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EVIDENCE OF COVERAGE

Your Medicare Health Benefits and Services and Prescription Drug Coverage as a Member of
Cigna True Choice Medicare (PPO)

This booklet gives you the details about your Medicare health care and prescription drug coverage from
January 1 — December 31, 2021. It explains how to get coverage for the health care services and prescription drugs you
need. This is an important legal document. Please keep it in a safe place.

This plan, Cigna True Choice Medicare (PPO), is offered by Cigna. (When this Evidence of Coverage says “we,” “us,” or
“our,” it means Cigna. When it says “plan” or “our plan,” it means Cigna True Choice Medicare (PPO).)

This document is available for free in Spanish.

Please contact our Customer Service number at 1-800-668-3813 for additional information. (TTY users should call
711.) Hours are October 1 — March 31, 8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30,
Monday — Friday 8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on federal
holidays.

To get information from us in a way that works for you, please call Customer Service. We can give you information in
braille, in large print, or other alternate formats if you need it.

Benefits, deductible, and/or copayments/coinsurance may change on January 1, 2022.

The formulary, pharmacy network, and/or provider network may change at any time. You will receive notice when
necessary.
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e Medicare Part B is for most other medical services (such as physician’s services, home infusion therapy, and other outpatient
services) and certain items (such as durable medical equipment (DME) and supplies).

Section 2.3  Here is the plan service area for our plan |

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

Our service area includes these counties in Georgia: Oconee, Walton

If you plan to move out of the service area, please contact Customer Service (phone numbers are printed on the back cover of this
booklet). When you move, you will have a Special Enrollment Period that will allow you to switch to Original Medicare or enroll in a
Medicare health or drug plan that is available in your new location.

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

Section 2.4 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 States. Medicare (the Centers for
Medicare & Medicaid Services) will notify Cigna if you are not eligible to remain a member on this basis. Cigna must disenroll you if
you do not meet this requirement.

SECTION3  What other materials will you get from us?

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

While you are a member of our plan, you must use your membership card for our plan whenever you get any services covered
by this plan and for prescription drugs you get at network pharmacies. You should also show the provider your Medicaid card, if
applicable. Here’s a sample membership card to show you what yours will look like:

( e Ciana <Plan Name> ( This card does not guarantee coverage or payment. )
<19 <Plan Type> <barcode>
[Services may require [a referral or] [an] authorization by the Health Plan.]
<Contract/PBP[/segment]> [Medicare limiting charges apply.]
Name <Customer Full Name> [Customer Service <--Toll Free Number ---> (TTY 711)]
ID <Customer ID> [Provider Services <Phone Number>]
Health Plan ~ (80840) Mcdl(‘ar(‘f&] [Authorization[/Referral]  <Phone Number>]
[Effective Date <Effective Date>] [Provider Medical Claims <Address>]
N [RXBIN  <XXXXXXX>] [Pharmacy Help Desk  <Phone Number>]
Reguired] [RXPCN <XXXXXXX>] [Pharmacy Claims <Address>]
rral COPAYS [RXGRP <XXXXXXX>] [Dental Services <Phone Number>]
PCP <$xx> Specialist  <$xx> [Provider Dental Claims ~ <Address>]
\_ Emergency <$xx> Urgent Care <$xx> ) \_ [<URL>] )

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 of your Cigna True Choice Medicare (PPO) membership card, you may have to pay the full cost
of medical services yourself. Keep your Medicare card in a safe place. You may be asked to show it if you need hospital services,
hospice services, or participate in routine research studies.

Here’s why this is so important: If you get covered services using your red, white, and blue Medicare card instead of using your
Cigna True Choice Medicare (PPO) membership card while you are a plan member, you may have to pay the full cost yourself.

If your plan membership card is damaged, lost, or stolen, call Customer Service right away and we will send you a new card.
(Phone numbers for Customer Service are printed on the back cover of this booklet.)

| Section 3.2  The Provider and Pharmacy Directory: Your guide to all providers in the plan’s network |

The Provider and Pharmacy Directory lists our network providers and durable medical equipment suppliers.
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available. You should consult with your prescriber about these lower cost options. Chapter 6 (What you pay for your Part D
prescription drugs) gives more information about the Part D Explanation of Benefits and how it can help you keep track of your
drug coverage.

A Part D Explanation of Benefits summary is also available upon request. To get a copy, please contact Customer Service (phone
numbers are printed on the back cover of this booklet).

SECTION4  Your monthly premium for our plan

| Section 4.1 How much is your plan premium? |

You do not pay a separate monthly plan premium for your plan. You must continue to pay your Medicare Part B premium (unless
your Part B premium is paid for you by Medicaid or another third party).

In some situations, your plan premium could be more
In some situations, your plan premium could be more than the amount listed above in Section 4.1. This situation is described below.

e Some members are required to pay a Part D late enrollment penalty because they did not join a Medicare drug plan when
they first became eligible or because they had a continuous period of 63 days or more when they didn’t have “creditable”
prescription drug coverage. (“Creditable” means the drug coverage is expected to pay, on average, at least as much as
Medicare’s standard prescription drug coverage.) For these members, the Part D late enrollment penalty is added to the
plan’s monthly premium. Their premium amount will be the monthly plan premium plus the amount of their Part D late
enrollment penalty.

o If you are required to pay the Part D late enroliment penalty, the cost of the late enrollment penalty depends on how long
you went without Part D or other creditable prescription drug coverage. Chapter 1, Section 5 explains the Part D late
enrollment penalty.

o If you have a Part D late enrollment penalty and do not pay it, you could be disenrolled from the plan.

e 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 years ago, they 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, Section 6 explains the IRMAA in further detail.

SECTION5 Do you have to pay the Part D “late enroliment penalty”?

| Section 51 What is the Part D “late enrollment penalty”? |
Note: If you receive “Extra Help” from Medicare to pay for your prescription drugs, you will not pay a late enroliment penalty.

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

When you first enroll in our plan, we 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 enroliment penalty?
Medicare determines the amount of the penalty. Here is how it works:

e First count the number of full months that you delayed enrolling in a Medicare drug plan, after you were eligible to enroll. Or
count the number of full 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 didn't have creditable coverage. For example, if you go 14 months
without coverage, the penalty will be 14%.

¢ Then Medicare determines the amount of the average monthly premium for Medicare drug plans in the nation from the previous
year. For 2021, this average premium amount is $33.06.
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e To calculate your monthly penalty, you multiply the penalty percentage and the average monthly premium and then round it
to the nearest 10 cents. In the example here it would be 14% times $33.06, which equals $4.62. This rounds to $4.60. This
amount would be added to the monthly premium for someone with a Part D late enroliment penalty.

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

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

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

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

| 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 when you were first eligible, sometimes you do not
have to pay the Part D late enrollment penalty.

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

e |f you already have prescription drug coverage that is expected to pay, on average, at least as much as Medicare’s standard
prescription drug coverage. Medicare calls this “creditable drug coverage.” Please note:

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

= Please note: If you receive a “certificate of creditable coverage” when your health coverage ends, it may not mean your
prescription drug coverage was creditable. The notice must state that you had “creditable” prescription drug coverage
that expected to pay as much as Medicare’s standard prescription drug plan pays.

o The following are not 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 & You 2021 Handbook or call Medicare
at 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048. You can call these numbers for free, 24 hours a
day, 7 days a week.

e |f you were without creditable coverage, but you were without it for less than 63 days in a row.
e |f you are receiving “Extra Help” from Medicare.

