reasonable driving distance;
Drug is not stocked at an accessible network rptalmacy or mail order pharmacy;
Drug is dispensed by an eot-network institutiorbased pharmacy while in an
emergency room, providdrased clinic, outpatient surgery or other outpatient urgent
care setting; or
1 You are displaced from place of residedce 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 oenf-network pharmacies are limited to a enenth supply
unless extraordinary circumstances, appddwe our Medical Director, warrant
additional supplies.
3. Prescriptions filled at pharmacies located outside of the United States and its territories
are not covered.

T
T

In these situationglease check first withCustomer Careto see if there is a network

phamacy nearby(Phone numbers f@@ustomer 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 would cover at-aptwork pharmacy.

How do you ask for reimbursement from the plan?

If you must use an outdf-network pharmacy, you will generally have to pay the full cost (rather
than your normal share of the cast)the timeyou fill your prescription. You can ask ts

reimburse you for our share of the cost. (Chapter 7, Section 2.1 explains how to ask the plan to
pay you back.)
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SECTION 3 Your drugs need to be on the pl

Section 3.1 The AiDrug Listo tells which Parlft D d

r ed IDthisEgidencé &f Gaveragadveacallyt) . 0

The planshasfaCdve
o for short.

the ADrug Li st

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. Meadr e has approved the p

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 dyoudojowtheotheritavergngeé an 6 s
rules explained in this chapter and tise of thedrug isa medically accepted indicatioA.
Amdi cal | y ac cisausenfitheidra¢datisceheri o n 0

91 approved by the Food and Iy Administration (That is, the Food and Drug
Administration has approved the driag the diagnosis or condition for whidhis being
prescribed.

1 -- or-- supported by certain referersgesuch aghe American Hospital Formulary Service
Drug Informationandthe DRUGDEX Information System.

The Drug List includes both brand name and generic drugs

A generic drug is a prescription drug that has the same active ingredients as the brand name drug.
Geneally, it works just as well as the brand name drugwshaillycosts less. There are generic

drug substitutes available for many brand name drugs.

What is not on the Drug List?

The plan does not cover all prescription drugs.

1 In some cases, the law does albdw 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 on the Drug List.

Section 3.2 There arefivei c o-sh ar i n gfortdrugsros the Drug List

Every drug on t he pfivacostshariprtiersyIn genesal, thelhgheithe o n e
costsharing tier, the higher your cost for the drug:
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Costsharing Tier 1: Preferred Generic Drug$ier 1 is the lowest tier ahincludes
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 includes preferred brand drugs and
nonpreferred generic drugs.

Costsharing Tier 4: Nopreferred Drug$ Tier 4 includes nopreferred brand drugs
and nonpreferred generic drugs.

Costsharing Tier 5: Specialty DrugisTier 5is the highest tieldt contains very high cost
brand and generic drugs, which may require spéeindling and/or close monitoring.

To find out whichcoss har i ng tier your drug i1 s in, |

The amount you pay for drugs in each esfsaring tier is shown in Chapter\Wlat 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.
2.

3.

Check the most recent Drug List weovided electronically

Vi sit twebsite(pwwaGiobatHealth.con The Drug List on thevebsite
is always the most current.

CallCustomerCare o find out i f a particular drug

ask for a copy of the lis(Phone numbers f@@ustomer 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 corera team

of doctors and pharmacists developed these rules to help our members use drugs in the most
effective ways. These special rules also help control overall drug costs, which keeps your drug

coverage more affordable.

In general, our rules encouragauto get a drug that works for your medical condition and is
safe and effective. Whenever a safe, loa@st drug will work just as wethedicallyas a higher
cost drug, the planbés rules are desi grestd
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

D

ook

t o

(O

e
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you, you will need to use tlemverage decisioprocess and ask us to make an exception. We
may or may not agree to waive the restriction for you. (See Chapter 9, Section 6.2 for
information about asking for egptions.)

Please note that sometimes a drug may appear more than once in our drug list. This is because
different restrictions or costharing may apply based on factors such as the strength, amount, or
form of the drug prescribed by your health care mgterifor instance, 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. Thesections below tell you more about the types of restrictions we use for certain drugs.

Restricting brand name drugs when a generic version is available

(O

Generally,dageneri co drug works the same alsmoat br and

cases, Wena generic version of a brand name drug is available, our network pharmacies

will provide you the generic version We usually will not cover the brand name drug when a
generic version is available. However, if your providas told us the medical reasthat neither

the generic drug nor other covered drugs that treat the same condition will work ftneroue

will cover the brand 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 cover the dr ugpridrauthorization.. 0 Tho metiismesal tl ke me g

getting approval in advance helps guide appropus#eof certain drugs. If you do not get this
approval, your drug might not be covered by the plan.

Trying a different drug first

This requiremengéncourages you to try less costly but just as effective drugs before the plan
covers another drug. For exampfeDrug A and Drug B treat the same medical condition, the
plan may require you to try Drug A first. If Drug A does not work for you, the plan will then
cover Drug B. This requirement to try a different drug first is cdltep 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 you fill your prescription. For example, if it is normally considered
safe to take only one pill per day for a certain drug, we limaycoverage for your prescription

to no more than one pill per day.
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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

If there is a restriction for your drug, it usually means that you or your provider will have

to take extra steps inorder for us to cover the drug.If there is a restriction on the drug you

want to take, you should contagtistomer Caréo learn what you or your provider would need

to do to get coverage for the drufgyou want us to waive the restriction for you, ywill 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 Chapter 9, Section 6.2 for information about asking for
exceptions.)

SECTION 5 What if one of your drugs is not covered in the way

youbd I|li ke it to be covered?
Section 5.1 There are things you can do if your drug is not covered in the

way youodod |ike it to be covered
We hope that your drug coverage will wwork wel

presciption 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 formulary with restrictidfes example:

1 The drug might not be covered at all. Or maybe a generic version alipésdovered
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 coverage for thAsdrug
explained in Section 4, some of the drugs covered by the plan have extra rulescto restri
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 covered for @mihere might be limits
on what amount of the drug (number of pills, etc.) is covdugohg 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 ce$taring tier that makes your cedtaring more
expensive than you think it should.@de plan puts each covered diatp one offive
different costsharing tiers. How much you pay for your prescription depends in part on
which costsharing tier your drug is in.

There are things you can do if your drug 1 s n
covered.Your optons 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 Sebtto learn
what you can do.


http://www.globalhealth.com/

2021 Evidence of Coverage for Generations Classic (HMO) 117
Chapter5. Using the plands cdbpresarpponfirogs your Par

1 If your drug is in a cossharing tier that makes your cost more expensive than you think
it shoul be, go to Section 5.3 to learn what you can do.

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 abléo get a temporary supply of the drug (only members 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.
You can request an exception and ask the plan to cover the drug or remove restrictions
from the drug.

You may be able to get a temporary supply

Under certain circumstancealge plan can offer a temporary supply of a drug to you when your
drug is not on the Drubist or when it is restricted in some way. Doing this 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 dug coverage must be one of the following types of changes:

1 Thedrug you have beentakingiso | onger on the planés Drug

1 or--the drug you have been takingisw restricted in some way(Section 4 in this
chapter tells abouestrictions).

2. You must be in one of the situations described below:

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 firsB0 daysof the calendar
year if you were in the plan last year This temporary supply will be for a maximum of
a30-day supplylf your prescription is written for fewer dayse will allow multiple fills

to provide up to a maximum af3Gday supplyof medicationThe prescription must be
filled at a network pharmacyPlease note that the logrm care pharmacy may provide
the drug in smaller amounts at a time to prevent waste.)

1 For those nembers who have been in the plan for more thaB0 daysand reside in a
long-term care (LTC) facility and need a supply right away:
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We will cover one31-day suppy of a particular drugor less if your prescription is
written for fewer days. This is in addition to the abtemporarysupplysituation

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 physician or pharmacy can request a
temporary supply of the drug. This temporary supply (Uiltdays) will allow you
time to talk with your doctor about the change in coverage.

To ask for a temporary supplgall Customer Carégphone 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 cansgiiteh to a
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. Perhapsréhes a different drug covered by the plan that
might work just as well for you. You can c@lustomer Caré 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 numbers f@@ustomer 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 pider says that you have 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 aske plan to make an exception 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 year. We will tell you about any change in the coverage for your dnexfor

year. Youcan ask for an exception before next year and we will give you an answer within 72
hours after we receive your sttempot)elswe approve 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, Secfitell§.what to dolt
explains the procedures and deadlines that have bebyg Medicare to make sure your request
is handled promptly and fairly.
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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-sbsiring tier that might work just as well faoy.
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 fo(lfbane
numbers folCustomer Carare printed on the badover of this boklet.)

You can ask for an exception

You and your provider can ask the plan to make an exception in thehewostg tier for the drug
so that you pay less fdr If your providersays that you have medical reasons that justify asking
us for an exceptioryour provider can help you request an exception to the rule.

If you and your providewant to ask for an exception, Chapter 9, Sectidnedls what to dolt
explains the procedures and deadlines that have been set by Medicare to make sure your request
is handled promptly and fairly.

Drugs in 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 available, including 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 becaest has been found to be ineffective.

Move a drug to a higher or lower costsharing tier.

1 Add or remove a restriction on coverage for a drudfor more information about
restrictions to coverage, see Sec#dn this chapter).
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1 Replace a brand name drug wh a generic drug.

We mustfollow Medicare requirements before we chahge e pl andés 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 thHerug Listoccur during the yar, wepost information on our website about
those changes. We wilpdateour online Drug List on a regularly scheduleakis tanclude any
changes that have occurraiter the last update. Below we point out the times that you would get
direct notice ifthanges are made to a drug that you are then takmgcan also calCustomer
Carefor more information (phone numbers are printed on the back cover of this booklet).

Do changes to your drug coverage affect you right away?

Changes that can affect youstlyear:In the belowcases, you will be affected by the coverage
change during 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 drugor both)

o We may immediately remove a brand name drug on our Drug List if we are
replacing it with a nely approvedgenericversion of the sameérug that will
appear on the same or lowssrstsharingtier and with the same or fewer
restrictions Also, whenadding the newgeneric drug, we may decide to keep the
brand name drug on our Drug List, but immediately move ithiglaercost
sharing tier or add new restrictioosboth

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 drug for you. For information on how tofaslan exception, see
Chapter 9What to do if you have a problem or complaint (cagerdecisions,
appeals, complaints)).

o If you are taking the brand name drug at the time we make the change, we will
provide you with information about the specific change(s) we made. This will
also include information on the steps you may take to reqnestception 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 withdrawmecause ihasbeen found to
be unsafe oremoved from the markébdr another reasonf this happens, weill
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immediately remove the drug from the Drug LI§ou are taking that drug, ev
will let you know of this change right away.

0 Your prescribemwill also know about thishange, 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 changes once the year has started that affect drugs you are
taking. For instancewe might add a generic drug that is not newhie market to
replace a brand name drug or change thesttating tier or add new restrictions
to the brand name drug both We also mightnakechanges based on FDA
boxed warnings or new clinical melines recognized by Medica®e must give
you atleast30d a yadvancenoticeof the changer give younotice of the
change and 30-day refill ofthe drug you are takingt a network pharmacy.

o0 After you receive notice of the changeu should be working with your
prescriberto switch to a differentrig that we cover.

o Or youoryour prescribercan askusto make an exception and continue to cover
the drug for you. For information on how to ask for an exception, see Chapter 9
(What to do if you have a problem or compldouverage decisions, appeals,
complaints).

Changes to drugs on the Drug List that wl not affect people currently taking the drug: For
changes to the Drug List that are not described above, if you are currently taking thikeedrug,
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 new restriction 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@uigiot 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 wonodét affect your us
cost until January 1 of the nextyear. Untiltdlaat e, you probably wonét
your payments or any added restriction to your use of the ¥ougwill not get direct notice

this year about changes that do not affect ymwever, on January 1 of the next year, the

changes will affect yguand it is important to check the Drug Liistthe new benefit yedor

any changes to drugs
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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 kinds of prescription drugsiaeex cl uded. 06 Thi s means
does not pay for these drugs.

If you get drugs that are excluded, you must pay for them youvgelf wondét pay for t
that are listed in this sectiomheonly 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 general rules about drugs that Medicare drug plans will not cover under Part D:

f Our plandés Part D drug coverage cannot <cov
Medicare Part A or Part B.

Our plan cannot cover a drug purchased outside the United States and its territories.

1 Our plan usually cannot coverdffabel dadel iQfsfed i s any use
than those indicated on a drugds laob.el as
o Generally, cloowtraglagesdori siodlfl owed onl vy v

by certain referensg such athe American Hospital Formulary Service Drug
Informationandthe DRUGDEX Information Systenif the use is not supported
by any of theseeference,t hen our plan -tabebtuseveéer i

Also, by law, these categories of drugs are not covered by Medicare drug plans:

Non-prescription drugs (also called ovie-counter drugs)
Drugs when used to promote fertility
Drugs when used fahe relief of cough or cold symptoms

Drugs when used for cosmetic purposes or to promote hair growth

= =2 =4 A -

Prescription vitamins and mineral products, except prenatal vitamins and fluoride
preparations

Drugs when used for the treatment of sexual or erectdudgtion
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 exclusively from the manufacturexoasliion of
sale
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If you receiveil E x t r a pabirglfop your drugs, your state Medicaid program may cover

some prescription drugs not normally covered in a Medicare drug plan. Please contact your state
Medicaid program to determine what drug coverage loeagvailable to you. (You can find

phone numbers and contact information for Medicaid in Chapter 2, Section 6.)

SECTION 8 Show your plan membership ID card when you fill a
prescription

Section 8.1 Show your membership ID card

To fill your prescription, she your planmembership IDcardat the network pharmacy you
choose. When you show your plarembership IDcard the network pharmacy will

automatically bill the plan foour share of your covered prescription drug cost. You will need to
pay the pharmacyou share of the cost when you pick up your prescription.

Section 8.2 What i f you donedldershiml® eardywaluyou?

| f you don 6 tmerbarship IDhardwith yoywhanryou fill your prescription, ask
the pharmacy to call the plan to get the necessary information.

If the pharmacy is not able to get the necessary informatoanmay have to pay the full cost
of the prescription when you pick it up (You canthenask 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 i f youbre in a hospiyfwia or[] 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 thevglan,
will generally cover the cost of your prescription drugs during your stay. Once you leave the
hospital or skille nursing facility, the plan will cover your drugs 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 W/hat you pay for your Part D prescription @i® gives more

information about drug coverage and 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
coverge.(Chapter 10Ending your membership in the plaells when you can leave our plan
and join a different Medicare plan.)
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Section 9.2 What i f youdr e a-tarreaieddQ)facility? a [l ong

Usually, a longterm cargLTC) facility (such as a nursgnhome) has its own pharmacy, or a

pharmacy that supplies drugs for all of its residents. If you are a resident oftarongare
facility, you may get your prescription drugs
of our network.

Check yair Pharmacy Directoryo find out if yourlongt er m car e facilitybs pl
our network. I f 1t isnodt, or QustomprCaré¢pimeced mor e
numbersare printed on the badover of this booklet)

What i f nresidendinalorag-term care (LTC) facility and become a new
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 fir20 daysof your membershiplhe total supply

will be for a maximum o& 3tday supply or less if your prescription is writtéar fewer days.

(Please note that the logrm care (LTC) pharmacy may provide the drug in smatkeounts at

a time to prevent waste.) If you have been a member of the plan for mo@9tiaysand need

a drug that is not on our Drwug List or if the
will cover one 3tdaysupply, or less if your presption is written for fewer days.

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. Perhaps there is a different
drug covered by the plan thaight work just as well for you. Or 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 you and your provider want to ask for an exception, Chapter 9, Sedtielts6yhat

to da

Section 9.3 What i f youob6re also getting drug cov
retiree group plan?

Do you currently have other prescription drug
employer or retiree group? If so, please corttabtat gr oupd6s b e nHebrishes ad mi
can help you determine how your current prescription drug coverageavklwith 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 aboutge&&reditable covera
Each year your employer or retiree group should send you a notice that tells if your prescription

drug coverage for the next calendar year is i
coverage.
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| f the cover age dreditabe, ©Mmeans thatie planhap drue noveraghatf
isexpected to pay, on average, at | east as muc:
coverage

Keep these notices about creditable coverageecause 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 maintainedreditablec o ver age. I f you didndét get a not
from your employepr retiree group plan, you can get a copy from your employer or retiree

pl andéds benefits administrator or the employer

Section 9.4 What i f youbo r-certified hoSfecg? c ar e

Drugs are never covered by both hospice and our plan at the sam# yioueare 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 terminal illness and related
conditions, our plan must receive notificat from either the prescriber or your hospice provider
that the drug is unrelated before our plan can cover the drug. To prevent delays in receiving any
unrelated drugs that should be covered by our plan, you can ask your hospice provider or
prescriber tonake 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 discharged from hospice our plan
should cover all your drugs. To prevent anyagislat 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 section that tell about the rules for getting drug coverage
under Part DChaper 6 What 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 rewws 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 their drugs.

We do a review each time you fill a prescription. We a¢s@ew 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 another drug to treat the same
medical condition

91 Drugs that may not be sabr appropriate because of your age or gender
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Certain combinations of drugs that could harm you if taken at the same time
Prescriptions written for drugs that have ingredients you are allergic to

Possible errors in the amounbgaige) of a drug you arekiag
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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 suranembers safely use their prescription opioid
medicationsand other medications that are frequently abuBkid program is called a Drug
Management Program (DMRJ.you use opioid medications that you get from several doctors or
pharmaciesywe may talk tojour doctors to make sure your uskopioid medicationss

appropriate and medically necessaMorking with your doctors,fiwe decideyour use of
prescriptionopioid or benzodiazepine medicatiorssnot safe, we may limit how you can get
those medications. The limitations may be:

1 Requiring you to get all your prescriptions for opioid or benzodiazepeurations
from a certain pharmacy(ies)

1 Requiring you to get all your prescriptions for opioid or benzodiazepatications
from a certain doctor(s)

1 Limiting the amount of opioid or benzodiazepimedications we will cover for you

If we think that one or nte of these limitations should apply to you, we will send you a letter in
advance. The letter will have information explaining the limitations we think should apply to
you. You will also have an opportunity to tell us which doctors or pharmacies youtprages,

and about any other information you think is important forustoknowvAf t er youobve
opportunity to respond, if we decide to limit your coverage for these medications, we will send
you another letter confirming the limitation. If you thinle made a mistake or you disagree with
our determination that you areragk for prescription drug misuse or with the limitation, you and
your prescriber have the right to ask us for an apffealu choose to appeal, we will review

your case and give voa decisionlf we continue to deny any part of your request related to the
limitations that apply to your access to medications, we will automatically send your case to an
independent reviewer outside of our pl8ee Chapter 9 for information about htamask for an
appeal.

The DMP may not apply to you if you have certain medical conditions, such as cancer, you are
receiving hospice, palliative, or ewdH-life care, or live in a longerm care facility.
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Section 10.3 Medication Therapy Management (MTM) program to help
members manage their medications

We havea programthat can help our members withmplex health needs

This program is voluntary and free to members. A team of pharmacists and doctors developed
the program for us. This program can help make sure that our megebéns most benefit from
the drugs they tak®ur program is called a Medication Therapy Managat (MTM) program.

Some members who take medications for different medical condérmhsave high drug costs

maybe able to get services throughMTM program A pharmacist or other health professional

will give you a comprehensive review of all yauedications. You can talk about how best to

take your medications, your cosasd any problemsr questions you have about your

prescription and oveithe-counter medicaton¥ ou 61 | get a written summa
The summary has a medicationiae plan that recommends what you can do to make the best

use of your medications, with space for you to take notes or write down any-tgilowestions.
Youdll also get a personal medi cation | ist th
why you take them.

|l t6s a ghaveydo urd eme diocati on review before your vy
talk to your doctor about your action plan and medication list. Bring your action plan and

medication list with you to your visit or anytimeuy talk with your doctors, pharmacists, and

other health care providers. Ald@epyour medication list with yo(for example, with your ID)

in case yougo to the hospital or emergency room.

If we have a program that fits your needs, we will automatieaipll you in the program and

send you information. If you decide not to participate, please notify us and we will withdraw you
from the program. If you have any questions about these programs, pleaseCost@cter
Care(phone numberare printed on # backcoverof this booklet).
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0 Did you know there are programs to help people pay for their drugs?

The AExtra Hel pod program helps ped@ml e with
more informationsee 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 drggspe information in this

Evidence of Coveragabout the costs for Part D prescription drugsmay not apply
toyou.Wesehnyoua separate insert, called the HAEVI
People Who Get Extra Help Paying for Presc
|l ncome Subsi dyS RRiddeerrdd )o,r wwhhiec i Ltlel | s you at
| f you dondét hav €ustbrher Garainrds earstk, fmlre & shee dadlllS
(Phone numbers f@zustomer 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 drugssome drugs are covered under MadécPart 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 rulelote fvhen you
get your covered drugslere are materials that explain these basics:

1 The plisaah @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 whit ofthefivefi c esshtar i ng ti erso 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 Car@hone numberare printed
on the backoverof this booklet). You can also firtie Drug List on ouwebsiteat
www.GlobalHealth.comThe Drug List on thevebsiteis 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 are not covered 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)Piaemacy Directonhas a list
of phar maci es i.lhalsotéleyoywhich pharsnaciesin onranetvikork
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can give yown longterm suppy of a drug (such as filling a prescription for a three
mont hés supply).

Section 1.2 Types of out-of-pocket costs you may pay for covered drugs

To understand the payment information we give you in this 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 | eerdd fitcloesrte ar e t hree ways you may

1 Thefi d e d u ci$ thebaimauidt you must pay for drugs before our plan begins to pay its
share.
AC o p a y mreearns that 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 eachaime y
fill a prescription.

SECTION 2 What you pay for a drug depends
payment stageoO you are in when

Section 2.1 What are the drug payment stages for Generations Classic
(HMO) members?

As shown in the table below, there are Adrug
coveragaunderGenerations ClassitiMO). How much you pay for a drug depends on which of
these stages you are in at the time you get a prescription filled or refilled
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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

fitot al dr @yayr
payments plus any Part D
pl anbés payme
$4,130.

(Details are in Section 5
of this chapter.)

Stage 3
Coverage Gap
Stage

For Tier 1 generic drugs
and Tier 3 generic oral anti-
diabetic medications, you
pay either the same
copayment as in the Initial
Coverage Stage or 25% of
the costs, whichever is
lower. For Tier 1 brand
name drugs and Tier 3
brand name oral anti-
diabetic medications, the
Manufacturerd
Discount amount of 70% is
applied to the Initial
Coverage Stage
copayment.

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 fi o tof-
pocket (aust so
payments) reach a total of
$6,550. This amount and
rules for counting costs
toward this amount have
been set by Medicare.

(Detalils are in Section 6 of
this chapter.)

Stage 4
Catastrophic
Coverage Stage

During this stage,
the plan will pay
most of the cost
of your drugs for
the rest of the
calendar year
(through
December 31,
2021).

(Details are in
Section 7 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 Wesendyouamont hl 'y r eporRartD Bdplaratidont he 0
of Benéef hRasBEOBO)

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, weltgau

when you have moved from one drug payment stage to the next. In particular, there are two types
of costs we keep track of:

T We keep track of how much agubolitpodketov ec opsati.d. T

T We keep t rtata drugaodsts whisusrthe @&mount you pay eaf-pocket or
others pay on your behalf plus the amount paid by the plan.

Our plan will prepare a written report called thart D Explanation of Benefitft is sometimes
called the fAPart D EOBO)presctipdons fijed throughathe @lanh ad o n
during the previous montfihe Part D EOB provides more information about the drugs you

take, such as increases in price and other drugs with tmsesharingthat may be available.

You should consult with your prescriber about these lower cost opliansludes:

1 Information for that month . This report gives the payment details about the
prescriptions you have filled during the previous month. It showwthedrug costs,
what the plan paid, and what you and others on your behalf paid.

1 Totals for the year since January 1T hi s i s -odalalted dyndéadmr mati on.
you the total drug costs and total payments for your drugs since the year began.

91 Drug price information. This information will display cumulative percentage increases
for each prescription claim.

1 Available lower cost alternative prescriptions.This will include information about
other drugs with lowecostsharingfor each prescriptionlaim that may be available.

Section 3.2 Help us keep our information about your drug payments up to
date

To keep track of your drug costs and the payments you make for drugs, we use records we get
from pharmacies. Here is how you can help us keep youmattmon correct and up to date:

1 Show yourmembership ID card when you get a prescription filled.To make sure we
know about the prescriptions you are filling and what you are paying, show your plan
membership IDcardevery time you get a prescription filled.

1 Make sure we have the information we needlhere are times you may pay for
prescription drugsvhen we will not automatically get the information we need to
keeptrack of your oudf-pocket costs. To help us keep track of youraftppocket costs,
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you may give us copies of receipts for drugs that you have purchased. (If you are billed
for a coveredirug, you can ask our plan to pay our share of the cost. For 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 compete record of what you have spent for your drugs:

o When you purchase a covered drug at a network pharmacy at a special price or
using a discount card that i s not part

o When you made a copayment for drugs that are provided under a drug
manufacturer patient assistance program.

o Any time you have purchased covered drugs abbuaetwork 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 hav@ade for you.Payments made by
certain other individuals and organizations also count toward yotofqadcket costs and
help qualify you for catastrophic coverage. For example, payments made by an AIDS drug
assistance progra(ADAP), the Indian Health $eice, 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
(an P a rE©BQ)IN the mail, please look it over to be sure the information 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 are an important record of your drug expenses.

SECTION 4 There is no deductible for Generations Classic (HMO)

Section 4.1 You do not pay a deductible for your Part D drugs

There is no deductible f@enerations Class{¢iMO). 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 Staghe plan pays its shaod the cost of your covered prescription
drugs,and you pay your shafyour copayment or coinsuranegnounj. Your share of the cost
will vary depending on the drug and where you fill your prescription.
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The plan has five cost-sharing tiers

Every drug on t he pfivacosishariyrtiersgIn genesahe higherthen o n e
costsharing tier number, the higher your cost for the drug:

91 Costsharing Tier 1: Preferred Generic Drug$ier 1 is the lowest tier and includes
preferred generic drugs and brand drugs.
Costsharing Tier 2: Generic DrugsTier 2 includesgyeneric drugs and brand drugs.

1 Costsharing Tier 3: Preferred Brand Drug3ier 3 includes preferred brand drugs and
nonpreferred generic drugs.

1 Costsharing Tier 4: Nospreferred Drug$ Tier 4 includes nompreferred brand drugs
and norpreferred genér drugs.

1 Costsharing Tier 5: Specialty DrudsTier 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 which costharing tier your drug isin, look itupinh e pl anés Drug Li st
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 thabfferspreferred cossharing
1 Apharmacythatis ot i n the plands network
1 Thep | a n 6-erdempharmacy

For more information about these pharmacy choices and filling your prescriptions, see Chapter 5
i n this bookPharmacyDirectoty.he pl anods

Generally, we will cover your prescriptionslyif they are filled at one of our network
pharmaciesSome of our network pharmacialso offer preferred costharing.You may go to

either network pharmacidlat offer preferred costharingor other network pharmacidésat

offer standard costharingto receive your covered prescription drugs. Your costs 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 cbdeang will be either a
copayment or coinsurance.
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1 A Cop 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.

As shown in theable below, the amount of the copayment or coinsurance depends on which

costsharing tier your drug is ifRlease note:

1 If your covered drug costs less than the copayment amount listed in the chart, you will
pay that lower price for the drug. You paiyhe the full price of the drugr the
copayment amountyhichever is lower

1 We cover prescriptions filled at cof-network pharmacies in only limited situations.
Please see Chapter 5, Sectadh for information about when we will cover a
prescription fill&l at an oubf-network pharmacy.

Your share of the cost when you get a one-month supply of a covered Part D
prescription drug:
-

Cost-Sharing Tier 1
(Preferred Generic
Drugs)
Cost-Sharing Tier 2
(Generic Drugs)

Cost-Sharing Tier 3
(Preferred Brand
Drugs)
Cost-Sharing Tier 4

(Non-preferred
Drugs)

Cost-Sharing Tier 5
(Specialty Drugs)

Standard Preferred
retail cost- retail cost-
sharing sharing (in-
(in-network)  network)
(up to a30- (up to a30-
day supply)  daysupply)
$10 $5
$20 $15
$47 $42
50% 40%

coinsurance coinsurance

33% 33%
coinsurance coinsurance

Mail -order
costsharing

(up to a30-day
supply)

Standard: $10
Preferred: $5

Standard: $20

Preferred: $15
Standard: $47

Preferred: $42

Standard: 50%
coinsurance

Preferred: 40%
coinsurance

33%
coinsurance

Long-term
care(LTC)
costsharing

(up to a31-
day supply)

$10

$20

$47

50%
coinsurance

33%
coinsurance

Out-of-network cost
sharing

(Coverage is limited to
certain situations; see
Chapter 5 for details.)
(up to a30-day supply)

$10

$20

$47

50% coinsurance

33%
coinsurance
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Section 5.3 |l f your doctor prescribes |l ess |[than

may not havetopayt he cost of the entirle mon:
Typically, the amount you pay for a prescription drug coedrsu | | mont hés supply
drug. Howevery our doctor can prescribe | ess than a n

ti mes when you want to ask your dpyotadrug about
(for example, when you are trying a medication for the first time that is known to have serious

side effects). If youdoctorpr escr i bes | ess t,youwillrothhvatopay mont ho
for the full mo mtugsé6s supply for certain
The amount you pay when you get | ess adeuhan a f

are responsible for payirginsurance (a percentage of the total cost) or a copayment (a flat
dollar amount).

1 If you are responsible for coinsurance, you pagercentage of the total cost of the drug.
You pay the same percentage regardless of
supply or for fewer days. However, because the entire drug cost will be lower if you get
| ess than a fthdamoum gon pal wilsbeless.pp !l vy,

1 If you are responsible for a copayment for the drug, your copay will be based on the
number of days of the drug that you receive. We will calculate the amount you pay per
day for your dghiagr i(n ddemuldity e by)the aurobersot days of
the drug you receive.

o Hereds an exampl e: Letds say the copay
30-day supply) is $30. This means that the amount you pay per day for your drug
is $1. | f y o uupply®efche drugeyoua payimerd \ailybs $1 per day

multiplied by 7 days, for a total payment of $7.