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

If you disagree about your Part D late enroliment penalty, you or your representative can ask for a review of the decision about your
late enrollment penalty. Generally, you must request this review within 60 days from the date on the first letter you receive stating
you have to pay a late enrollment penalty. If you were paying a penalty before joining our plan, you may not have another chance to
request a review of that late enroliment penalty. Call Customer Service to find out more about how to do this (phone numbers are
printed on the back cover of this booklet).

SECTION6 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 income as reported on your IRS tax return from 2 years ago is above a certain amount, you'll pay
the standard premium amount and an Income Related 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 Security, not your Medicare plan, will send you a letter telling you what that extra amount
will be and how to pay it. The extra amount will be withheld from your Social Security, Railroad Retirement Board, or Office of
Personnel Management benefit check, no matter how you usually pay your plan premium, unless your monthly benefit isn’t enough
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e Changes in any other health insurance coverage you have (such as from your employer, your spouse’s employer, workers’
compensation, or Medicaid)

e |f you have any liability claims, such as claims from an automobile accident

e |f you have been admitted to a nursing home

e |f you receive care in an out-of-area or out-of-network hospital or emergency room
e |f your designated responsible party (such as a caregiver) changes

e |f you are participating in a clinical research study

If any of this information changes, please let us know by calling Customer Service (phone numbers are printed on the back cover of
this booklet).

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

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

Medicare requires us to collect information from you about any other medical insurance coverage and/or drug insurance coverage
that you may have. This is because we must coordinate any other coverage you have with your benefits under our plan. (For more
information about how our coverage works when you have other insurance, see Section 10 in this chapter.)

Once a year, and also when Medicare informs us of changes in your other insurance coverage, we will send you a letter along with
a questionnaire to confirm the other insurance coverage. Please complete the questionnaire and return it to us or call Customer
Service to let us know if you still have the other insurance coverage or if it has ended. If you have other medical insurance coverage
or drug insurance coverage that is not listed on the letter, please call Customer Service to let us know about this other coverage
(the Customer Service phone number is printed on the back cover of this booklet).

SECTION9  We protect the privacy of your personal health information

| Section 91  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 1.3 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 you have other insurance (like employer group health coverage), there are rules set by Medicare that decide whether our
plan or your other insurance pays first. The insurance that pays first is called the “primary payer” and pays up to the limits of its
coverage. The one that pays second, called the “secondary payer,” only pays if there are costs left uncovered by the primary
coverage. The secondary payer may not pay all of the uncovered costs.

These rules apply for employer or union group health plan coverage:
e |f you have retiree coverage, Medicare pays first.

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

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

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

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

Medicaid and TRICARE never pay first for Medicare-covered 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
update your other insurance information, call Customer Service (phone numbers are printed on the back cover of this booklet). You
may need to give your plan member ID number to your other insurers (once you have confirmed their identity) so your bills are paid
correctly and on time.



CHAPTER 2

Important phone numbers
and resources
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SECTION 1

Plan contacts
(how to contact us, including how to reach Customer Service at the plan)

How to contact our plan’s Customer Service
For assistance with claims, billing or member card questions, please call or write to our plan’s Customer Service. We will be happy

to help you.
Method Customer Service — Contact Information
CALL 1-800-668-3813
Calls to this number are free. Customer Service is available October 1 — March 31,
8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.
Customer Service also has free language interpreter services available for non-English speakers.
TTY 4k
This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.
Calls to this number are free. Customer Service is available October 1 — March 31,
8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.
FAX 1-888-766-6403
WRITE Cigna, Attn: Member Services, P.O. Box 2888, Houston, TX 77252
LetUsHelpU@cigna.com
WEBSITE www.cignamedicare.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

services. For more information on asking for coverage decisions about your medical care, see Chapter 9 (What to do if you have a
problem or complaint (coverage decisions, appeals, complaints)).

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

Method

Coverage Decisions for Medical Care — Contact Information

CALL

1-800-668-3813

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30,

Monday — Friday 8:00 a.m. — 8:00 p.m. local time; Saturday 8:00 a.m. — 5:00 p.m. local time.
Messaging service used weekends, after hours, and on federal holidays.

TTY

711

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

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30,

Monday - Friday 8:00 a.m. — 8:00 p.m. local time; Saturday 8:00 a.m. — 5:00 p.m. local time.
Messaging service used weekends, after hours, and on federal holidays.

FAX

1-888-766-6403

WRITE

Cigna, Attn: Precertification Department, P.O. Box 20002, Nashville, TN 37202
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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 making
an appeal about your medical care, see Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)).

Method Appeals for Medical Care — Contact Information

CALL 1-800-511-6943

Calls to this number are free. Hours are Monday — Friday, 7:00 a.m. — 9:00 p.m. local time.
Messaging service used weekends, after hours, and on federal holidays.

TTY 4k

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

Calls to this number are free. Hours are Monday — Friday, 7:00 a.m. - 9:00 p.m. local time.
Messaging service used weekends, after hours, and on federal holidays.

FAX 1-855-350-8671

WRITE Cigna, Attn: Part C Appeals, P.O. Box 188081, Chattanooga, TN 37422

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. (If your problem is about the plan’s coverage or payment, you should
look at the section above about making an appeal.) For more information on making a complaint about your medical care, see
Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals, complaints)).

Method Complaints about Medical Care — Contact Information

CALL 1-800-668-3813

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 - September 30, Monday - Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.

TTY 1

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

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.

WRITE Cigna, Attn: Medicare Grievance Dept., P.O. Box 188080, Chattanooga, TN 37422

MEDICARE You can submit a complaint about our plan directly to Medicare. To submit an online complaint to
WEBSITE Medicare go to www.medicare.gov/MedicareComplaintForm/home.aspx.
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How to contact us when you are asking for a coverage decision about your Part D prescription drugs

A coverage decision is a decision we make about your benefits and coverage or about the amount we will pay for your prescription
drugs covered under the Part D benefit included in your plan. For more information on asking for coverage decisions about

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

Method Coverage Decisions for Part D Prescription Drugs — Contact Information
CALL 1-800-668-3813

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.

TTY 1
This number requires special telephone equipment and is only for people who have difficulties with
hearing or speaking.

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.

FAX 1-866-845-7267

WRITE Cigna, Attn: Coverage Determination & Exceptions, 8455 University Place #HQ2L-04, St. Louis, MO
63121

WEBSITE www.cignamedicare.com

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 coverage decision we have made. For more information on making
an appeal about your Part D prescription drugs, see Chapter 9 (What to do if you have a problem or complaint (coverage decisions,
appeals, complaints)).

Method Appeals for Part D Prescription Drugs — Contact Information
CALL 1-800-668-3813

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.

TTY 1

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

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday - Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.

FAX 1-866-593-4482
WRITE Cigna, Attn: Medicare Clinical Appeals, P.O. Box 66588, St. Louis, MO 63166-6588
WEBSITE www.cignamedicare.com
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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 care. This
type of complaint does not involve coverage or payment disputes. (If your problem is about the plan’s coverage or payment,

you should look at the section above about making an appeal.) For more information on making a complaint about your Part D
prescription drugs, see Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals, complaints)).

Method Complaints about Part D prescription drugs — Contact Information

CALL 1-800-668-3813

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.