Daily costsharing allows you to make sure a drug works for you before you have to pay for an
entir e mo rYoulcan slsosask gpgurldgctor to preberiand 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 upontheygdas 6 supply you receive.

Section 5.4 A table that shows your costs for a long-term (up to a 90-day)
supply of adrug

For some drugs, youcangetaldangr m supply (also called an fdex
your prescriptionA long-term supplyis up toa 90-daysupply. (For details on where and how to
get a longterm supply of a drug, see ChapteSgction 2.9

The table below shows what you pay when you get atermg(up toa 90-day) supply of a
drug.
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1 Please note: If your covered drug cassless than the copayment amount listed in the
chart, you will pay thielower price for the drug. Yopayeitherthefull price of the drug
or the copayment amounthichever is lower

Your share of the cost when you get a long-term supply of a covered Part D

prescription drug:

[P
Standard retail cost Preferred retail

Cost-Sharing Tier 1

(Preferred Generic
Drugs)

CostSharing Tier 2

(Generic Drugs)

Cost-Sharing Tier 3

(Preferred Brand
Drugs)

CostSharing Tier 4

(Non-preferred Drugs)

Cost-Sharing Tier 5

(Specialty Drugs)

sharing
(in-network)

(up to a 9eday
supply)

$30

$60

$141

50% coinsurance

costsharing (in-
network)

(up to a 9eday
supply)

$0

$84

40% coinsurance

Mail -order cost
sharing

(up to a 9eday
supply)

Standard: $30

Preferred: ®

Standard: $60

Preferred: §
Standard: $141

Preferred: $4

Standard: 8%
coinsurance

Preferred: 8%
coinsurance

A long-term supply is A long-term supply is A long-term supply is

not available for
drugs in Tier 5
(Specialty Drugs)

not available for
drugs in Tier 5
(Specialty Drugs)

not available for
drugs in Tier 5
(Specialty Drugs)

Section 5.5

You stay in the Initial Coverage Stage until your total drug

costs for the year reach $4,130

You stay in the Initial Coverage Stage until the total amount for the prescription drugs you have

filled and refilled reaches tt#,130limit for the Initial Coverage Stage.
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Your total drug cost is based on adding together what you have paid anaihwRatt 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 more information about how
Medicare calculates your euof-pocket costs.) Thigmcludes:

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 aydime during2021,
the amount that plan paid during the Initial Coverage Stage also counts toward your total
drug costs.)

ThePart D Explanation of BenefitPart DEOB) that we send to you will help you keep track of
how much you and the plaas well & anythird parties have spent on your behdlfiring the
year. Many people do not reach #%130Ilimit in a year.

We will let you know if you reach thi$4,130amount. If you do reach this amount, you will
leave the Initial Coverage Stage and move dhédoverage 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 $6,550

When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount Program
provides manufacturer discounts on brand name diaspay25% of the negotiated price and
aportion of the dispensing fee for brand name drBgsh the amount you pay and the amount
discounted by the manufacturer count toward yowofytocket costs as if you had paid them
and moves you through the coverage gap.

GenerationElassic(HMO) provides additional gap coverage fmand name drugs trers 1 and
3. The Medicare Coverage Gap Discount Progodm0% is applied to the copaymédat brand
name drugs in tier 1 and omhti-diabetic medications in tiertBat you paid in the Initial
Covelge StageSee Sections 5.2 and 5.3 of this chafatethe copayments to which the 70% is
applied

You pay 25% of the negotiated price and a portion of the dispensing fee for brand nane drugs
other tiersBoth the amount you pay and the amadistounted by the manufacturer count
toward your oubf-pocket costs as if you had paid them and moves you through the coverage

gap.
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You also receiveome coverage for generic drugs. You pay no more than 25% of the cost of
generic drugs and the plan palgs test.

Generations Classic (HMO) provides additional gap coverage for generic drugs iartceodal
antidiabetic medications in tier. You pay the sameostsharingfor tier 1 generic drugand tier

3 oral antidiabetic medicationthat you paid irthe Initial Coverage Stage or 25% of the cost for
generic drugs, whichever is less.

You pay 25% of the cost of generic drugs in other tiéos.generic drugs, the amount paid by
the plan (75% or more) does not count toward yowobysocket costs. Onlthe amount you
pay counts and moves you through the coverage gap.

You continue paying the discounted price or your portion of the additional gap coverage until
your yearly ouof-pocket payments reach a maximum amount that Medicare has 2@21n
that anount is $650.

Medicare has rules about what counts and what mloigunt as your oubf-pocket costs.
When you reach an cwof-pocket limit of $6550, 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-pocketsdstsf ol | ow
for your drugs.

These payments are included in your out-of-pocket costs

When you add up your owif-pocket costsyou can includethe payments listed below (as long
as they are for Part D covered drugs and you followed ths 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 yournad our plan

It matters who pays:
1 If you make these paymentsurself, they are included in your cof-pocket costs.

1 These payments aadso includedf they are made on your behalf bgrtain other
individuals or organizations. This includes paymentsifgour drugs made by a friend or
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relative, by most charities, by AIDS drug assistance programs, or by the Indian Health
Service. Payments made by alalsbinduglede 6 s AEXt T ¢

1 Some of the payments made by the Medicare Coverag®iSapunt 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 biEhhave spent a total @6,550 in outof-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 yowut-of-pocket costsyou arenot allowed toinclude any ofthese
types of payment®r prescription drugs:

1 Drugs you buy outside the United States and its territories.
1 Drugs that are not covered by our plan.

1 Drugs you get at an owif-network pharmacythat o not meet t he pl ands
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 Medicare.

1 Payments you make toward prescription drugs not normally abweieMedicare
Prescription Drug Plan.

1 Payments made by the plan for ytwand 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 anade by certain insurance plans and goverriment
funded health programs such as TRICARE and the VetertiassA

1 Payments for your drugs made by a thpatty with a legal obligation to pay for
prescription costs (for example, Work@@ompensation).

Reminer: If any other organization such as the ones listed above pays part or all of your out
of-pocket costs for drugs, you are required to tell our plan.@mtomer Careo let us know
(phone numbers are printed on the back cover of this booklet).
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How can you keep track of your out-of-pocket total?

1 We will help you. ThePart D Explanation of Benefii®art D EOB) report we send to
you includes the current amount of yawut-of-pocket costs (Section 3 in this chapter
tells about this report). When you reach a tot&6y%50 in outof-pocket costs for the
year, this report will tell you that you have left tBeverage Gap Staged have moved
on to the Catastrophic Covem§tage.

1 Make sure we have the information we needSection 2 tells what you can do to help
make sure that our records of what 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 youofopbcket costs have reached the
$6,550 limit for the calendar yeaOnce you are in the Catastrophic Coverage Stage, you will
stay in this payment stage until the end of the calendar year.

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:

o0 T eitheri coinsurance of 5% of the cost of the drug

o Tori $3.70for a generic drug or a drug that is treated like a geaedc
$9.20for all other drugs.

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 coverathpesd# vaccines by going to the
Medical Benefits Chart in Chapter 4, Section 2.1.

There are two parts to our coveragd’aft Dvaccinations:
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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 cogfiwihg you the vaccire. (This is sometimes
called the Aadministrationd of the vacci

What do you pay for a Part D vaccination?
What you pay for &art Dvaccination depends on three things:

1. The type of vaccingwhat 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 Chaptstetlical Benefits Chart (what is
covered and what you pay).

o Other vaccines are considered Part D drugs. You can find these vaccines listed in
t he |istaf €dvered DrugéFormulary)

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 vaagigiou will have to pay the entire cost for both the
vaccine medication and for getting the vaeciviou can aslour plan to pay you back for
our share of the cost.

1 Other times, when you get the vaccine medication or the \@g@n will pay only your
share of the cost.

To show how this works, here are three common ways you mightRget ®vaccire.
Remember yoare 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 vacairihe
network pharmacy. (Whethgou have this choice depends on where you live.
Some states do not allow pharmacies to administer a vaccination.)

1 You will have to pay the pharmacy the amount of your copayfoent
the vaccineand the cost of giving you the vacein

1 Our plan will paythe remainder of the costs

Situation 2: YougetthePartDvacci nati on at your doctoros

1 When you get the vaccination, you will pay for the entire cost of the
vaccine and its administration.

ne

0]
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1 You can then ask our plan to pay our share of the cassibg the
procedures that are described in Chapter 7 of this bodid&ingusto
payour share of a bill you have received for covered medical services
or drugs.

1 You will be reimbursed the amount you paid less your normal
copaymentor the vaccine (inading administration)

Situation 3:  You buy thePart Dvaccine at your pharmacy, and then take it to your
doctoro6s office wheaxe they give you th

1 You will have to pay the pharmacy the amount of yapaymentor
the vaccine itself.

1 When your dotor gives you the vaccayou will pay the entire cost
for this service. You can then 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 Carevhenever you are planning to get a vaccinatiBhone
numberdor Customer Carare printed on the badoverof this booklel)

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 to use a network provider phdrmacy, we can tell you what you
need to do to get payment from us for our share of the cost.
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Chapter 7. Asking us to pay our share of a bill you have received for
covered medical services or drugs

SECTION 1 Situations in which you should ask us to pay our share of

the cost of your covered services or drugs ........coevvvveevvvecineeeenn. 148
Section1.l | f you pay our plandés share of the
or if you receive a bill, you can ask us for payment...................cceee. 148

SECTION 2 How to ask us to pay you back or to pay a bill you have
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Section 21 How and where to send us your request for payment............cccc....... 151

SECTION 3 We will consider your request for payment and say yes or
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Section 3.1  We check to see whether we should cover the service or drug and how
IMUCKH WE OWE....ceiiieiiieiiiieee s e e s eeeettties s s s s e e e e e e e e e e eeamnesasseaeeeeaeaeeeseenennnes 152

Section 3 If we tell you that we will not pay for all or part of the medical care or
drug, you can make an appeal........cccccceeeeeeiiiieeeiiie e 152

SECTION 4 Other situations in which you should save your receipts
and SENA COPIES 10 US .uuuuiiiiieiiiiiiiiiiii e 153

Section 4.1 In some cases, you should send copies of your receipts to us to help us
track your outof-pocket drug COSIS.......uuvuviiiiiiiiie e 153
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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 |l f you pay our pctostrobysursovaede of |t h
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 moreythnaexpected under the

coverage rules of the plan. In either case, you can ask our plan to pay you back (paying you back
is often called Arei mbursingo you). It i s you
paid more than your share of the dastmedical services 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 & the bill and decide 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 youbve received emer gencycarefromuar gentl y n
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 neseteccesrom a provider

who is not part of our network, you are only responsible for paying yous shéne 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. Sendeusillhalong 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 ten you get services covered by our

panWe do not all ow providers to add addit:i
billing. o6 This protection {shaingdmounth 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 billing,d 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 paymentgirhade 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 personbdbs enroll ment iin firste pl an
day of their enrollment has alreaggissedThe enrollment date may even have occurred last
year.)

If you were retroactively enrolled wur plan and you paid owif-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 requéBfhone numbers f@€ustomer 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 yonembership IDcardto 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{Mf@ cover prescriptions

filled at outof-network pharmacies only in a few special situaidPlease 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 membership ID card with you

If you do not have your plamembership IDcardwith 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 toeealy the full cost of the
prescription yourself.

Save your 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 pagption because you find that the drug is not covered
for some reason.

T For exampl e, the dr wgofBavgredibaugs (Foremulamypr t he p
it could have a requirement or restrictio
should applya you. If you decide to get the drug immediately, you may need to pay
the full cost for it.

I
r

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 yo
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 pl Eapebcaimoeave yfourbof- y ou mse
pocket expense count toward 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 yowayeglasseer contact lenses, send
a copy of your receipt and ask 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 udkédtto do ifyou

have a problem or complaint (coverage decisions, appeals, compldiatsinformation about
how to make an appeal.
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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 Claims

Send us your request for payment, along with your bill and documentation of any payment you
have made. Ités a good idea to make a copy of

Mail your request for payment together with any billsemreipts to us at this address:

GlobalHealth, Inc.

Attn: Customer Care

P.O. Box 1747

Oklahoma City, OK 731061747

You may also call our plan to request payment. For details, go to Chapter 2, Section 1 and look
for the section callediVhere to send a requestkingus to pay for our share of the cost for
medical care or a drug you have received.

You must submit your claim to us within60 daysof the date you received the service, item, or
Part B drug.

Prescription Drug Claimis

Send us your request for payment, glovith your bill and documentation 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 rake your request for payment.
f You dondét have to use the form, but it wil

9 Either download a copy of the form from our websitevv.GlobalHealth.comor call
Customer Careral 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:

Medicare Part D Paper Claim
P.O. Box 52066
Phoenix, AZ 85072066


http://www.globalhealth.com/

2021 Evidence of Coverage for Generations Classic (HMO) 152
Chapter 7. Asking us to pay our share of a bill you have received for covered
medical services or drugs

You may also call our plan to request payment. For details, go to Chapter 2, Section 1 and look
for the section callediVhere to send a requeatkingus 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 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). | f you dondét knsowanwhayouw odior
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 ma&eesiage decision.

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 reimbursemenbwf 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
servicexovered 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 didotfollow all the
rules, we will not pay for our share of the cost. Instead, we will send you a letter that
explainsthe 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

If you think we have madeamesk e i n turning down your request
agree with the amount we are paying, you can make an appeal. If you make an appeal, it means

you are asking us to change the decision we made when we turned down your request for

payment.
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For the d&ails on how to make this appeal, go to Chapter 9 of this bo@kleat to do if you

have a problem or complaint (coverage decisions, appeals, complaiftig) appeals process is
aformal process with detailed procedures and important deadlines. If makiagpeal 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 explains the process for coverage decisions and appeals and gives
definitions of ter ms shaveiead&ectiofid yopamagotothe T h e n
section in Chapter 9 that tells what to do for your situation:

1 If you want to make an appeal about getting paid back for a medical service, go to
Section 53 in Chapter 9.

1 If you want to make an appeal about getiiagd back for a drug, go to Sectiord 6f
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 asking us for payment. Instead, you are telling us about your
payments so that we can calculate youradtppocket costs aoectly. This may help you to

qualify for the Catastrophic Coverage Stage more quickly.

Here are two situations when you should send us copies of receipts 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 is lower 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 in these situations and
your drug must be on our Drug List.

1 Save your receipt and send a copy to us so that we can havewof-pocket 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 sendiragcopy ofthe receipt allows us to calculate yourt-of-pocket
costs correctly and may help you qualify for the Catastrophic Coverage Stage more
quickly.
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2. When you get a drug through a patient assistance program offered by a
drug manufacturer

Some members are enrolled in a patient assistance progenedaily a drug manufacturer
that is outside the plan benefits. If you get any drugs through a program offered by a drug
manufacturer, you may pay a copayment to the patient assistance program.

1 Save your receipt and send a copy to us so that we can haveuyotrpocket expenses
count toward qualifying you for the Catastrophic Coverage Stage.

1 Please noteBecause you are getting your drug through the patient assistance program
and not through the plands benefccostssBut we wi
sendinga copy ofthe receipt allows us to calculate your-ofHpocket costs correctly and
may help you qualify for the Catastrophic Coverage Stage more quickly.

Since you are not asking for payment in the two cases deschibed, dhese situations are not
considered coverage decisions. Therefore, you cannot make an appeal if you disagree with our
decision.



CHAPTER 8

Your rights and responsibilities
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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, Spanish, etc.)

To get information from us in a way that works for you, pleaseGtatomer Caréphone
numbersare printed on the badover of this booklgt

Our plan has people afficte interpreterservices available to answer questions fohsabled

andnonEnglish peaking memberdVe can also give you information lizxge printor
Spanishat no costfyouneeditWe ar e required to give you info
benefitsin a formatthat is accessible and appropriate for ybouget information from us in a

way that works for you, please c@lustomer Caréphone numbers are printed on the back

cover of this booklet)

If you have any trouble getting information from our pilam format that is accessible and
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 (tolHree),or E-mail: compliance@globalhealth.coiou may also file a

complaint with Medicare by callinir800-MEDICARE (1-800-633-4227)or directly with the

Office for Civil Rights. @ntact 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 chogw@zary care provider (PCH) the

pl anés 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 ge¢ferrakto 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 ddf we have denied
coverage for your medi cal care or drugs and vy
Section 4 tells what you can do.)


mailto:compliance@globalhealth.com
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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 #dApersonal heal th 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 &evrinotice, called a
ANoti ce of Pthattelis abput tResearightsiara explains how we protect the
privacy of your health information.

How do we protect the privacy of your health information?

A

T We make sure that unarchahgeyoureers. peopl e donb

f I'n most situations, if we give your health
care or paying for your care/e 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 information/ergoent
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 yo@orimation 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 trg phd 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 tecide 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 infornlatise, p
call Customer Caréphone 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 Membersdé Protected Health Information APH
state laws and regulations, including the Health Insurance Portability and AadaititynAct of

1996 (HIPAA) and the Health Information Technology for EconomicG@inadcal Health

(HITECH) Act.

How GlobalHealth May Use or Disclose Your Health Information

For TreatmentWe may use and/or disclose your PHI to a healthmar@der, hospital, or other
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 sedatiesred to you that 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 hdgftlan in which you 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, mternal auditing, utilization review, medical or peer review, certification,
regulatory compliance, internal training, accreditation, licensing, credentialing, investigation of
complaints, performance improvement, etc.

HealthRelated Business and Servicé#&ge may use and 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 usand/or disclose information about you as
permitted or required by law. For example, we may disclose information:

1 To a regulatory agency for activities including, but not limited to, licensure, certification,
accreditation, audits, investigations, inspaetsicand medical 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 othawful process;

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), Stateepartment of 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 andn;regul ati ons
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For coordination of insurance or Eieare 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 of the threat); and

1 Inthe course of any administrative or judicial preding, where required by law.

Business Associate¥/e may use and/or disclose your PHI to business associates that we
contract with to provide services on our behalf. Examplelside consultants, 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 wilbperly safeguard your PHI.

Personal/Authorized RepresentatiVée 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 invely in your 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 digsle your PHI 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 Reminder&Ve may use and/or disclosure your PHI tatact you as 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 telepho

Medication and Refill Reminder8Ve 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 weusey our PHI to make a Al i mited dat a
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 the 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 Idf #r marketing or fundraising purposes, and disclosures
that constitute a sale of PHI regriyour written authorization.

NOTE: The information authorized for release may include records which may indicate the
presence of a communicable or raymmunicéle disease 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 mustiaele in writing. 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, yappesiyto 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 telephanember. Your 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 theight to request 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 Notiee€elve an

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 recordyolf request more 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 Use®@closures

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 informatigou want to limit; (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 thaformation is 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 Rguest Amendment 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 isohin writing 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 opy, or (4) 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 notificati@f any breaches 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 authgozatiave
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 thekew provisions 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 Healthlaman

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 Classic (HMQyou 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 gettingrif@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 Caréhone
numbersare printed on the badoverof this booklet):

1 Information about our plan. This includes, for exampl e,
financial condition. It also includes information about the number of appeals made by
members and the plandés performance ratings
members and how it agpares 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 hovaywne
providers in our network.

o For a | ist of the pr oviPdaederiractary t he pl an
o For a |ist of the phar m&RkaimacyDiiectoryt he pl a

o For more detailed information about our providers or pharmacies, you can call
Customer Caréhone numberare printed on the badoverof this booklet) or
visit ourwebsiteat 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 services are covered
for you, any restrictions to your coverage, and what ruleswast follow to get
your covered medical services.

o To get the details on your Part D prescription drug coverage, see Chapters 5 and 6
of this book Lisof Cavérad Orugs (Fermualyphesé chapters,
together with thé.ist of Covered Drug&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 rules or restrictions, pleas€ustibmer Care
(phone numberare printed on thedzk coverof 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 your coverage is
restricted in some way, you can ask us for a written explanatianhdee 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 with a decision we make about what
medical care or Part D drug is covered for yow fiave the right to ask us to
change the decisiolou can ask us to change the decision by making an appeal.
For details on what to do if something is not covered for you in the way you think
it should be covered, see Chapter 9 of this booklet. It goashe 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, and other
concerns.)

o If you want to ask our plan to pay our share of a bill you heweived 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 condition and your
treatment choiceim a way that you can understand

You also havehe 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 thght 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 pliaalso includes being told about programs
our plan offers to help members manage their meditmtiod 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 tigeeiny experimental treatments.

T The r i ght oYiowhaw thg righit to cefuse 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 righstop 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 denied care 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 &ty svhat you want to happen if you are in this situation.
This means thaif you want t¢ 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 want them 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 a |l bdwvahcefiiredcives. 0 There are different types of ad
for them. Dolwviogmdl ot apodex df tterdey for healthcared ar e e x amp |
of advance directives.

|l f you want to use an fadwosreeiswhattodact i veo t o

1 Get the form. If you want to 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 gembbrmation about Medicare.
You can also conta€@ustomer Caréo ask for the forms (phone numbarg printed on
the backcoverof this booklet).

1 Fill it out and sign it. Regardless of where you get this form, keep in mind that it is a
legal document. Wu should consider having a lawyer help you prepare it.

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 cops to close friends or family members as well. Be sure to keep
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 hosai, they will ask you whether you have signed an advance
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 choicevhether you want to fill out an advance directivegincluding
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 signed an advance directive, and you believe that a doctor or hidpitatifollow
the instructions in it, you may file a complaint with

Oklahoma Board of Medical Licensure and Supervision
101 NE 5%' St
Oklahoma City, OKr31051821

Phone: 1800-381-5419 (tolHree) or (405P962-1400(local)
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Section 1.6 You have the right to make complaints and to ask us to
reconsider decisions we have made

If you have any problems 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 problemnmeco depends on the

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. Whateveriyasldfor a coverage
decision, make an appeal, or make a compiame are required 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, pled3estather
Care(phone numberare prnted on the bac&overof 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 unfairly or 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 Department o DfficelfreCivit Rightsat H800-368MGLd Ser v i
or TTY 1-800-537-7697, 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 respmutedt nots
about discrimination, you can get helgaling with the problem you are having:

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, goQbapter 2, Section 3.

1 Or,you can call Medicareat 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7
days a week. TTY users should calB17-486-2048.

Section 1.8 How to get more information about your rights

There are several places where you can geg mdormation about your rights:

1 You cancall Customer Care(phone numberare printed on the badoverof this
booklet).
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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 Medicareebsiteto read or download the publication
AMedi car e Ri gh(Tre pulicRionestawitalldab ns . 0
www.medicare.gov/Pubs/pdf/11534edicareRightsandProtections.pdj

o Or, you can call BOOMEDICARE (1-800-633-4227), 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 abarigaustry. To
determine whether a new drug or other medical development hatelomdpenefits, our plan
carefully monitors and evaluates new technologies for inclusion as covered benefits. These
technologies include medical procedures, medical devacesnew 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 withgggssons (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 yeaina questions,
please calCustomer Caréphone numberare printed on the bacdovero f t hi s bookl et)
here to help.

1 Get familiar with your covered services and the rules you must follow to get these
covered servicesUse thisEvidence of Coveragpooklet to learn what is covered for you
and the rules you need to follow to get your covered services.

o Chapters 3 and 4 give the details about your medical services, including what 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 cowveaalgition
to our plan, you are required to tell éease calCustomer Careo let us knav (phone
numbersare printed on the badover of this booklet)


https://ghhllc-my.sharepoint.com/personal/rosalie_stavinoha_globalhealth_com/Documents/Desktop%20OneDrive/www.medicare.gov/Pubs/pdf/11534-Medicare-Rights-and-Protections.pdf
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0 We are required to follow rules set by Medicare to make sure that you are using
all of your coverage in combination 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 avail ablceordinate ypuo henefitgfhbr mdrd hel p vy
information about coordination of befits, go to Chapter 1, Sectidg.)

1 Tell your doctor and other health care providers that you are enrolled in our plan.
Show your plamembership IDcardwhenever you get your medical care or Part D
prescriptiondrugs.

1 Help your doctors and other providdrelp 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 as you are able to about your health problems and give them the
information hey need about you and your health. Follow the treatment plans and
instructions that you and your doctors agree upon.

o0 Make sure your doctors know all of the drugs you are taking, includingftosrer
counter drugs, vitamins, and supplements.

o If you have anyjuestions, 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 you dondét wunderstand the a

1 Be considerateWe expect all our membgto respect the rights of other patients. We
al so expect you to act in a way that hel ps
hospitals, and other offices.

1 Pay what you oweAs a plan member, you are responsible for these payments:

o In order to be d@jible for our plan, you mugtaveMedicare Part A and Medicare
Part B Some plan members must pay a premium for Medicare RaftoAt plan
members must pay a premium for Medicare Part B to 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 wiltbeayment
(a fixed amountpr coinsurance (a percentage of the total c&tapter 4 tells
what you must pay for yo medical services. Chapter 6 tells what you must pay
for your Part D prescription drugs.

o If you get any medical services or drugs that are not covered by our plan or by
other insurance you may have, you must pay the full cost.

- If you disagree with our agsion 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.
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o If you are required to pay the extra amount for Part D because of your yearly
income, you must pay thextra amountlirectly to the government remain a
member of the plan.

(@}
(7]

1 Tellusifyoumovel f you are going to move, it
Customer Caréphone numberare printed on the badoverof 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 servicgyaveajll have a
Special Enrolimet Period when you can join any Medicare plan available in your new
area. V¢ 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 knowso we can keep your
membership recordp to date and know how tom@act you.

o If you move, it is also important to tell Social Security (or the 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 concerndNe also welcome any
suggestions you may have for improving our plan.

o Phone numbers and calling hours @rstomer Carare printed on the badover
of this booklet.

o For more information on how to reach us, including our mailing address, please
see Chagr 2.

mg
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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 problemgyu need to use thgrocess 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 prompt

handling of your problemsach 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 right process 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, thihapter explains the legal rules and procedures using simpler words

in place of certain | egal terms. For exampl e,
rather than Afiling a grievance, 0 ficomnweroage d
A c ov er annationdloert efiastk det emmdi Md tnidemp,edvdent Revi ew
instead of Alndependent Review Entity.o It al

However, it can be helpfiiland sometimes quite importantor youto 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 your situation. To help you kwavhich 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 knowledge you need toetéthke 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 contacktaarHealth

Insurance Assistance Program (SHIR)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 which process yowsbkdaltiandle

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 18800-MEDICARE (1-800633-4227), 24hours a day, 7 g& a week.
TTY users should call-877-486-2048.

9 You can visit the Medicareebsite(www.medicare.goy

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 with your 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
coveredor not, the way in which they are covered, and problems related to payment for
medical care or prescription drugs.)

Yes.My problem is about benefits or coverage.

Go on to the next section of thischaptge ct i on 4, AA gui de to
coveragedec si ons and appeals. o

No. My problem isnotabout benefits or coverage.

Skip ahead t&ection 10at the end of this chaptédt:tHow t o make a ¢ omg
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 coveragéor medical services and prescription drugs, including problems 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 desion is a decision we make about your benefits and coverage or about the amount
we will pay for your medical services or drugs. For example, your plan network doctor makes a
(favorable) coverage decision for yahenever you receive medical care from hinter or if

your network doctor refers you to a medical speciafisti 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 to know if we will cover a medical secei 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 a service 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 wafasking us to review and change a coverage decision we
have made.

When you appea decisiorfor the first time, this is called a Level 1 Appeal. In this appeal,

review the coverage decision we made to check to see if we were following all of the rule
properly.Your appeal is handled by different reviewers than those who made the original

unfavorable decisioWhen we have completed the review we give you our deciSioter

certain circumstances, which we discuss later, you can request an expeditdfiiba st cover a
deci siono 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 andependenReview Qganization that is not connected to (is.

some situations, your case will be automatically sent tonithependenReview Qganization for

a Level 2 Appeal. In other situations, you will need to ask for a Level 2 Apffeall) are not
satisfied with the decision at the Level 2 Appeal, you magithe to continue througidditional
levels 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 decide to ask for any
kind of coverag decision or appeal a decision:

9 Youcan call us atCustomer Care(phone numberare printed on the badoverof this
bookle).

1 Youcan get free helgfrom yourState Health Insurance Assistance Program (see Section
2 of this chapter).

9 Your doctor can make a request for you.

o For medical carer Part B prescription druggour doctor can request a coverage
decision or a Level 1 Appeal on your beh#liour appeal is denied at Level 1, it
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will be automatically forwarded to Level Zo request any appeatter 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 Appeal on your béfallequest any
appeal after Level 2, your dtmr 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 for you as your fArepresentat

appeal.

o There may besomeone 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 representative, cadlustomer Caréphone numberare printed on the back

cover of this bookletand ask forth@ Appoi nt ment oformRepr esen
(The form is al sowebsiteat | abl e on Medicar e

www.cms.gov/Medicare/CMEorms/CMSForms/downloads/cms1696.paif on
ourwebsiteat www.GlobalHealth.comThe form gives that person permission to
act on your behallt must be signed by you and by the person who you would
like to act on your 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 groups that 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 are four different types of situations that involve coveragsidns and appeals. Since
each situation has different rules and deadlines, we give the details for each one in a separate
section:

1 Secton50f this chapter: AYour medical <care:

make an appeal o

1 Section 6ofthischp t er : AYour Part D prescription
deci sion or make an appeal o

1 Secton7o0f this chapter: i H oimpatienthospital lstayuf gou t o
think the doctor is discharging you too

H

dr

cov
SO
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1 Section 8ofthischapter AiHow t o ask us to keep coveri ng
think your cover aApgiesitoghese sedvices gnhome reealtls care,n 0  (
skilled nursing facility care, and Comprehensive Outpatient Rehabilitation Facility
(CORF) services

I f youdre not sure whi tdse mlEustomenoCargphaneinurebers ul d b
are printed on the badover of this booklgt You can also get help or information from

government organizations such as yodtFS(Chapter 2, Section 3, ¢iiis 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 thischapter(gui de t o fAthe basicso of
and appealy? If not, youmay 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 your benefitg medical care and services. These benefits are described in
Chapter 4 of this bookleMedical Benefits Chart (what is covered and what yoy.p&y keep

things simple, we generally refer to fAmedi cal
section, instead of repeating fimédhkkiteomal <care o
A me di c antludesanedecd items and services as well as Medicare RPagsBription

drugs. In some cases, different rules apply to a request for a peedaption drug. In those

cases, we will explain how the rules for PagrBscription 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 gtting 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 by the plan.