TTY 1

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

Calls to this number are free. Customer Service is available October 1 — March 31,

8:00 a.m. — 8:00 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday
8:00 a.m. — 8:00 p.m. local time. Messaging service used weekends, after hours, and on
federal holidays.

WRITE Cigna, Attn: Medicare Grievance Dept., P.O. Box 188080, Chattanooga, TN 37422
MEDICARE You can submit a complaint about our plan directly to Medicare. To submit an online complaint to
WEBSITE Medicare go to www.medicare.gov/MedicareComplaintForm/home.aspx.

Where to send a request asking us to pay for our share of the cost for medical care or a drug you have received
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 Chapter 7 (Asking us to pay our share of a bill you have received for covered medical services or drugs).

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

Method Payment Request — Contact Information

WRITE Part C (Medical Services) Part D (Prescription Drugs)
Cigna Cigna
Attn: Direct Member Reimbursement, Attn: Medicare Part D
Medical Claims P.O. Box 14718
P.O. Box 20002 Lexington, KY 40512-4718
Nashville, TN 37202

WEBSITE www.cignamedicare.com
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SECTION2  Medicare
(how to get help and information directly from the Federal Medicare program)

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

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

Method Medicare - Contact Information
CALL 1-800-MEDICARE or 1-800-633-4227
Calls to this number are free.
24 hours a day, 7 days a week.
TTY 1-877-486-2048

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

Calls to this number are free.
WEBSITE www.medicare.qov

This is the official government website for Medicare. It gives you up-to-date information about Medicare
and current Medicare issues. It also has information about hospitals, nursing homes, physicians, home
health agencies, and dialysis facilities. It includes booklets you can print directly from your computer.
You can also find Medicare contacts in your state.

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

e Medicare Eligibility Tool: Provides Medicare eligibility status information.

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

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

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

If you don’t have a computer, your local library or senior center may be able to help you visit this
website using its computer. Or, you can call Medicare and tell them what information you are looking
for. They will find the information on the website, print it out, and send it to you. (You can call Medicare
at 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.)
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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 state. In
Georgia, the SHIP is called GeorgiaCares.

GeorgiaCares is 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.

GeorgiaCares counselors can help you with your Medicare questions 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
bills. GeorgiaCares counselors can also help you understand your Medicare plan choices and answer questions about switching
plans.

Method GeorgiaCares - Contact Information
CALL 1-866-552-4464 (option #4)
TTY 1-404-657-1929

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

WRITE GeorgiaCares, 2 Peachtree Street NW, 33rd Floor, Atlanta, GA 30303

WEBSITE www.mygeorgiacares.org/

SECTION4  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. For Georgia, the Quality
Improvement Organization is called KEPRO.

KEPRO has 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 quality of care for people with Medicare. KEPRO is an independent
organization. It is not connected with our plan.

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

e 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 (Georgia’s Quality Improvement Organization) - Contact Information

CALL 1-888-317-0751
Hours are Mon. — Fri. 9:00 a.m. — 5:00 p.m., weekends and holidays: 11:00 a.m. — 3:00 p.m.

TTY 1-855-843-4776

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

WRITE KEPRO, 5201 W. Kennedy Blvd., Suite 900, Tampa, FL 33609

WEBSITE www.keprogio.com
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SECTION5  Social Security

Social Security is responsible for determining eligibility and handling enrollment for Medicare. U.S. citizens and lawful permanent
residents who are 65 or older, or who have a disability or End-Stage Renal Disease and meet certain conditions, are eligible

for Medicare. If you are already getting Social Security checks, enrollment into Medicare is automatic. If you are not getting
Social Security checks, you have to enroll in Medicare. Social 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 for determining who has to pay an extra amount for their Part D drug coverage because
they have a higher income. If you got a letter from Social Security telling you that you have to pay the extra amount and have
questions about the amount or if your income went down because of a life-changing event, you can call Social Security to ask
for reconsideration.

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

Method Social Security — Contact Information
CALL 1-800-772-1213
Calls to this number are free.
Available 7:00 a.m. to 7:00 p.m., Monday through Friday.

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

TTY 1-800-325-0778

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

Calls to this number are free.
Available 7:00 a.m. to 7:00 p.m., Monday through Friday.

WEBSITE WWW.S5a.gov

SECTION6  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 that helps with medical costs for certain people with limited incomes and
resources. Some people with Medicare are also eligible for Medicaid.

In addition, there are programs offered through Medicaid that help people with Medicare pay their Medicare costs, such as their
Medicare premiums. These “Medicare Savings Programs” help people with limited income and resources save money each year:

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

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

e Qualified Individual (Ql): Helps pay Part B premiums.
e Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums.
To find out more about Medicaid and its programs, contact Georgia Department of Community Health.

Method Georgia Department of Community Health - Contact Information
CALL 1-404-657-5468
Hours are Mon. — Fri. 8:00 a.m. - 5:00 p.m.
WRITE Georgia Department of Community Health, 2 Peachtree Street NW, Atlanta, GA 30303
WEBSITE https://medicaid.georgia.gov
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SECTION 7  Information about programs to help people pay for their prescription drugs

Medicare’s “Extra Help” Program

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

People with limited income and resources may qualify for “Extra Help.” Some people automatically qualify for “Extra Help” and don't
need to apply. Medicare mails a letter to people who automatically qualify for “Extra Help.”

You may be able to get “Extra Help” to pay for your prescription drug premiums and costs. To see if you qualify for getting “Extra
Help,” call:

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

e The Social Security Office at 1-800-772-1213, between 7 a.m. to 7 p.m., Monday through Friday. TTY users should call
1-800-325-0778 (applications); or

e Your State Medicaid Office (applications) (See Section 6 of this Chapter for contact information).

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

e Please contact Customer Service to request assistance or to provide one of the documents listed below to establish your
correct copay level. Please note that any document listed below must show that you were eligible for Medicaid during a month
after June of the previous year:

1. A copy of your Medicaid card which includes your name, eligibility date and status level;

2. Areport of contact including the date a verification call was made to the State Medicaid Agency and the name, title and
telephone number of the state staff person who verified the Medicaid status;

A copy of a state document that confirms active Medicaid status;

A printout from the State electronic enrollment file showing Medicaid status;

A screen print from the State’s Medicaid systems showing Medicaid status;
Other documentation provided by the State showing Medicaid status;

A Supplemental Security Income (SSI) Notice of Award with an effective date; or

An Important Information letter from the Social Security Administration (SSA) confirming that you are “...automatically
eligible for Extra Help...”

e |f you are a member that is institutionalized, please provide one or more of the following:
1. Aremittance from a long-term care facility showing Medicaid payment for a full calendar month;

2. A copy of a state document that confirms Medicaid payment to a long-term care facility for a full calendar month on
your behalf;

3. Ascreen print from the State’s Medicaid systems showing your institutional status based on at least a full calendar month’s
stay for Medicaid payment purposes.

4. For Individuals receiving home and community based services (HCBS), you may submit a copy of:

a) A State-issued Notice of Action, Notice of Determination, or Notice of Enrollment that includes the beneficiary’s name
and HCBS eligibility date during a month after June of the previous calendar year;

b) A State-approved HCBS Service Plan that includes the beneficiary’s name and effective date beginning during a month
after June of the previous calendar year;

c) A State-issued prior authorization approval letter for HCBS that includes the beneficiary’s name and effective date
beginning during a month after June of the previous calendar year;

d) Other documentation provided by the State showing HCBS eligibility status during a month after June of the previous
calendar year; or,
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e) A state-issued document, such as a remittance advice, confirming payment for HCBS, including the beneficiary’s name
and the dates of HCBS.