3. You have received medical care 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 that you believe should be covered by the
plan, and you want to ask our plan to reurse 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 could harm 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 of this chapter because special

rules applytothesey pes of car e. Hereds what to read

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 8ow to ask us to keep covering certenadical 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 being told that medical care you have dpetéing
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:

To find out whether we will cover the You can ask us tmake a coverage decision for yo
medical care you want Go to the next section of this chaptgection 5.2

If we already told you that we will no You can make aappeal (This means you are
cover or pay for a medical service in asking us to reconsider.)

the way that you want it to be covere gkin ahead t@ection 5.30f this chapter.
or paid for
If you want toask us to pay you back You can send us the bill.

for medical care you have already  gkin ahead t@ection 5.50f this chapter.
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, itiscalleddnhor gani
determination. O
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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
i f acoweragedeci si on. 0O

Legal Terms
A Afast coverage d
ARexpedited det er mi

How to request coverage for the medical care you want

1 Start by callingwriting, or faxing our plan to make your request for us to
authorize oprovide coverage for the medical care you want. You, 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 callediHow to contact us when you are asking for a coverage decision
about your medical care

Generally we use the standard deadlines for giving you our decision

When we give you our decision, we will wuse th
to use t he A standatd oovetdagededision meass.we will give you an

answer within 14 calendar daysafter we receive your requdst a medical item or

savice. 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 can take up to 14 more
calendardaysif you ask for more the, or if we need information (such as medical
recordsfrom outof-network providersthat may benefit you. If we decide to take
extra days to make the decision, we will tellyou inwritdg can 6t t ake ext
to make a decision if your request is éoMedicare Part B prescription drug.

1 Ifyou believe we shouldott a ke 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. (Thecpss for making a complaint
is different from the process for coverage decisions and appeals. For more
information about the process for making complaints, including fast complaints,
see Section 10 of this chapter.)

If your health requiresit, askustg i v e y oaoveragafief caissti on 0

1 A fast coveragedecision means we will answer within 72 hourié your request
is for a medical item or servicelf 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 informatiothat may benefit yois
missing(suchas medical records from eaf-network providers)or if you
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needtime to get information to us for the review. If we decide to take extra
days, we will tell you in writhngWe candét take extra ti me
if your request is for a Medicare P& 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
process for making complaints, including fast complaints, see Section 10 of
this chater.) 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 fastoveragealecisiononly if you are asking for coverage for
medical cargzou have not yet receiveou cannofask br a fastcoverage
decision if your request is about payment for medical care you have already
received)

0 You can get a fastoveragealecisiononly if using the standard deadlines
couldcause serious harm to your health or hurt your abilitjutaction.

T I'f your doctor tell s us covaraged eyca usri ohne adl twhe
will automatically agree to give you a fastoveragedecision.

1 Ifyou ask for a fastoveraged e ci si on on your own, without
we will decide wheher your health requires that we give you a tasterage
decision.

o If we decide that your medical condition does not meet the requirements for a
fastcoveragalecision, we will send you a letter that says so (and we will use
the standardeadlines instead).

o This letter will tell you that if your doctor asks for the fagveragelecision,
we will automatically give a fastoveragedecision.

o The |l etter will also tell how you can
to give you a staratd coveragalecision 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 ®fast coverage deci sion

1 Generally, for a fastoverageadecisionon a request faamedical item or servigave
will give you our answewithin 72 hours. If your request is for a Medicare Part B
prescription drugwe will answemwithin 24 hours.

0 As explained above, we can take up to 14 ncatendardays under certain
circumstances. If we decide to take extra days to makeotreragedecision,
we will tell you in writingpWe candét take extra time to
request is for a Medicare Part B prescription drug.
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o Ifyou believe we shouldott a ke extra days, you can fi
about our decision to take extra days. When you file a fast complaintiliwe
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 72 hours (or if there is an ég&ten
time period, by the end of that period},24 hours if your request is for a Part B
prescription drugyou have the right to appeal. Section 5.3 below tells how to
make an appeal.

1 If our answer is no to part or all of what you requestedye will sendyou a
detailed written explanation asway we said no.

Deadlines for a fistbtandard coverage deci sion

1 Generally, for a standambveragelecisionon a request for a medical item or seryice
we will give you our answewithin 14 calendardays of receiving yur request. If
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,can take up to 14 mocalendar
days (fian ext eunddrecertain dircurastapcesr I we degide to
take extra days to make theveragalecision, we will tell you in writingWe
canot take extra time to make a deci si
prescription drug.

o Ifyou believe we shouldottak e extra days, you can fil
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, includingdamplaints, see Section
10 of this chapter.)

o If we do not give you our answer within tdlendadays (or if there is an
extended time period, by the end of that period),2 hours if your request is
for a Part B prescription drugou have the right to appeal. Section 5.3 below
tells how to make an appeal.

9 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why waid 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 reconsgiderd perhaps changehis
decision by making an appeal. Making an appeal meahking another try to get the
medical care coverage you want.
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1 If you decide to makanappeal, it means you are going on to Level 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 areview of a medical care coverage decision
made by our plan)

Legal Terms

An appeal to the plan about a medical ce
coverage decision is called a plan
Aireconsideration. o

Step 1: You contact us and make your appeal. If your health requires a quick
response, you mustask forafif ast appeal . 0

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 callediHow to contactuswhen you
are making an appeal about your medical care.

1 If you are asking for a standard appeal, make yourtandard 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 contactiswhen 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 Caréphone
numbersare printed on the badover of this bookletand ask for the
AAppoint ment of Representativeo for m.
websiteat www.cms.gov/Medicare/CM&orms/CMS
Forms/downloads/cms1696.poif on ourwebsiteat www.GlobalHealth.com
While we can accept an appeal request without the form, we daegiotor
complete our review until weeceive it. If we do not receive the form within
44 calendadays after receiving your appeal request (our deadline for making
a decision on your appeal), your appeal request willisraissedIf this
happens, we will send you a written noteelainingyour right to ask the
Independent Review Organization to review our decigatismiss your
appeal
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1 If you are asking for a fast appeal, make your appeal in writing ocall usat
the phone number shown in Chapter 2, Sectidddiv(to contacuswhen you are
making an appeal about your medical care

1 You must make your appeal request within 60 calendar dayfsom 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 and éa/good reason for missingatplain
the reason your appeal is late when you make your ajWeahay give you more
time to make your appedtxamples of good cause for missing the deadline may
include if you had a serious illness that prevented yau frontacting us or if we
provided you with incorrect or incomplete information about the deadline for
requesting an appeal.

1 You can ask for a copy of the information regarding your medical decision
and add more information to support your appeal.

0 You havethe right to ask us for a copy of the information regarding your
appeal.

o If you wish, you and your doctor may give us additional information to
support your appeal.

|l f your health requires it, ask for a fAfast
Legal Terms
A Afast appeal 0 i s

Aexpedited reconsi

1 If you are appealing a decision we made about coverage fathedy®u have not yet
received, you and/or your doctor wil/ nee

T The requirements and procedures for gett.i
getti neovemgahid aisdsi on. 06 To ask for a fast ap
asking for a fastoveragealecision. (These instructions are givearlier in this
section.)

T 1'f your doctor tells wus that your health
appeal.

Step 2: We consider your appeal and we give you our answer.

1 When our plan is reviewing your appeal, we take another cdoekibt 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.

1 We will gather more information if we need it. We may contact you or your doctor to
get moreinformation.
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Deadlines fox a fAfast appeal

1 When we are using the fast deadlines, we must give you our angtver72 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 morteme, 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 servic we decide to take extra days to make the
decision, we will tell you in writingVe ¢ a n éxtra timeatk neake a
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 to automatically send your
requesbn to Level 2 of the appeals process, where it will be reviewed by an
IndependenReview Qganization. Later in this section, we tell you about this
organization and explain what happens at Level 2 of the appeals process.

1 If our answer is yes to part or d of what you requested,we must authorize or
provide the coverage we have agreed to provide within 72 hours after we receive your

appeal.

1 If our answer is no to part or all of what you requestedyve will automatically
serd your appeal to the Independd&eview Organization for a Level 2 Appeal.

Deadlines for @ fistandard appeal

1 If we are using the standard deadlines, we must give you our ams\aeequest for
a medical item or serviogithin 30 calendar daysafter we receive your appeal if
your appeald about coverage for services you have not yet recdiwgalir request
is for a Medicare Part B prescription drpgu have noyetreceived we will give you
our answer withiry calendar daysafter we receive your appesli/e will give you
our decision soner 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 yowye can take up to 14 more calendar dayiyour request
is for a medical item or servick we decide tdake extra days to make the
decision, we will tell you in writhnge can 6t take extra ti me
decision if your request is for a Medicare Part B prescription drug.

o Ifyou believe we shouldott ake extra days, you can fi
about air 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, including fast complaints, see Section
10 of this chapter.)

o If we do not give you an answer by thpplicabledeadline abovéor by the end
of the extended time period if we took extra dags/our request for a medical
item or servicg we are required to send your request on to Level 2 of the
appeals process, where itiMoe reviewed by ahmndependenReview
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Organization. Later in this section, wadk 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 requestedye must authorize or
provide the coverage we have agreed to provide withcaBhdadaysif your
request is for a medical item or servioewithin 7 calendar daysif your request
is for a Medicare Part B prescription drug

1 If our answer is no to part or all of whatyou requested we 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 apgeale
required to send your appeal to Whene Al nde
we do this, it means that your appeal is going on to the next level 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 ailtomaticallybe sent on to the next level of
the appeals process. During the Level 2 Appeallntiependent Review Orgarization reviews

our decisionfor your first appeal. This organization decides whether the decision we made

should be changed.

Legal Terms

The for mal name f o
Revi ew Or ganiilzmdéd pe
Revi ew Eissomdtiyes oallethe
Al RE. 0O

Step 1: The Independent Review Organization reviews your appeal.

1 The Independent Review Organization is an independent organization that is
hired by Medicare. This organization is not connected with us and it is not a
government agencyhis organization is a company chosen by Medicare to handle
the job of being the Independent Review Organization. Medicare oversees its work.

1 We will send the information about your appeal to this organization. This information
i's call ed yrouwhave theright te ask us forea.capy of your case file

1 You have aright to give the Independent Review Organization additional information
to support your appeal.



2021 Evidence of Coverage for Generations Classic (HMO) 188
Chapter 9. What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

1 Reviewers at the Independent Review Organization will take a careful look at all of
the nformation related to your appeal.

| f you hadoatfiftesel appegbu widdtlLewll2so have a

1 If you had a fast appeal to our plan at Level 1, you will automatically receive a fast
appeal at Level 2. Theeview organization mustige you an answer to your Level 2
Appealwithin 72 hours of when it receives your appeal.

1 However, ifyour request is for a medical item or service tr@independent Review
Organization needs to gather more information that may benefittyzan take up
to 14 more calendardaysThe | ndependent Review Organi :z
time to make a decision if your request is for a Medicare Part B iserdrug.

| f you had a odst aedetdlappeal will cal so have
Level2

1 If you had a standard appeal to our plan at Level 1, you will automatically receive a
standard appeal at Level 2. If your request is for a medicalateservice, the review
organization must give you an answer to your Level 2 App#hin 30 calendar
daysof when it receives your appeal. If your request is for a Medicare Part B
prescription drug, the review organization must give you an answer td.goel 2
Appealwithin 7 calendar daysof when it receives your appeal

1 However, ifyour request is for a medical item or service trdindependent Review
Organization needs to gather more information that may benefittyzan take up
tol4 more caledardays The I ndependent Review Organi :
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 Independent Revie@rganization will tell you its decision in writing and explain the
reasons for it.

1 If the review organization says yes to part or all o& request for a medical item
or service we must authorize the medical care coverage within 72 hours or provide
the sevice within 14 calendar daysdter we receive the decision from the review
organizatiorfor standard requests or within 72 hours from the dateeceive the
decision from the review organization for expedited requests.

1 If the review organization says yes$o 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 withi72 hoursafter we receive the decision from the review
organization fostandard requestsor within 24 hoursfrom the date we receive the
decision from the review organization fxpedited requests

1 If this organization says no to part or all of your appealit means they agree with
us that your request (or part of your request) for coverage for medical care should not
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be approved. (This is called Auphol ding t
your appeal . 0)

o If the Independent Review Organizatidbru p hol ds t he dhexdghtsi ono
to a Level 3 Apeal.However, to make another appeal at Levéh8,dollar value
of the medical care coverage you are requesting must meet a certain minimum. If
the dollar value of the coverage you are requessingo low, you cannot make
another appeal, which means that the decision at Level 2 isThakvritten
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 meetrdggiirements to continue
with the appeals process, you must decide whether you want to go on to Level 3 and
make a third appearlhe details on how to do this are in the written notice y&u g
after your Level 2 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 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 wantto 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 ask for reimbntse 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 reimbursement,rgasking 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 Baefits Chart (what is covered and what you pawe will

also check to see if you followed all the rules for using your coverage for medical care (these
rules are given in Chapter 3 of thisbooklégts i ng t he pl ands coverage f ¢
services.
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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. Or, ifyowhan 6t pai d for the servic
payment directly to the provider. Wisen we
to your request for a coverage decision.)

1 If the medical care isotcovered, or you didotfollow all the rules, we wilhot send
payment. Instead, we will send you a letter that says we will not pay for the services and
the reasons whyn detal ( 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 doyoy 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 yourrequest 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,mugst give 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 Revie®rganization 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 paynm you requested 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 t o At he basicso of
andappeal3? If not, you may want to read it before you start this section.

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 incledeerage for many prescription drugdease
ref er t oListouCoverpd DaugsiRormularyJo be covered, the drug must be used for
a medically accepted indicatiofAi me di cal | y ac c eysd oftbe diugntdatic at i on o
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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
Adr mga hie rest of this section, instead of
drugo or APart D drugo every ti me.

9 For details about what we mean by Part D drugsl,.isteof Covered Drug@~ormulary),
rules and restrictions on coverage, and cost infoomasee Chapter®&J(s i ng our pl at
coverage for your Part D prescription drygand Chapter §What you pay for your Part
D prescription drugk

Part D coverage decisions and appeals

As discussed in Section 4 of this chapter, a coverage decisiondsieve 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 drugsis callediac o ver ag e
determination. O

Here are examples of coverage decisions you askmake about your Part D drugs:

1 You ask us to make an exception, including:

o Asking us to cover a PaktLidgtofDovetedDrggst hat i
(Formulary)

o Asking us to waive a restriction on the
on theamount of the drug you can get)

0 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 any applicable
coverage rules. (For exampistefCovevdi®mgsy our dr
(Formulary)but we require you to get approval from us before we will cover it for you.)

o0 Please notelf your pharmacy tells you that your prescription cannot be filled as
written, the pharmacy will give yoawritten notice explaining how to contact us
to ask for a coverage decision

1 You ask us to pay for a prescription drug you already boddis is a request for a
coverage decision about payment.

If you disagree with a coverage decision we have made, you can appeal our decision.
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This section tells you both how to ask for coverage decisions and how to request an appeal. Use
the chart belovto help you determine which part has information for your situation:

Which of these situations are you in?