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

Medicare Coverage Gap Discount Program

The Medicare Coverage Gap Discount Program provides manufacturer discounts on brand name drugs to Part D members
who have reached the coverage gap and are not receiving “Extra Help.” For brand name drugs, the 70% discount provided by
manufacturers excludes any dispensing fee for costs in the gap. Members pay 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 discount when your pharmacy bills you for your prescription and your
Part D Explanation of Benefits (Part D EOB) will show any discount provided. Both the amount you pay and the amount discounted
by the manufacturer count toward your out-of-pocket costs as if you had paid them and move you through the coverage gap. The
amount paid by the plan (5%) does not count toward your out-of-pocket costs.

You also receive some coverage for generic drugs. If you reach the coverage gap, the plan pays 75% of the price for generic
drugs and you pay the remaining 25% of the price. For generic drugs, the amount paid by the plan (75%) does not count toward
your out-of-pocket 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.

If you have any questions about the availability of discounts for the drugs you are taking or about the Medicare Coverage Gap
Discount Program in general, please contact Customer Service (phone numbers are printed on the back cover of this booklet).

What if you have coverage from an AIDS Drug Assistance Program (ADAP)?

What is the AIDS Drug Assistance Program (ADAP)?

The AIDS Drug Assistance Program (ADAP) helps ADAP-eligible individuals living with HIV/AIDS have access to life-saving HIV
medications. Medicare Part D prescription drugs that are also covered by ADAP qualify for prescription cost sharing assistance
through the Georgia AIDS Assistance Program. Note: To be eligible for the ADAP operating in your State, individuals must meet
certain criteria, including proof of State residence and HIV status, low income as defined by the State, and uninsured/under-
insured status.

If you are currently enrolled in an ADAP, it can continue to provide you with Medicare Part D prescription cost sharing assistance
for drugs on the ADAP formulary. In order to be sure you continue receiving this assistance, please notify your local ADAP
enrollment worker of any changes in your Medicare Part D plan name or policy number.

For information on eligibility criteria, covered drugs, or how to enroll in the program, please call your state’s AIDS Drug Assistance
Program (ADAP) at the phone number listed below.

Method Georgia AIDS Assistance Program - Contact Information

CALL 1-404-463-0416
Hours are Mon. — Fri. 9:00 a.m. - 5:00 p.m.

WRITE Georgia AIDS Assistance Program, Georgia Department of Public Health, 2 Peachtree Street NW,
15th Floor, Atlanta, GA 30303-3186

WEBSITE http://dph.georgia.gov/adap-program

What if you get “Extra Help” from Medicare to help pay your prescription drug costs? Can you get the discounts?
No. If you get “Extra Help,” you already get coverage for your prescription drug costs during the coverage gap.

What if you don’t get a discount, and you think you should have?

If you think that you have reached the coverage gap and did not get a discount when you paid for your brand-name drug, you
should review your next Part D Explanation of Benefits (Part D EOB) notice. If the discount doesn’t appear on your Part D
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Explanation of Benefits, you should contact us to make sure that your prescription records are correct and up-to-date. If we don't
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 1-800-MEDICARE (1-800-633-4227), 24 hours
a day, 7 days a week. TTY users should call 1-877-486-2048.

SECTION8  How to contact the Railroad Retirement Board
The Railroad Retirement Board is an independent Federal agency that administers comprehensive benefit programs for the nation’s
railroad workers and their families. If you have questions 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 if you move or change
your mailing address.

Method Railroad Retirement Board — Contact Information
CALL 1-877-772-5772
Calls to this number are free.

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

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

TTY 1-312-751-4701

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

Calls to this number are not free.
WEBSITE rrb.gov/

SECTION9 Do you have “group insurance” or other health insurance from an employer?

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

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

What you must pay
when you get these services

Outpatient substance abuse services

Covered services include: Substance abuse outpatient services including Partial
Hospitalization Program, Opioid Treatment Programs (OTP), outpatient evaluation,
outpatient therapy and medication management provided by a doctor, clinical
psychologist, clinical social worker, clinical nurse specialist, nurse practitioner, physician
assistant, or other Medicare-qualified behavioral health care professional as allowed
under applicable state laws.

Authorization rules may apply.
In-Network

$35 copayment for Medicare-
covered individual or group
substance abuse outpatient
treatment visits

QOut-of-Network

$55 copayment for Medicare-
covered individual or group
substance abuse outpatient
treatment visits

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

Note: If you are having surgery in a hospital facility, you should check with your provider
about whether you will be an inpatient or outpatient. Unless the provider writes an order
to admit you as an inpatient to the hospital, you are an outpatient and pay the cost
sharing amounts for outpatient surgery. Even if you stay in the hospital overnight, you
might still be considered an “outpatient.”

Authorization rules may apply.
In-Network

$0 or $295 copayment for each
Medicare-covered outpatient
hospital facility visit. $0 copayment
for any surgical procedures (i.e.,
polyp removal) during a colorectal
screening. $295 copayment for

all other Outpatient Services not
provided in an Ambulatory Surgical
Center.

$0 or $275 copayment for each
Medicare-covered ambulatory
surgical center visit. $0 copayment
for any surgical procedures (i.e.,
polyp removal) during a colorectal
screening. $275 copayment for all
other Ambulatory Surgical Center
(ASC) services.

Out-of-Network

30% coinsurance for each Medicare-
covered outpatient hospital facility
visit

30% coinsurance for each Medicare-
covered ambulatory surgical center
visit
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the coverage decision process 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.)

SECTION5  What if one of your drugs is not covered in the way you’d like it to be covered?

| Section 51  There are things you can do if your drug is not covered in the way you’d like it to be covered |

We hope that your drug coverage will work well for you. But it’s possible that there could be a prescription drug you are currently
taking, or one that you and your provider think you should be taking, that is not on our formulary or is on our formulary with
restrictions. For example:

e The drug might not be covered at all. Or maybe a generic version of the drug is covered, but the brand name version you want
to take is not covered.

e The drug is covered, but there are extra rules or restrictions on coverage for that drug. As explained in Section 4, some of the
drugs covered by the plan have extra rules to restrict their use. For example, you 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 you. Or there might be limits on what amount of the
drug (number of pills, etc.) is covered during a particular time period. In some cases, you may want us to waive the restriction
for you.

e The drug is covered, but it is in a cost-sharing tier that makes your cost sharing more expensive than you think it should be.
The plan puts each covered drug into one of 5 different cost-sharing tiers. How much you pay for your prescription depends in
part on which cost-sharing tier your drug is in.