If you are in this situation: This is what you can do:

fyou need a dr ug t | Youcanaskustomake an exception. (This
List or need us to waive a rule or restrictic type of coverage decision.)

onadrug we cover Startwith Section 6.2of this chapter.

If you want us to cover a drug on our Dru You can ask us for a coverage decision.

List and you believe you meet any plan  gyip ahead t&ection 6.4of this chapter.
rules or restrictions (such as getting

approval in advance) for the drug you nee

If you want to ask us to pay you back for ¢ You can ask us to pay you ba¢khis is a type
drug you have already received and paid of coverage decision.)

for. Skip ahead t&ection 6.4of this chapter.

If we already told you that we will not You can make an appeal. (This means g
cover or pay for a dig in the way that you asking us to reconsider.)

want it to be covered or paid for Skip ahead t&ection 6.50f this chapter.

Section 6.2 What is an exception?

If a drug is not covered in the way you would likéo be covered, you can ask us to make an
Afexception. 0 An exception is a type of covera
decisions, if we turn down your request for an exception, you can appeal our decision.

When you ask for an exception, 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 exeples of exceptions that you or your doctor or other presccadén ask us to make:

1. Covering a Part D drug for you that is not on ourList of Covered Drugs
(Formulary).( We c al | it the fADrug Listo for short

Legal Terms

Asking for coverage of a drug that is not
the Drug List is sometimes called asking
foran f or mul ary excep
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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(Non-
preferred Drugs)You cannot ask for an exception to the copayment or coinsurance
amount we rguire you to pay for the drug.

2. Removing a restriction on our coverage for a covered drugdlhere are extra rules or
restrictions that apply to certain drugs on bist of Covered Drug@~ormulary) (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
askingforaif or mul ary ex

1 The extra rules and restrictions on 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 advandeefore we will agree to cover the drug for
you. (This is sometimes called Aprior

0 Being required to try a different drug firsefore we will agree to cover the
drug you are asking for. (This i s some

o Quantity Imits. For some drugs, there are restrictions on the amount of the
drug you can have.

1 If we agree to make an exception and waive a restriction for you, you can ask for
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 esfsaring 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
nonpreferred drugs sometimes called
askingforeit i eri ng exce

1 If our druglist contains alternative drug(s) for treating your medical condition that are
in a lower cossharing tier tharyour drug you can ask us to covgour drugat the
costsharing amount that appliesttee alternativelrug(s). This would lower your
share othe cost for the drug.
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Alf the drug youb6re taking is a biolo
your drug at the costharing amount that applies to the lowest tier that
containsbiological productlternatives for treating your condition.

A lfthe drug youb6re taking is a brand n
your drug at the costharing amount that applies to the lowest tier that
contains brand name alternatives for treating your condition.

Alf the drug youodr e t aagkiusitgcoversyous gener
drug at the costharing 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 esi®ring tier for any drug ifiier 5(Specialty
Drugs.

1 If we approve your request for a tiering exception and there is more than one lower
costs haring 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 wheroy 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 requegtand would not cause more side effects or other health

problems, we will generallgiot approve your request for an exceptitiryou ask us for a tiering

exception, we will generallgiot approve your request for an exception unless all the alternative
drugsinthelowercost har i ng ti er (s) wor@arélikelwoocaukeaas wel | f
adverse reaction or other harm

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
theplan year. This is true as long as your doctor continues to prescribe the drug for you
and that 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 @éasion by
making an appeal. Section 6.5 tells how to make an appeal if we say no.

The next section tells 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 acevweraged e c i s iYaurcanaot ask for a fast coverage decision if you are
asking us to pay you back for a drug you already bought.

What to do

1 Request the type of coverage decision you wargtart by calling, writing, or faxing us
to make your request. You, your representative, or your doctor (or other prescriber) can
do this.You can also access theverage decision process through wabsite For the
details, go to Chapter 2, Section 1 and look for the section chléedto contact us when
you are asking for a coverage decision about your Part D prescription d@rgéyou
are asking us tpay you back for a drug, go to the section caNgtere to send a request
askingus to pay for our share of the cost for medical care or a drug you have received

1 You or your doctor or someone else who is acting on your behalan ask for a
coverage decisn. Section 4 of this chapter tells how you can give written permission to
someone else to act as your representative. You can also have a lawyer act on your
behalf.

1 If you want to ask us to pay you back for a drugstart by reading Chapter 7 of this
booKet: Askingusto payour share of a bill you have received for covered medical
services or drugChapter 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 fo
our share of the cost of a drug you have paid for.

T I'f you are requesti ngsumportingsxtcaetpet Meonagctoop r ov i d
or other prescriber must give us the medical reasons for the drug exception you are
requesting. s$upfetingsatialt etnheinst .toh)e Yiour doctor o
fax or mail the statement to us. Or your doctor 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 infomation about exception requests.

1 We must accept any written requestincluding a request submitted on the CMS Model
Coverage Determination Request Form, whscavailable on ouwvebsite

Legal Terms

A fAifast coverage d
NRexpedited coverag

| f your health requirewecrdgdecaskon® to give vy

T When we give you our decision, we wil/ use
agreed t ot asdce adlei mebgaragelecisom means aea wdll give you
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an answer within 72 hours aftercoverage recei ve
decision means we will answer within 24 hoar§ t er we recei ve your d

1 To get a fastcovaage decision, you must meet two requirements:

0 You can get a fagioveragadecisiononly if you are asking for drug you have
not yet received’You cannotsk forfastcoveragedecision if you are asking us
to pay you back for a drug ydwavealready boght.)

0 You can get a fastoveragealecisiononly 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 beverageel | s wu
decision, 0 we will aut omeaveiagedetisioy. agr ee t o

1 Ifyou ask for a fastoveraged e ci si on on your own (without
prescrier 6s support), we will decide whether vy
coveragealecision.

o If we decide that your medical condition does not meet the requirements for a fast
coveragealecision, we will send you a letter that says so (and wausglithe
standard deadlines instead).

o This letter will tell you that if your doctor or other prescriber asks for the fast
coveragalecision, we will automatically give a fastveragelecision.

o0 The letter will also tell how you can file a complaint about @ecision to give
you a standardoveragealecision instead of the fasbveragelecision you
requested. 't t el | sowhiohmeanoyouwodldeggetaur i f a st
answer to your complaint within 24 howsfreceiving the complain{The
proces 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 angitén 24 hours.

o0 Generally, this means within 24 hours after we receive sequestlf you are
requesting an exception, we will give you our answer within 24 hours after we
receive your doctoré6s statement support
answer sooner if your health requires us to.

o If we do not meet this deadline, we are required td yenr request on to Level 2
of the appeals process, where it will be reviewed bywdepement Review
Organization Later in this section, wialk about this review organization and
explain what happens at Appeal Level 2.
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1 If our answer is yes to part orall of what you requestedwe must provide the
coverage we have agreed to provide within 24 hours after we receive your request or
doctordés statement supporting your request

1 If our answer is no to part or all of what you requestedye will send you a wrien
statement that explains why we said W will also tell you howou canappeal.

Deadl ines for a s toabouadrud you laveaaot gegreceiviece ci si on
1 If we are using the standard deadlines, we must give you our angier72 hours.

o Generally, this means within 72 howafter we receive your requeltyou are
requesting an exception, we will give you our answer within 72 hours after we
receiveyoudoct or 6s statement supporting your
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 b\yndap&dentReview
Organization Later in this section, wialk 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 requested

o If we approve your request for coverage, we npusvide the mveragewe have
agreed to providevithin 72 hoursaf t er we receive your req
statement supporting 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 e will also tell you howyou canappeal.

Deadl ines for a s toaboumaynentwreadregyaughave alreadyi s i o n
bought

1 We must give you our answeithin 14 calendar daysafter we receive your request.

o If we do not meet this deadline, we aeguired to send your request on to Level 2
of the appeals process, where it will be reviewgamlndependenReview
OrganizationLater in this section, we talk 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 requestedwe are also required to make
payment to you withiri4 calendar 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 wiye said noWe will also tell you howou canappeal.

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 reconsider and pssibly changé the 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 dru
coverage decision is called a plan
Airedetermination. 0

Step 1: You contact us and make your Level 1 Appeal. If your health requires a

quick response, you mustask forain f 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, éamail, 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 drugs.

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 contactiswhen 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 writing 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 mustaccept any written request,jncluding a request submitted on the CMS Model
Coverage Determination Request Form, which is available owelsite

You must make your appeal request within 60 calendar dayfsom the date on the

written notice we sent to tefbu our answer to your request for a coverage decision. If

you miss this deadline and have 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 illneghat prevented you from contacting us or if we provided you

with incorrect or incomplete information about the deadline for requesting an appeal.



2021 Evidence of Coverage for Generations Classic (HMO) 199
Chapter 9. What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

1 You can ask for a copy of the information in your appeal and add more
information.

0 You have the right tosk us for a copy of the information regarding your appeal.

o If you wish, you and your doctor or other prescriber may give us additional
information to support your appeal.

Legal Terms
A Afast appeal 0 i s
ARexpedited redeter

| f your health requires it, ask for a fnAfast

1 If you are appealing a decisiore made about a drug you have not yet received, you and
your doctor or other prescriber wildl need

ing a ast appeal o

f Ther equi rements for gett A f
ion 6.4 of this chapt:

coveraggleci si ono in Sect

Step 2: We consider your appeal and we give you our answer.

1 Whenwe arereviewing your appeal, we take another carefuklaball of the
information about your coverage request. We check to see if we were following 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 fifast appeal

1 If we are using the fast deadlines, we must give you our angitfén 72 hours after
we receive your appealWe will give you our answer sooner if your health requires it.

o If we do not give you an answer within 72 hours, we are required to send your
request orio Level 2 of the appeals process, where it will be reviewed by an
Independent Review Organization. Later in this sectiontalkeabout this review
organization and explain what happens at Level 2 of the appeals process.

1 If our answer is yes to part or al of what you requestedwe must provide the
coverage we have agreed to provide within 72 hours after we receive your appeal.

9 If our answer is no to part or all of what you requestedye will send you a written
statement that explains why we said no ana yiou canappeal our decision.
Deadlines for @@ fistandard appeal

1 If we are using the standard deadlines, we must give you our anger7 calendar
daysafter we receive your appdak a drug you have not received ydéte will give you
our decision saeer if you have not received the drug yet and your health condition
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requiresustodost.f you believe your health require
appealb

o If we do not give you a decision within 7 calendar days, we are required to send
your requeton to Level 2 of the appeals process, where it will be reviewed by an
Independent Review Organization. Later in this sectionalkeabout 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 npustide the coveragewve have
agreed to provide as quickly as your health requiresydldter than 7 calendar
daysafter we receive your appeal.

o If we approve a request to pay you back for a drug you already bought, we are
required tossend payment to yowvithin 30 calendar daysafter we receive your
appeal 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 no and filowcanappeal our decision.

1 If you are requesting that we pay you back for a drug you have already boaghtistv
give you our answewithin 14 calendar daysafter we receive youequest.

o If we do notgive you a decision within 14 calendar days, are required to send
your request on to Level 2 of the appeals process, where it will be revigveed b
Independent Review Organizatidrater in this section, we talk about this revie
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 required make
payment to you within 36alendar days after we receive your request.

9 If our answer is no to part or all of what you requested we will send you a written
statement that explains why we said no. We will also tell youywmwcan appeal our
decision

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 appeal, it means 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 you decide to go on to a Level 2 Appedhdbpendent Review
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Organization reviews the decision &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
Or gani z atiil amrde pies dtemd
Ent iltiysontetimes calledtiiel RE. 0

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 Appealith the Independent Review
Organization. These instructions will tell whan 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 will send the
information we have about your appeal to this organization. This iaftaymis called
y our i cYos lavefthe tigat toask 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 with us and it is not a government
agency. This organization is a company chdseMedicare 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 to your appeal. The organization will tell you its decision in writing
andexplain the reasons for it.

Deadl ines f oatLevelf2ast appeal

T I'f your health requires it ask the I ndepe

T I'f the review organization agrees to give
must give yowan answer to your Level 2 Appeaithin 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 provide the drug coverage that was approved by the review
organizatiorwithin 24 hours after we receive the decision from the review organization.
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Deadl ines forodilstel2ndard appeal

1 If you have a standard appeal at Level 2, the review organization must give you an
answer to your Level 2 Appeaithin 7 calendar daysafter it receives your appeiflit
is for a drug you have not received .yléyou are requesting that we pay you back for a
drug you have already bought, the review organization must give you an answer to your
level 2 appeal within 14 calendar days afteedeives your request.

1 If the Independent Review Organization says yes to part or all of what you
requestedi

o If the Independent Review Organization approves a request for coverage, we must
provide the drug coveragehat was approved by the review orgaationwithin
72 hoursafter we receive the decision from the review organization.

o If the Independent Review Organization approves a request to pay you back for a
drug you already bought, we are requirede¢ad payment to you within 30
calendar daysafterwe 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 reqluegisng t{tAdidecissicahnl| @dl fiuip$
your appeal . 0)

If the Independent ReviewOngd z at i on @ up hyol khethetrigheto alleveli3s i on o
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 dfulgeoverage you are

requesting is too low, you cannot make another appeal and the decisioela lsfinal. 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 turned down and you meet the requirements to continue with
the gpeals 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 after your second appeal.

1 The Level 3 Appeal is handled bg AdministrativeLaw Judgeor attorney adjudicator
Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.



2021 Evidence of Coverage for Generations Classic (HMO) 203
Chapter 9. What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

SECTION 7 How to ask us to cover alonger 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
about our coverage for your hospital care, including any limitatorbis coverage, see Chapter
4 of this bookletMedical Benefits Chart (what is covered and what you.pay)

During yourcoveredhospital stay, your doctor and the hospital staff will be working with 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 tdmsehargedaepd t al is called vy
1 When your discharge date has been decided, your doctor or the 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 setils 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 noticaledAn Important
Message from Medicarabout Your Right&veryone with Medicare gets a copy of this notice
whenever they are admitted to a hospital. Someone at the h@&pietampé, a caseworker or
nurse) musgive it to you within two days after you are admittégou do not get thaotice,

ask any hospital employee for it. If you need help, pleas€aaliomer 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 shoultl-8Zll-486-2048.

1. Read this notice carefully and Itaedskkpouguest i o
about your rights as a hospital patient, including:

1 Your right to receive Medicareovered services during and after your hospital stay,
as ordered byour doctor. This includes the right to know what these services are,
who will pay for them, and where you can get them.

1 Your right to be involved in any decisions about your hospital stayy@amudright to
know who will pay for it.

1 Where to report any ozerns you have about quality of your hospital care.
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1 Your right to appeal your discharge decisiopali think you are being discharged
from the hospital too soon

Legal Terms

The written notice from Medicare tells you how you éan e g u e
i mmedi at eRequesting animmediate review is a formal,
legal way to ask for a delay in your discharge date so that we will
cover your hospital care for a longer time. (Section @lawo tells you
how you can request an immediate review.)