There are things you can do if your drug is not covered in the way that you'd like it to be covered. Your options depend on what type
of problem you have:

e |f your drug is not on the Drug List or if your drug is restricted, go to Section 5.2 to learn what you can do.

e |f your drug is in a cost-sharing tier that makes your cost more expensive than you think it should 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:

e You may be able to 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.

e You can change to another drug.
e 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 circumstances, the plan can offer a temporary supply of a drug to you when your drug is not on the Drug List or
when it is restricted in some 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 drug coverage must be one of the following types of changes:

e The drug you have been taking is no longer on the plan’s Drug List.

e — or — the drug you have been taking is now restricted in some way (Section 4 in this chapter tells about restrictions).
2. You must be in one of the situations described below:

e For those members who are new or who were in the plan last year:

We will cover a temporary supply of your drug during the first 90 days of your membership in the plan if you were
new and during the first 90 days of the calendar year if you were in the plan last year. This temporary supply will be
for a maximum of a 30-day supply. If your prescription is written for fewer days, we will allow multiple fills to provide up to
a maximum of a 30-day supply of medication. The prescription must be filled at a network pharmacy. (Please note that the
long-term care pharmacy may provide the drug in smaller amounts at a time to prevent waste.)
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e For those members who have been in the plan for more than 90 days and reside in a long-term care (LTC) facility and
need a supply right away:

We will cover one 31-day supply of a particular drug, or less if your prescription is written for fewer days. This is in addition to
the above temporary supply situation.

¢ In order to accommodate unexpected transitions of members without time for advanced planning, such as
level-of-care changes due to discharge from a hospital to a nursing facility or to a home, we will cover a temporary
30-day supply.

To ask for a temporary supply, call Customer Service (phone numbers are printed on the back cover of this booklet).

During the time when you are getting a temporary supply of a drug, you should talk with your provider to decide what to do when
your temporary supply runs out. You can either switch to a different drug covered by the plan or ask the plan to make an exception
for you and cover your current drug. The sections below tell you more about these options.

You can change to another drug

Start by talking with your provider. Perhaps there is a different drug covered by the plan that might work just as well for you. You
can call Customer Service to 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 for Customer Service are printed on the back cover of this booklet.)

You can ask for an exception

You and your provider can ask the plan to make an exception for you and cover the drug in the way you would like it to be covered.
If your provider says 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 drug even though it is not on the plan’s Drug List. Or you can
ask the plan to make an exception and cover the drug without restrictions.

If you and your provider want to ask for an exception, Chapter 9, Section 6.4 tells what to do. It explains the procedures and
deadlines that have been set by Medicare to make sure your request is handled promptly and fairly.

| Section 5.3  What can you do if your drug is in a cost-sharing tier you think is too high? |

If your drug is in a cost-sharing tier you think is too high, here are things you can do:

You can change to another drug

If your drug is in a cost-sharing tier you think is too high, start by talking with your provider. Perhaps there is a different drug in a
lower cost-sharing tier that might work just as well for you. You can call Customer Service to 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 for
Customer Service are printed on the back cover of this booklet.)

You can ask for an exception

You and your provider can ask the plan to make an exception in the cost-sharing tier for the drug so that you pay less for it. If
your provider says that you have medical reasons that justify asking us for an exception, your provider can help you request an
exception to the rule.

If you and your provider want to ask for an exception, Chapter 9, Section 6.4 tells what to do. It explains the procedures and
deadlines that have been set by Medicare to make sure your request is handled promptly and fairly.

Drugs in our Tier 5 (Specialty Tier) are not eligible for this type of exception. We do not lower the cost sharing amount for drugs in
this tier.

SECTION6  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:

e 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 because it has been found to be ineffective.
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¢ Move a drug to a higher or lower cost-sharing tier.

e Add or remove a restriction on coverage for a drug (for more information about restrictions to coverage, see Section 4 in
this chapter).

¢ Replace a brand name drug with a generic drug.
We must follow Medicare requirements before we change the plan’s 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 the Drug List occur during the year, we post information on our website about those changes. We will update our
online Drug List on a regularly scheduled basis to include any changes that have occurred after the last update. Below we point
out the times that you would get direct notice if changes are made to a drug that you are then taking. You can also call Customer
Service for 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 you this year: In the below cases, you will be affected by the coverage changes during the current year:

¢ A new generic drug replaces a brand name drug on the Drug List (or we change the cost-sharing tier or add new
restrictions to the brand name drug or both)

o We may immediately remove a brand name drug on our Drug List if we are replacing it with a newly approved generic
version of the same drug that will appear on the same or lower cost-sharing tier and with the same or fewer restrictions.
Also, when adding the new generic drug, we may decide to keep the brand name drug on our Drug List, but immediately
move it to a higher cost-sharing tier or add new restrictions or both.

o We may not tell you in advance before we make that change — even if you are currently taking the brand name drug

o 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 to ask for an exception, see Chapter 9 (What to do if you have a problem or complaint (coverage decisions,
appeals, complaints)).

o If you are taking the brand name drug at the time we make the change, we will provide you with information about the
specific change(s) we made. This will also include information on the steps you may take to request an exception to cover
the brand name drug. You may not get this notice before we make the change.

¢ Unsafe drugs and other drugs on the Drug List that are withdrawn from the market

o Once in a while, a drug may be suddenly withdrawn because it has been found to be unsafe or removed from the market for
another reason. If this happens, we will immediately remove the drug from the Drug List. If you are taking that drug, we will
let you know of this change right away.

o Your prescriber will also know about this change, and can work with you to find another drug for your condition.
e Other changes to drugs on the Drug List

o We may make other changes once the year has started that affect drugs you are taking. For instance, we might add
a generic drug that is not new to the market to replace a brand name drug or change the cost-sharing tier or add new
restrictions to the brand name drug or both. We also might make changes based on FDA boxed warnings or new clinical
guidelines recognized by Medicare. We must give you at least 30 days’ advance notice of the change or give you notice of
the change and a 30-day refill of the drug you are taking at a network pharmacy.

o After you receive notice of the change, you should be working with your prescriber to switch to a different drug that
we cover.

o Or you or your prescriber can ask us to 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 complaint (coverage decisions,
appeals, complaints)).

Changes to drugs on the Drug List that will not affect people currently taking the drug: For changes to the Drug List that
are not described above, if you are currently taking the drug, the following types of changes will not affect you until January 1 of the
next year if you stay in the plan:

e |f we move your drug into a higher cost-sharing tier.
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e |f we put a new restriction on your use of the drug.
e |f we remove your drug from the Drug List.

If any of these changes happen for a drug you are taking (but not because of a market withdrawal, a generic drug replacing a
brand name drug, or other change noted in the sections above), then the change won't affect your use or what you pay as your
share of the cost until January 1 of the next year. Until that date, you probably won’t see any increase in your payments or any
added restriction to your use of the drug. You will not get direct notice this year about changes that do not affect you. However, on
January 1 of the next year, the changes will affect you, and it is important to check the Drug List in the new benefit year for any
changes to drugs.

SECTION 7  What types of drugs are not covered by the plan?

Section 7.1 Types of drugs we do not cover
This section tells you what kinds of prescription drugs are “excluded.” This means Medicare does not pay for these drugs.

If you get drugs that are excluded, you must pay for them yourself. We won't pay for the drugs that are listed in this section. The
only exception: If the requested drug is found upon appeal to be a drug that is not excluded under Part D and we should have paid
for or covered it because of your specific situation. (For information about appealing a decision we have made to not cover a drug,
go to Chapter 9, Section 6.5 in this booklet.)

Here are three general rules about drugs that Medicare drug plans will not cover under Part D:
e Qur plan’s Part D drug coverage cannot cover a drug that would be covered under Medicare Part A or Part B.
e Our plan cannot cover a drug purchased outside the United States and its territories.

e Our plan usually cannot cover off-label use. “Off-label use” is any use of the drug other than those indicated on a drug’s label
as approved by the Food and Drug Administration.

o Generally, coverage for “off-label use” is allowed only when the use is supported by certain references, such as the
American Hospital Formulary Service Drug Information and the DRUGDEX Information System. If the use is not supported
by any of these references, then our plan cannot cover its “off-label use.”

Also, by law, these categories of drugs are not covered by Medicare drug plans:
e Non-prescription drugs (also called over-the-counter drugs)
e Drugs when used to promote fertility
e Drugs when used for the relief of cough or cold symptoms
e Drugs when used for cosmetic purposes or to promote hair growth
e Prescription vitamins and mineral products, except prenatal vitamins and fluoride preparations
e Drugs when used for the treatment of sexual or erectile dysfunction
e Drugs when used for treatment of anorexia, weight loss, or weight gain

e Qutpatient drugs for which the manufacturer seeks to require that associated tests or monitoring services be purchased
exclusively from the manufacturer as a condition of sale

If you receive “Extra Help” paying for 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 may be
available to you. (You can find phone numbers and contact information for Medicaid in Chapter 2, Section 6.)

SECTION8  Show your plan membership card when you fill a prescription

Section81  Show your membership card

To fill your prescription, show your plan membership card at the network pharmacy you choose. When you show your plan
membership card, the network pharmacy will automatically bill the plan for our share of your covered prescription drug cost. You will
need to pay the pharmacy your share of the cost when you pick up your prescription.




2021 Evidence of Coverage for Cigna True Choice Medicare (PPO)

Chapter 5. Using the plan’s coverage for your Part D prescription drugs ‘ 83

Section 8.2  What if you don’t have your membership card with you? |

If you don’t have your plan membership card with you when you 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 information, you may have to pay the full cost of the prescription when you
pick it up. (You can then ask us to reimburse you for our share. See Chapter 7, Section 2.1 for information about how to ask the
plan for reimbursement.)

SECTION9  Part D drug coverage in special situations

| Section 91  What if you're in a hospital or a skilled nursing facility for a 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 the plan, we will generally cover the cost of your
prescription drugs during your stay. Once you leave the hospital or skilled nursing facility, the plan will cover 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 6 (What you pay for your Part D prescription drugs) gives more information about drug coverage and what you pay.

Please note: When you enter, live in, or leave a skilled nursing facility, you are entitled to a Special Enrollment Period. During this
time period, you can switch plans or change your coverage. (Chapter 10, Ending your membership in the plan, tells when you can
leave our plan and join a different Medicare plan.)

| Section 9.2  What if you're a resident in a long-term care (LTC) facility? |

Usually, a long-term care (LTC) facility (such as a nursing home) has its own pharmacy, or a pharmacy that supplies drugs for all of
its residents. If you are a resident of a long-term care facility, you may get your prescription drugs through the facility’s pharmacy as
long as it is part of our network.

Check your Provider and Pharmacy Directory to find out if your long-term care facility’s pharmacy is part of our network. If it isn't, or
if you need more information, please contact Customer Service (phone numbers are printed on the back cover of this booklet).

What if you're a resident in a long-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 first 90 days of your membership. The total supply will be for a maximum of a 31-day supply, or less if your prescription
is written for fewer days. (Please note that the long-term care (LTC) pharmacy may provide the drug in smaller amounts at a time
to prevent waste.) If you have been a member of the plan for more than 90 days and need a drug that is not on our Drug List or

if the plan has any restriction on the drug’s coverage, we will cover one 31-day supply, or less if your prescription 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 that might 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, Section 6.4 tells what to do.

| Section 9.3  What if you're also getting drug coverage from an employer or retiree group plan? |

Do you currently have other prescription drug coverage through your (or your spouse’s) employer or retiree group? If so, please
contact that group’s benefits administrator. He or she can help you determine how your current prescription drug coverage will
work with our plan.

In general, if you are currently employed, the prescription drug coverage you get from us will be secondary to your employer or
retiree group coverage. That means your group coverage would pay first.

Special note about ‘creditable coverage’

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 “creditable” and the choices you have for drug coverage.

If the coverage from the group plan is “creditable,” it means that the plan has drug coverage that is expected to pay, on average,
at least as much as Medicare’s standard prescription drug coverage.

Keep these notices about creditable coverage, because 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 maintained creditable coverage. If you didn’t get a
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notice about creditable coverage from your employer or retiree group plan, you can get a copy from your employer or retiree plan’s
benefits administrator or the employer or union.

| Section 9.4  What if you're in Medicare-certified hospice?

Drugs are never covered by both hospice and our plan at the same time. If you are enrolled in Medicare hospice and require

an anti-nausea, laxative, pain medication or anti-anxiety drug that is not covered by your hospice because it is unrelated to your
terminal iliness and related conditions, our plan must receive notification 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 to make sure we have the notification that the drug is unrelated before
you ask a pharmacy to fill your prescription.

In the event you either revoke your hospice election or are discharged from hospice our plan should cover all your drugs. To prevent
any delays at a pharmacy when your Medicare hospice benefit ends, you should bring documentation to the pharmacy to verify
your revocation or discharge. See the previous parts of this section that tell about the rules for getting drug coverage under Part D.
Chapter 6 (What you pay for your Part D prescription drugs) gives more information about drug coverage and what you pay.

SECTION 10  Programs on drug safety and managing medications

| Section 101 Programs to help members use drugs safely

We conduct drug use reviews for our members to help make sure that they are getting safe and appropriate care. These reviews
are especially important for members who have more than one provider who prescribes their drugs.

We do a review each time you fill a prescription. We also review our records on a regular basis. During these reviews, we look for
potential problems such as:

e Possible medication errors
e Drugs that may not be necessary because you are taking another drug to treat the same medical condition
e Drugs that may not be safe or appropriate because of your age or gender
e Certain combinations of drugs that could harm you if taken at the same time
e Prescriptions written for drugs that have ingredients you are allergic to
e Possible errors in the amount (dosage) of a drug you are taking
e 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 sure our members safely use their prescription opioid medications, and other medications
that are frequently abused. This program is called a Drug Management Program (DMP). If you use opioid medications that you get
from several doctors or pharmacies, we may talk to your doctors to make sure your use of opioid medications is appropriate and
medically necessary. Working with your doctors, if we decide your use of prescription opioid or benzodiazepine medications is not
safe, we may limit how you can get those medications. The limitations may be:

e Requiring you to get all your prescriptions for opioid or benzodiazepine medications from a certain pharmacy(ies)
e Requiring you to get all your prescriptions for opioid or benzodiazepine medications from a certain doctor(s)
e Limiting the amount of opioid or benzodiazepine medications we will cover for you

If we think that one or more 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 you prefer to use, and about any other information you think is important for us to know. After you've had the
opportunity to respond, if we decide to limit your coverage for these medications, we will send you another letter confirming the
limitation. If you think we made a mistake or you disagree with our determination that you are at-risk for prescription drug misuse
or with the limitation, you and your prescriber have the right to ask us for an appeal. If you choose to appeal, we will review your
case and give you a decision. If 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 plan. See Chapter 9 for information
about how to ask for an appeal.
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The DMP may not apply to you if you have certain medical conditions, such as cancer, you are receiving hospice, palliative, or
end-of-life care, or live in a long-term care facility.