2. You will be asked tosign the written notice to show that you received it and
understand your rights.

1 You or someone who is acting on your bekalf be asked tassign the notice.
(Section 4 of this chapter tells how you can give written permission to someone else
to act as your representative.)

1 Signing the notice showmnly that you have received the information about your
rights. The notice does not give your discharge date @octor or hospital staff will
tell you your discharge date). Signing the notdoesnot meanyou are agreeing on
a discharge date.

3. Keep your copyof the notice so you will have the information about making an
appeal (or reporting a concern abquality of care) handy if you need it.

1 If you sign the notice more thawo days before the day you leave the hospital, you
will get another copy before you are scheduled to be discharged.

1 To look at a copy of this notice in advance, you can@aditomeiCare(phone
numbersare printed on the badover of this bookletpr 1-800 MEDICARE (3800
6334227),24 hours a day, 7 days a we@R.Y users should call-877-486-2048.
You can also seie noticeonline atwww.cms.gov/Medicare/Medicai@eneral
Information/BNI/HospitalDischargeAppealNotices.html

Section 7.2 Step-by-step: How to make a Level 1 Appeal to change your
hospital discharge date

If you want to ask for younpatienthospital services to be covered by us for a longer time, you
will need to use the appeals process to make this request. Before you start, understand what you
need to do and vét the deadlines are.

1 Follow the processEach step in the first two levels of the appeals process is explained
below.

1 Meet the deadlinesThe deadlines are importai®e sure that you understand and follow
the deadlines that apply to things you must do.
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1 Ask for help if you need it If you have questions or need help at any time, plealke
Customer Caréphone numberare printed on the badoverof this booklet). Or call
your State Health Insurance Assistance Program, a government organization that
provides personalized assistance (see Section 2 of this chapter).

During a Level 1 Appeal, the Quality Improvement Organization reviews your appealt
checks to see if your planned discharge date is medically appropriate for you.

Step 1: Contact the Quality Improvement Organization for your state and ask for a
Afast reviewo of your hospital di scharge. You

What is the Quality Improverma Organization?

1 This organization is a group of doctors and other health care professionals who are paid
by the Federal government. These experts are not part of our plan. This organization is
paid by Medicare to check on and help improve the qualitae for people with
Medicare. This includes reviewing hospital discharge dates for people with Medicare.

How can you contact this organization?

1 The written notice you receivedr Important Message from Medicare About Your
Rightg tells you how to reach ihorganization. (Or find the name, address, and phone
number of the Quality Improvement Organization for your state in Chapter 2, Section 4,
of this booklet.)

Act quickly:

1 To make your appeal, you must contact the Quality Improvement Organikafane
you leave the hospital am later than midnight the day of your discharge.(Your
Apl anned di scharge dateo is the date that

o If you meet this deadline, you are allowed to stay in the hosptelyour
discharge datevithout paying for itwhile you wait to get the decision on your
appeal from the Quality Improvement Organization.

o If you donotmeet this deadline, and you dectdestay in the hospital after your
planned discharge datgu may have to pay all of the cokishospital care you
receive after your planned discharge date.

1 If you miss the deadline for contacting the Quality Improvement Organizainah
you still wishto appeal, younustmakeanappeal directly to our plan instead. For
details about this other way to make your appeal, see Section 7.4.



2021 Evidence of Coverage for Generations Classic (HMO) 206
Chapter 9. What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

Ask for a Afast reviewo:
1 You must ask the Quality Improvement Organization forfaa st  of gouri e w0

di scharge. Asking for a Afast reviewodo mean
Afasto deadlines for an appeal Il nstead of
Legal Terms
Affastreviewo i s al so ca
fimmediatereviewd o rexpadited i
review. 0

Step 2: The Quality Improvement Organization conducts an independent review
of your case.

What happens during this review?

1 Health professionals at the Qualitympr ove ment Or gani zation (we
reviewerso for short) wild.l ask you (or you
the services should continue. You dondét ha

do so if you wish.

1 The revievers will also look at your medical information, talk with your doctor, and
review information that the hospital and we have given to them.

1 By noon of the day after the reviewers informed our plan of your appeal, you will also get
a written noticeghat gives your planned discharge date and expleirgetailthe reasons
why your doctor, the hospital, and we think it is right (medically appropriate) for you to
be discharged on that date.

Legal Terms

This written ex pDetailedENtoit a rc ei o f cYDlidaregdt atr ly e
sample of this notice by callif@ustomer Caréphone numbers are printed on the back
cover of this bookletpr 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. (TTY users should calt877-486-2048.) Or you can see a sample notice online a
www.cms.gov/Medicare/Medicait@eneral
Information/BNI/HospitalDischargeAppealNotices.html

Step 3: Within one full day after it has all the needed information, the Quality
Improvement Organization will give you its answer to your appeal.

What happens if the answer is yes?

1 If the review organization say®sto your appealve must keep providing your
coveredinpatient hospital services for as long as these services are medically
necessary.
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1 You will have tokeep paying your share of the costs (such as deductibles or copayments,
if these apply). In addition, there may be limitations on your covered hospital services.
(See Chapter 4 of this booklet).

What happens if the answer is no?

1 If the review organization say® to your appeal, they are saying that your planned
discharge date is medically appropriate. If this happmmscoverage for yourinpatient
hospital services will endat noon on the dagfterthe Quality Improvement
Organzation gives you its answer to your appeal.

1 If the review organization say® to your appeal and you decide to stay in the hospital,
thenyou may have to pay the full cosof hospital care you receive after noon on the day
after the Quality Improvement Organization gives you its answer to your appeal.

Step 4: If the answer to your Level 1 Appeal is no, you decide if you want to make
another appeal.

1 If the Quality ImprovemennOrganization has turned down your appaaljyou stay in
the hospital after your planned discharge date, then you can make another appeal. Making
another appeal means you are going on to

Section 7.3 Step-by-step: How to make a Level 2 Appeal to change your
hospital discharge date

If the Quality Improvement Organization has turned down your apgeai,ou stay in the

hospital after your planned discharge date, then you can make a Level 2 Appeal. During a Level
2 Appealyou ask the Quality Improvement Organization to take another look at the decision
they made on your first appe#lthe Quality Improvement Organization tuwhswn your Level

2 Appeal, you may have to pay the full cost for your stay after your planratadie date.

Here are the steps for Level 2 of the appeal process:

Step 1: You contact the Quality Improvement Organization again and ask for
another review.

1 You must ask for this reviewithin 60 calendar daysafter the day the Quality
Improvement Organaion saidhoto your Level 1 Appeal. You can ask for this review
only if you stay in the hospital after the date that your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your
situation.

1 Reviewers at the @ality Improvement Organization will take another careful look at all
of the information related to your appeal.

n
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Step 3: Within 14 calendar days of receipt of your request for a second review,
the Quality Improvement Organization reviewers will decide on your appeal and
tell you their decision.

If the review organization says yes:

1 We must reimburse youfor our share of the costs of hospital care you have received
since noon on the day after the date your first appeal was turned down by the Quality
Improvemet OrganizationWe must continue providing coveragdor your inpatient
hospital care for as long as it is medically necessary

1 You must continue to pay your share of the costs and coverage limitaiggynaspply.

If the review organization says no:

1 It mears they agree with the decision they madesour Level 1 Appeal and will not

change it. This is called Aupholding the

1 The notice you get will tell you in writing what you can do if you wish to continue with
the review process. It will give yohe details about how to go on to the next level of
appeal, which is handled by &Administrative Lawdudgeor attorney adjudicator

Step 4: If the answer is no, you will need to decide whether you want to take your
appeal further by going on to Level 3.

1 There are three additional levels in the appeals process after Level 2 (for a total of five
levels of appeal). If the review organization turns down your Level 2 Appeal, you can
choose whether to accept that decision or whether to go on to Level 3 andnoidlez a
appeal. At Level 3, your appeal is reviewed hyAaiministrative Lawdudgeor attorney
adjudicator

1 Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 7.4 What if you miss the deadline for making your Level 1 Appeal?

You can appeal to us instead

As explained above in Section 7.2, you must act quickly to contact the Quality Improvement
Organization to start your first appeal of
leave the hospital and no later than your planned dischargendatbever comes firstif you

miss the deadline for contacting this organization, there is another way to make your appeal.

If you use this other way of making your appéa first two levels of appeal are different.

d

y O
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Step-by-Step: How to make a Level 1 Alternate Appeal

If you miss the deadline for contacting the Quality Improvement Organization, you can make an
appeal to us, asking for a Afast review.o A f
instead of the standard deadlines.

Legal Terms

Ainfast reviewo (or
caledamiexpedi t.ed app

Step 1: Contactus and ask for a Nfast revi ew. 0

1 For details on how to contact us, go to Chapter 2, Section 1 and look for the section
called,How to contact us when you are making an appeal about your medical care

T Be sure to ask. & offrhias fAmeasmns ryou eawr e asking
us ng the Afasto deadlines rather than the |

Step2: We do a nAf @odyourmplannedadischarge date, checking to see if it
was medically appropriate.

91 During this review, we take a look at all of the information about your hostatal\We
check to see if your planned discharge date was medically appropriate. We will check to
see if the decision about when you should leave the hospital was fair and followed all the
rules.

M I'n this situation, we winlthe standae ddadlires farf ast 0
giving you the answer to this review.

Step3:We give you our decision within 72 hours &
(Afast appeal 0) .

1 If we say yes to your fast appealt means we have agreed with you that you still need
to be in the hospital after the discharge date, and will keep providing your covered
inpatient hospitaservices for as long as it is medically necessary. It also means that we
have agreed to reimburgeu for our share of the costs of care you have received since
the date when weaid your coverage would end. (You must pay your share of the costs
and there may be coverage limitations that apply.)

1 If we say no to your fast appealye are saying that yoptanned discharge date was
medically appropriate. Our coverage for ympatienthospital services ends as of the
day we said coverage would end.

o If you stayed in the hospitafter your planned discharge date, themu may
have to pay the full cosf hospital care you received after the planned discharge
date.
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Step 4: If we say no to your fast 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 yduagpsalwe

arerequired to send your appeal to Whane Al nde
we do this, it means that you aetomaticallygoing on to Level 2 of the appeals
process.

Step-by-Step: Level 2 Alternate Appeal Process

During the Level 2 Appdaanindependent Review Organizationreviews the decision we
made when we said no to your fAfast appeal .o T
made should be changed.

Legal Terms

The for mal name f o
Revi ew Or ganfilzrnad d poe
Revi ew Eis soimdtimes called the
Al RE. O

Step 1: We will automatically forward your case to the Independent Review
Organization.

1 We are required to send timformation for your Level 2 Appeal to the Independent
Review Organization within 24 hours of when we tell you that we are saying no to your
first appeal. (If you think we are not meeting this deadline or other deadlines, you can
make a complaint. The cotaint process is different from the appeal process. Section 10
of this chapter tells how to make a complaint.)

Step2:The I ndependent Review Organization does ¢
appeal. The reviewers give you an answer within 72 hours.

1 The Independen Review Organization is an independent organization that is hired
by Medicare. This organization is not connected with our plan and it is not a government
agency. This organization is a company chosen by Medicare to handle the job of being
the IndependeriReview Organization. Medicare oversees its work.

1 Reviewers at the Independent Review Organization will take a careful look at all of the
information related to your appeal of your hospital discharge.

1 If this organization saysyesto your appeal,then we nust reimburse you (pay you
back) for our share of the costs of hospital care you have received since the date of your
pl anned di scharge. We must a linpatienthaspitdl i nue t
services for as long as it is medically necesséoyl must continue to pay your share of
the costs. If there are coverage limitations, these could limit how much we would
reimburse or how long we would continue to cover your services.
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1 If this organization saysno to your appeal,it means they agree witks that your
planned hospital discharge date was medically appropriate.

0 The notice you get from the Independent Review Organization will tell you in
writing what you can do if you wish to continue with the review process. It will
give you the details abohibw to go on to a Level 3 Appeal, which is handled by
an Administrative LawJudgeor attorney adjudicator

Step 3: If the Independent Review Organization turns down your appeal, you
choose whether you want to take your appeal further.

1 There are three adatinal levels in the appeals process after Level 2 (for a total of five
levels of appeal). If reviewers say no to your Level 2 Appeal, you decide whether to
accept their decision or go on to Level 3 and make a third appeal.

1 Section 9 in this chapter teltsore about Levels 3, 4, and 5 of the appeals process.

SECTION 8 How to ask us to keep covering certain medical
services if you think your coverage is ending too
soon

Section 8.1 This section is about three services only:

Home health care, skilled nursing facility care, and
Comprehensive Outpatient Rehabilitation Facility (CORF)
services

This section is about the following types of cargy.

1 Home health care servicegou are getting.

9 Skilled nursing careyou are getting as a patient in a skilled nursing facility. (To learn
about requirements for being considered a
Definitions of important wordy

1 Rehabilitation care you are getting as an outpatient at a Mediegmeroved
Comprehensive Outpatient Rehabilitation Facility (CQRIually, this means you are
getting treatment for an iliness or accident, or you are recovering from a major operation.
(For more information about this type of facility, see ChapteD&&nitions of important
words)

When you are getting any of these types of care, you have the right to keep getting your covered
services for that type of care for as long as the care is needed to diagnose and treat your illness or
injury. For more informat@in on your covered services, including your share of the cost and any
limitations to coverage that may apply, see Chapter 4 of this bobldetiical Benefits Chart

(what is covered and what you pay)
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When we decide it is time to stop covering any of thedltypes of care for you, we are required
to tell you in advance. When your coverage for that care ardwill stop paying our share of
the cost for your care.

If you think we are ending the coverage of your care too saman¢an appeal our decision
This section tells you how to ask for an appeal.

Section 8.2 We will tell you in advance when your coverage will be ending

1. You receive a notice in writing.At least two days before our plan is going to stop
covering your care, yowill receive anotice.

1 The written notice tells you the date when we will stop covering the care for you.

1 The written notice also tells what you can do if you want to ask our plan to change
this decision about when to end your care, and keep covering it for a longer period of
time.

Legal Terms

In telling you what you can do, the written notice is telling how you can reqiietta s t
t r ack aRequesting afagtack appeal is a formal, legal way to request a change
our coverage decision about when to stop your care. (Sé&8doelow tells how you can
request a fadrack appeal.)

The written n bddticeofdMedicare Moadovee ch gteh & i

2. You will be asked tosign the written notice to show that you received it.

1 You or someone who is acting on your belalf be asked tasign the notice.
(Section 4 tells how you can give written permission to someone else to act as your
representative.)

1 Signing the notice showmnly that you have received the information about when
your coverage will stofBigning it doesnot meanyou agreevi t h t he pl an
time to stop getting the care.

Section 8.3 Step-by-step: How to make a Level 1 Appeal to have our plan
cover your care for alonger time

If you want to ask us to cover your care for a longer period of time, you will need to use the
appeals process to make this request. Before you start, understand what you need to do and
what thedeadlines are.

1 Follow the processEach step in the first two levels of the appeals process is explained
below.

t

h
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1 Meet the deadlinesThe deadlines are importalte sure that you understand and follow
the deadlines that apply to things you must do. Theralao deadlines our plan must
follow. (If you think we are not meeting our deadlines, you can file a complaint. Section
10 of this chapter tells you how to file a complaint.)

1 Ask for help if you need it If you have questions or need help at any timeagscall
Customer Caréhone numberare printed on the badoverof this booklet). Or call
your State Health Insurance Assistance Program, a government organization that
provides personalized assistance (see Section 2 of this chapter).

If you ask for a Level 1 Appealon time, the Quality Improvement Organization reviews
your appeal and decides whether to change the decision made by our plan.

Step 1: Make your Level 1 Appeal: contact the Quality Improvement Organization
for your state and ask for a review. You must act quickly.

What is the Quality Improvement Organization?

1 This organization is a group of doctors and other health care experts who are paid by the
Federal government. These experts are not part of our plan. They check on the quality of
care received by people with Medicare and
stop covering certain kinds of medical care.

How can you contact this organization?

1 The written notice you received tells you how to reach this organization. (Ohé&nd t
name, address, and phone number of the Quality Improvement Organization for your
state in Chapter 2, Section 4, of this booklet.)

What should you ask for?
1 Askthis organizatiofh o r & rfafc&ks t@ dopae indepiendént revigwf whether
it is medcally appropriate for us to end coverage for your medical services.

Your deadline for contacting this organization.

1 You must contact the Quality Improvement Organization to start your appealon of
the day before the effective date on Natice of Malicare NorCoverage

1 If you miss the deadline for contacting the Quality Improvement Organizainaiyou
still wish to file anappeal, younustmakeanappeal directly to us instead. For details
about this other way to make your appeal, see Section 8.5
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Step 2: The Quality Improvement Organization conducts an independent review
of your case.

What happens during this review?

T

Heal th professionals at the Quality | mprov
reviewer so f or s hor ésentative) WHy yoa bekeveycoveragé forr y o u
the services should continue. You dondt ha

do so if you wish.

The review organization will also look at your medical information, talk with your
doctor, and review infonation that our plan has given to them.

By the end of the day the reviewers inform us of your appeal, and you will also get a
written notice from us thaxplains in detaibur reasons for endingur coverage for your
services.

Legal Terms

This notice of explanation is called the
fiDetailed Explanation of Non
Coverage. 0

Step 3: Within one full day after they have all the information they need, the
reviewers will tell you their decision.

What happens if the reviewers say yes to your appeal?

T

If the reviewers sayesto your appeal, thewe must keep providing your covered
services for as long as it is medically necessary.

You will have to keep paying your share of the costs (such as deductibles or copayments,
if these apply). In addition, there mbg limitations on your covered services (see
Chapter 4 of this booklet).

What happens if the reviewers say no to your appeal?

T

If the reviewers sagioto your appeal, theyour coverage will end on the date we have
told you. We will stop payingour share of the costs of this came the date listed on the
notice

If you decide to keep getting the home health care, or skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) sendftesthis date when
your coverage ends, thgou will have to pay the full costof this care yourself.
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Step 4: If the answer to your Level 1 Appeal is no, you decide if you want to make
another appeal.

T This first appeal you mak édfrevieverg§idaypotoe!l 10 of
your Level 1 Appeal andyou choose to continue getting care after your coverage for
the care has endédhen you can make another appeal.

T Making another appeal means you are going

Section 8.4 Step-by-step: How to make a Level 2 Appeal to have our plan
cover your care for alonger time

If the Quality Improvement Organization has turned down your agpellou choose to

continue getting care after your coverage for the care has ended, theanymake a Level 2

Appeal. During a Level 2 Appeal, you ask the Quality Improvement Organization to take another
look at the decision they made on your first appéahe Quality Improvement Organization
turnsdown your Level 2 Appeal, you may have to pay the full cost for your home health care, or
skilled nursing facility care, d@omprehensive Outpatient Rehabilitation Facility (CORF)
servicesafter the date when we said your coverage would end.

Here are thetsps for Level 2 of the appeal process:

Step 1: You contact the Quality Improvement Organization again and ask for
another review.

1 You must ask for this reviewithin 60 daysafter the day when the Quality
Improvement Organization samb to your Level 1 Apeal. You can ask for this review
only if you continued getting care after the date that your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your
situation.

1 Reviewers at the Quality Improvement Organatwill take another careful look at all
of the information related to your appeal.

Step 3: Within 14 days of receipt of your appeal request, reviewers will decide on
your appeal and tell you their decision.

What happens if the review organization says y@gour appeal?

1 We must reimburse youfor our share of the costs of care you have received since the
date when we said your coverage would &kid.must continue providing coveragdor
the care for as long as it is medically necessary.

1 You must continue tpay your share of the costs and there may be coverage limitations
that apply.
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What happens if the review organization says no?

1 It means they agree with the decision we made to your Level 1 Appeal and will not
change it.

1 The notice you get will tell you iwriting what you can do if you wish to continue with
the review process. It will give you the details about how to go on to the next level of
appeal, which is handled by &Administrative Lawdudgeor attorney adjudicator

Step 4: If the answer is no, you will need to decide whether you want to take your
appeal further.

1 There are three additional levels of appeal after Level 2, for a total of five levels of
appeal. If reviewers turn down your Level 2 Appeal, you can choose whether to accept
that decision pto go on to Level 3 and make another appeal. At Level 3, your appeal is
reviewed by a Administrative LawJudgeor attorney adjudicator

1 Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 8.5 What if you miss the deadline for making your Level 1 Appeal?

You can appeal to us instead

As explained above in Secti@&®, you must act quickly to contact the Quality Improvement
Organization to start your first appeal (within a day or two, at the most). If you miss the deadline
for contacting this organization, there is another way to make your appeal. If you useshis oth
way of making your appeahe first two levels of appeal are different.

Step-by-Step: How to make a Level 1 Alternate Appeal

If you miss the deadline for contacting the Quality Improvement Organization, you can make an
appeal to us,rewskiwmg fAorf asstfifraesvti ew i s an appe
instead of the standard deadlines.

Here are the steps for a Level 1 Alternate Appeal:

Legal Terms
A Aifast reviewo (o
caledamiexpedi t.ed app:
Stepl:Contact us and ask for a NAf ast revi ew. 0

9 For details on how to contact us, go to Chapter 2, Section 1 and look for the section
called,How to contact us when you are making an appeal about your medical care
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T Be sure to ask. d oTh iaourafeaaskingus i give ywuan answer
using the fAfasto deadlines rather than the

Step2: We do a fhf @ddthe dedswh wesmade about when to end
coverage for your services.

1 During this review, we take another look at allteé information about your case. We
check to see i f we were following all the
coverage for services you were receiving.

1T We wi |l | use the fnfasto deadlines rather t h
answer to this review.

Step3:We give you our decision within 72 hours &
(Afast appeal 0) .

1 If we say yes to your fast appealf means we have agreed with you that you need
services longer, and will keep providing your codeservices for as long as it is
medically necessary. It also means that we have agreed to reimburse you for our share of
the costs of care you have received since the date when we said your coverage would
end. (You must pay your share of the costs anctimaty be coverage limitations that

apply.)

1 If we say no to your fast appealthen your coverage will end on the datetold you
and we will not pay any share of the costs after this date

1 If you continued to get home health care, or skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) sendftesthe date when
we said your coverage would end, tlye will have to pay the full costof this care
yourséf.

Step 4: If we say no to your fast appeal, your case will automatically go 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 fast appeal,
are required to send gentr BRepieaw Wwepahiez &1
we do this, it means that you aetomaticallygoing on to Level 2 of the appeals
process.
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Step-by-Step: Level 2 Alternate Appeal Process

During the Level 2 Appeal, tHadependent Review Organizatiornreviews the decision ev
made when we said no to your Afast appeal .o T
made should be changed.

Legal Terms

The for mal name f o
Revi ew Or ganilzmdd pe
Revi ew Eissomdtiyes called the
Al RE. O

Step 1: We will automatically forward your case to the Independent Review
Organization.

1 We are required to send thrdormation for your Level 2 Appeal to the Independent
Review Organization within 24 hours of when we tell you that we are saying no to your
first appeal. (If you think we are not meeting this deadline or other deadlines, you can
make a complaint. The cotaint process is different from the appeal process. Section 10
of this chapter tells how to make a complaint.)

Step2:The I ndependent Review Organization does ¢
appeal. The reviewers give you an answer within 72 hours.

1 The Independen Review Organization is an independent organization that is hired
by Medicare. This organization is not connected with our plan and it is not a government
agency. This organization is a company chosen by Medicare to handle the job of being
the IndependeriReview Organization. Medicare oversees its work.

1 Reviewers at the Independent Review Organization will take a careful look at all of the
information related to your appeal.

1 If this organization saysyesto your appeal,then we must reimburse you (pay you
back) for our share of the costs of care you have received since the date when we said
your coverage would end. We must also continue to cover the care for as long as it is
medically necessary. You must continue to pay your share of the costs. If there are
coverage limitations, these could limit how much we would reimburse or how long we
would continue to cover your services.

1 If this organization saysno to your appeal,it means they agree with the decision our
plan made to your first appeal and will notole it.

o0 The notice you get from the Independent Review Organization will tell you in
writing what you can do if you wish to continue with the review process. It will
give you the details about how to go on to a Level 3 Appeal.
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Step 3: If the Independent Review Organization turns down your appeal, you
choose whether you want to take your appeal further.

1 There are three additional levels of appeal after Level 2, for a total of five levels of
appeal. If reviewers say no to your Level 2 Appeal, you can chwostner to accept that
decision or whether to go on to Level 3 and make another appeal. At Level 3, your appeal
is reviewed by a Administrative Lawdudgeor attorney adjudicator

1 Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeadss.

SECTION 9 Taking your appeal to Level 3 and beyond

Section 9.1 Appeal Levels 3, 4, and 5 for Medical Service Requests

This section may be appropriate for you if you have made a Level 1 Appeal and a Level 2
Appeal, and both of your appeals haverb&urned down.

If the dollar value of the item or medical service you have appealed meets certain minimum
levels, you may be able to go on to additional levels of appeal. If the dollar vidas tkan the
minimum leve] you cannot appeal any furthefrthe dollar value is high enough, the written
response you receive to your Level 2 Appeal will explain who to contact and what to do to ask
for a Level 3 Appeal.

For most situations that involve appeals, the last three levels of appeal work in muchehe sa
way. Here is who handles the review of your appeal at each of these levels.

Level 3 Appeal: A judge (called an Administrative Law Judge) or an attorney adjudicator
who works for the Federal governmentwill review your appeal and give
you an answer.

1 If the Administrative Law Judge or attorney adjudicator says yes to your appeal,
the appeals procesmayor may notbe over- We will decide whether to appeal this
decision to Level 4. Unlike a decision at Level 2 (Independent Review Organization), we
have the right to appeal a Level 3 decision that is favorable to you.

o If we decidenotto appeal the decision, we must autheioz provide you with the
service within 6@alendadays after receiving th&dministrative Law a d g erd s
attorney adjudicat@r decision.

o If we decide to appeal the decision, we will send you a copy of the Level 4
Appeal request with any accompanyingdments. We may wait for the Level 4
Appeal decision before authorizing or providing the service in dispute.

1 If the Administrative Law Judge or attorney adjudicator says no to your appeal, the
appeals processnayor may notbe over.
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o If you decide to accephis decision that turns down your appeal, the appeals
process is over.

o If you do not want to accept the decision, you can continue to the next level of the
review process. If thAdministrativeLaw Judgeor attorney adjudicat@ays no
to your appeal, #anotice you get will tell you what to do next if you choose to
continue with your appeal.

Level 4 Appeal TheMedicareAppeals Council(Council)will review your appeal and give
you an answer. The Counglpart ofthe Federal government.

1 If the answer is yes, or if the Council denies our request to review a favorable Level
3 Appeal decision, the appeals processayor may notbe over- We will decide
whether to appeal this decision to Level 5. Unlike a decision at Level 2 (Independent
Review Organization), we have the right to appeal a Level 4 decision that is favorable to
you if the value of the item or medical service meets the reqdodr value

o If we decidenotto appeal the decision, we must authorize or provide you with the
servie within60calendad ay s after receiving the Court

o If we decide to appeal the decision, we will let you know in writing.

1 If the answer is no or if the Council denies the review request, the appeals process
mayor may notbe over.

o If you decide to accept this decision that turns down your appeal, the appeals
process is over.

o If you do not want to accept the decision, you rhiggable to continue to the
next level of the review process. If the Council says no to your appeal, the notice
you get will tell you whether the rules allow you to go on to a Level 5 Appeal. If
the rules allow you to go on, the written notice will aksibyou who to contact
and what to do next if you choose to continue with your appeal.

Level 5 Appeal A judge at thd=ederal District Court will review your appeal.

1 This is the last step of the appeals process.

Section 9.2 Appeal Levels 3, 4, and 5 for Part D Drug Requests

This section may be appropriate for you if you have made a Level 1 Appeal and a Level 2
Appeal, and both of your appeals have been turned down.

If the value of the drug you have appealed maeitsrtain dollar amounyou may be able tgo

on to additional levels of appeal. If the dokanountis less you cannot appeal any furth&he
written response you receive to your Level 2 Appeal will explain who to contact and what to do
to ask for a Level 3 Appeal.
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For most situations that inlx@ appeals, the last three levels of appeal work in much the same
way. Here is who handles the review of your appeal at each of these levels.

Level 3 Appeal A judge (called an Administrative Law Judge or an attorney adjudicator
who works for the Federalgovernmentwill review your appeal and give
you an answer.

1 If the answer is yes, the appeals process is ov&Yhat you asked for in the appeal has
been approved. We muatithorize or provide the drug coveragethat was approved by
the Administrative Law Jigeor attorney adjudicatawrithin 72 hours (24 hours for
expedited appeals) or make payment no later than 30 calendar dagfter we receive
the decision.

1 If the answer is no, the appeals processayor may notbe over.

o If you decide to accept thiecision that turns down your appeal, the appeals
process is over.

o If you do not want to accept the decision, you can continue to the next level of the
review process. If thAdministrativeLaw Judgeor attorney adjudicat®ays no
to your appeal, the nag you get will tell you what to do next if you choose to
continue with your appeal.

Level 4 Appeal TheMedicareAppeals Council(Council)will review your appeal and give
you an answer. The Coundlpart ofthe Federal government.

1 If the answer is yesthe appeals process is ovekVhat you asked for in the appeal has
been approved. We muatithorize or provide the drug coveragethat was approved by
the Councilwithin 72 hours (24 hours for expedited appeals) or make payment no
later than 30 calendar daysafter we receive the decision.

1 If the answer is no, the appeals processayor may notbe over.

o If you decide to accept this decision that turns down your appeal, the appeals
process is over.

o If you do not want to accept the decision, you might be alderitnue to the
next level of the review proced§.the Councilsays no to your appeat denies
your request to review the appeile notice you get will tell you whether the
rules allow you to go on tbevel 5 Appeal. If the rules allow you to go ahge
written notice will also tell you who to contact and what to do next if you choose
to continue with your appeal.

Level 5 Appeal A judge at thd=ederal District Court will review your appeal.

1 This is the last step of the appeals process.


































