Section 10.3  Medication Therapy Management (MTM) program to help members manage their medications |
We have a program that can help our members with complex 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 members get the most benefit from the drugs they take. Our program is called a Medication Therapy
Management (MTM) program.

Some members who take medications for different medical conditions and have high drug costs may be able to get services
through an MTM program. A pharmacist or other health professional will give you a comprehensive review of all your medications.
You can talk about how best to take your medications, your costs, and any problems or questions you have about your prescription
and over-the-counter medications. You'll get a written summary of this discussion. The summary has a medication action 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 follow-
up questions. You'll also get a personal medication list that will include all the medications you're taking and why you take them.

It's a good idea to have your medication review before your yearly “Wellness” visit, so you can talk to your doctor about your action
plan and medication list. Bring your action plan and medication list with you to your visit or anytime you talk with your doctors,
pharmacists, and other health care providers. Also, keep your medication list with you (for example, with your ID) in case you go to
the hospital or emergency room.

If we have a program that fits your needs, we will automatically enroll you in the program and send you information. If you decide
not to participate, please notify us and we will withdraw you from the program. If you have any questions about these programs,
please contact Customer Service (phone numbers are printed on the back cover of this booklet).
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Stage 1
Yearly Deductible Stage

Stage 2
Initial Coverage Stage

Stage 3
Coverage Gap Stage

Stage 4
Catastrophic Coverage Stage

During this stage, you pay
the full cost of your Tier 4
and Tier 5 drugs.

You stay in this stage until you
have paid $95 for your Tier 4
and Tier 5 drugs ($95 is the
amount of your Tier 4 and
Tier 5 deductible).

(Details are in Section 4 of
this chapter.)

During this stage, the plan
pays its share of the cost of
your Tier 1, Tier 2 and Tier 3
drugs and you pay your
share of the cost.

After you (or others on your
behalf) have met your Tier 4
and Tier 5 deductible, the
plans pays its share of the
costs of your Tier 4 and

Tier 5 drugs and you pay your
share.

You stay in this stage until
your year-to-date “total drug
costs” (your payments plus
any Part D plan’s payments)
total $4,130.

(Details are in Section 5 of
this chapter.)

During this stage, you pay
25% of the price for brand
name drugs (plus a portion of
the dispensing fee) and 25%
of the price for generic drugs.

You stay in this stage

until your year-to-date
“out-of-pocket costs”

(your payments) reach a

total of $6,550. This amount
and rules for counting costs
toward this amount have been
set by Medicare.

(Details are in Section 6 of
this chapter.)

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.)

SECTION 3

We send you reports that explain payments for your drugs and which payment stage you are in

Section 3.1

We send you a monthly report called the “Part D Explanation of Benefits” (the “Part D EOB”)

Our plan keeps track of the costs of your prescription drugs and the payments you have made when you get your prescriptions
filled or refilled at the pharmacy. This way, we can tell you when you have moved from one drug payment stage to the next. In
particular, there are two types of costs we keep track of:

e \We keep track of how much you have paid. This is called your “out-of-pocket” cost.
e \We keep track of your “total drug costs.” This is the amount you pay out-of-pocket or others pay on your behalf plus the

amount paid by the plan.

Our plan will prepare a written report called the Part D Explanation of Benefits (it is sometimes called the “Part D EOB”) when you
have had one or more prescriptions filled through the plan during the previous month. The Part D EOB provides more information
about the drugs you take, such as increases in price and other drugs with lower cost sharing that may be available. You should

consult with your prescriber about these lower cost options. It includes:

e Information for that month. This report gives the payment details about the prescriptions you have filled during the previous
month. It shows the total drug costs, what the plan paid, and what you and others on your behalf paid.

e Totals for the year since January 1. This is called “year-to-date” information. It shows you the total drug costs and total
payments for your drugs since the year began.

e Drug price information. This information will display cumulative percentage increases for each prescription claim.

e Available lower cost alternative prescriptions. This will include information about other drugs with lower cost sharing for
each prescription claim 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 your information correct and up to date:

e Show your membership 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 card every time you get a prescription filled.
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e Make sure we have the information we need. There are times you may pay for prescription drugs when we will not
automatically get the information we need to keep track of your out-of-pocket costs. To help us keep track of your out-of-pocket
costs, you may give us copies of receipts for drugs that you have purchased. (If you are billed for a covered drug, you can ask
our plan to pay our share 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 complete 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 is not part of our
plan’s benefit.

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 at out-of-network pharmacies or other times you have paid the full price for a
covered drug under special circumstances.

e Send us information about the payments others have made for you. Payments made by certain other individuals
and organizations also count toward your out-of-pocket costs and help qualify you for catastrophic coverage. For example,
payments made by an AIDS drug assistance program (ADAP), the Indian Health Service, and most charities count toward your
out-of-pocket costs. You should keep a record of these payments and send them to us so we can track your costs.

e Check the written report we send you. When you receive a Part D Explanation of Benefits (a “Part D EOB”) 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 at Customer Service (phone numbers are printed on the back cover of this booklet). Be sure
to keep these reports. They are an important record of your drug expenses.

SECTION4  During the Deductible Stage, you pay the full cost of your Tier 4 and Tier 5 drugs

Section41  You stay in the Deductible Stage until you have paid $95 for your Tier 4 and Tier 5 drugs

The Deductible Stage is the first payment stage for your drug coverage. You will pay a yearly deductible of $95 on Tier 4 and Tier 5
drugs. You must pay the full cost of your Tier 4 and Tier 5 drugs until you reach the plan’s deductible amount. For all other drugs,
you will not have to pay any deductible and will start receiving coverage immediately.

e Your “full cost” is usually lower than the normal full price of the drug, since our plan has negotiated lower costs for
most drugs.

e The “deductible” is the amount you must pay for your Part D prescription drugs before the plan begins to pay its share.

Once you have paid $95 for your Tier 4 and Tier 5 drugs, you leave the Deductible Stage and move on to the next drug payment
stage, which is 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 51  What you pay for a drug depends on the drug and where you fill your prescription

During the Initial Coverage Stage, the plan pays its share of the cost of your covered prescription drugs, and you pay your
share (your copayment or coinsurance amount). Your share of the cost will vary depending on the drug and where you fill
your prescription.

The plan has 5 cost-sharing tiers

Every drug on the plan’s Drug List is in one of 5 cost-sharing tiers. In general, the higher the cost-sharing tier number, the higher
your cost for the drug:

Cost-Sharing Tier Drugs Included in Cost-Sharing Tier
Lowest Cost-Sharing Tier 1 Preferred Generic Drugs
2 Generic Drugs
3 Preferred Brand Drugs
4 Non-Preferred Drugs
Highest Cost-Sharing Tier 5 Specialty Drugs

To find out which cost-sharing tier your drug is in, look it up in the plan’s Drug List.
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Your pharmacy choices
How much you pay for a drug depends on whether you get the drug from:

e A network retail pharmacy that offers standard cost sharing
e A network retail pharmacy that offers preferred cost sharing
e A pharmacy that is not in the plan’s network

e The plan’s mail-order pharmacy

For more information about these pharmacy choices and filling your prescriptions, see Chapter 5 in this booklet and the plan’s
Provider and Pharmacy Directory.

Generally, we will cover your prescriptions only if they are filled at one of our network pharmacies. Some of our network pharmacies
also offer preferred cost sharing. You may go to either network pharmacies that offer preferred cost sharing or other network
pharmacies that offer standard cost sharing to receive your covered prescription drugs. Your costs may be less at pharmacies that
offer preferred cost sharing.

| Section 5.2 A table that shows your costs for a one-month supply of a drug

During the Initial Coverage Stage, your share of the cost of a covered drug will be either a copayment or a coinsurance.
e “Copayment” means that you pay a fixed amount each time you fill a prescription.
e “Coinsurance” means that you pay a percent of the total cost of the drug each time you fill a prescription.

As shown in the table below, the amount of the copayment or coinsurance depends on which cost-sharing tier your drug is in.
Please note:

e |f your covered drug costs less than the copayment amount listed in the chart, you will pay that lower price for the drug. You
pay either the full price of the drug or the copayment amount, whichever is lower.

¢ \We cover prescriptions filled at out-of-network pharmacies in only limited situations. Please see Chapter 5, Section 2.5 for
information about when we will cover a prescription filled at an out-of-network pharmacy.
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Your share of the cost when you get a one-month supply of a covered Part D prescription drug:

Out-of-
network
cost sharing
Preferred |(sC I(i)r\r/ﬁtrsc?e
Standard retail retail Standard Preferred Long-term to certain
costsharing  costsharing  mail-order mail-order care (LTC) situations: see
(in-network) (in-network) costsharing  costsharing  cost sharing Chapter 5 for

(uptoa30-day (uptoa3d0-day (uptoa30-day (uptoa30-day (uptoa3i-day details.) (uptoa
supply) supply) supply) supply) supply) 30-day supply)

Cost-Sharing  $8 copayment ~ $3 copayment ~ $8 copayment ~ $3 copayment ~ $8 copayment  $8 copayment
Tier1

(Preferred
Generic Drugs)

Cost-Sharing $17 copayment ~ $12 copayment  $17 copayment  $12 copayment  $17 copayment  $17 copayment
Tier 2

(Generic Drugs)

Cost-Sharing $47 copayment  $42 copayment  $47 copayment  $42 copayment  $47 copayment  $47 copayment
Tier 3

(Preferred Brand
Drugs)

Cost-Sharing  $100 copayment $95 copayment  $100 copayment $95 copayment  $100 copayment $100 copayment
Tier 4

(Non-Preferred
Drugs)

Cost-Sharing 31% coinsurance  31% coinsurance 31% coinsurance 31% coinsurance 31% coinsurance 31% coinsurance
Tier 5

(Specialty Drugs)

Section 5.3  If your doctor prescribes less than a full month’s supply, you may not have to pay the cost of the entire
month’s supply

Typically, the amount you pay for a prescription drug covers a full month’s supply of a covered drug. However, your doctor can
prescribe less than a month’s supply of drugs. There may be times when you want to ask your doctor about prescribing less than a
month’s supply of a drug (for example, when you are trying a medication for the first time that is known to have serious side effects).
If your doctor prescribes less than a full month’s supply, you will not have to pay for the full month’s supply for certain drugs.

The amount you pay when you get less than a full month’s supply will depend on whether you are responsible for paying
coinsurance (a percentage of the total cost) or a copayment (a flat dollar amount).

e |f you are responsible for coinsurance, you pay a percentage of the total cost of the drug. You pay the same percentage
regardless of whether the prescription is for a full month’s supply or for fewer days. However, because the entire drug cost will
be lower if you get less than a full month’s supply, the amount you pay will be less.

e |f 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 drug (the “daily cost sharing rate”) and multiply it by the number
of days of the drug you receive.

o Here’s an example: Let’s say the copay for your drug for a full month’s supply (a 30-day supply) is $30. This means that
the amount you pay per day for your drug is $1. If you receive a 7 days’ supply of the drug, your payment will be $1 per day
multiplied by 7 days, for a total payment of $7.
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Daily cost sharing allows you to make sure a drug works for you before you have to pay for an entire month’s supply. You can also
ask your doctor to prescribe, and your pharmacist to dispense, less than a full month’s supply of a drug or drugs, if this will help you
better plan refill dates for different prescriptions so that you can take fewer trips to the pharmacy. The amount you pay will depend
upon the days’ supply you receive.

Section 5.4 A table that shows your costs for a long-term 90-day supply of a drug |

For some drugs, you can get a long-term supply (also called an “extended supply”) when you fill your prescription. A long-term
supply is a 90-day supply. (For details on where and how to get a long-term supply of a drug, see Chapter 5, Section 2.4.)

The table below shows what you pay when you get a long-term 90-day supply of a drug.

e Please note: If your covered drug costs are less than the copayment amount listed in the chart, you will pay that lower price for
the drug. You pay either the full price of the drug or the copayment amount, whichever is lower.

Your share of the cost when you get a long-term supply of a covered Part D prescription drug:

Standard retail Preferred retail
cost sharing cost sharing Standard mail-order  Preferred mail-order
(in-network) (in-network) cost sharing cost sharing
(up to a 90-day supply)  (up to a 90-day supply)  (up to a 90-day supply)  (up to a 90-day supply)
Cost-Sharing Tier 1 $24 copayment $7.50 copayment $24 copayment $0 copayment
(Preferred Generic
Drugs)
Cost-Sharing Tier2  $51 copayment $30 copayment $51 copayment $0 copayment
(Generic Drugs)
Cost-Sharing Tier3  $141 copayment $126 copayment $141 copayment $126 copayment
(Preferred Brand
Drugs)
Cost-Sharing Tier4 ~ $300 copayment $285 copayment $300 copayment $285 copayment
(Non-Preferred Drugs)
Cost-Sharing Tier 5 A long-term supply is A long-term supply is A long-term supply is A long-term supply is
Specialty D not available for drugs  not available for drugs  not available for drugs  not available for drugs
(Specialty Drugs) in Tier 5. in Tier 5. in Tier 5. in Tier 5.

| 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 the $4,130
limit for the Initial Coverage Stage.

Your total drug cost is based on adding together what you have paid and what any Part D plan has paid:

e What you have paid for 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 out-of-pocket costs.) This includes:

o The $95 you paid when you were in the Deductible Stage.
o The total you paid as your share of the cost for your drugs during the Initial Coverage Stage.

e What the plan has paid as its share of the cost for your drugs during the Initial Coverage Stage. (If you were enrolled in a
different Part D plan at any time during 2021, the amount that plan paid during the Initial Coverage Stage also counts toward
your total drug costs.)

The Part D Explanation of Benefits (Part D EOB) that we send to you will help you keep track of how much you and the plan, as
well as any third parties, have spent on your behalf during the year. Many people do not reach the $4,130 limit in a year.

We will let you know if you reach this $4,130 amount. If you do reach this amount, you will leave the Initial Coverage Stage and
move on to the Coverage Gap Stage.
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SECTION6  During the Coverage Gap Stage, you receive a discount on brand name drugs and pay no more than
25% of the costs of generic drugs

| Section6.1  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 drugs. You pay 25% of the negotiated price and a portion of the dispensing fee for brand name drugs. Both the amount
you pay and the amount discounted by the manufacturer count toward your out-of-pocket costs as if you had paid them and moves
you through the coverage gap.

You also receive some coverage for generic drugs. You pay no more than 25% of the cost for generic drugs and the plan pays the
rest. For generic drugs, the amount paid by the plan (75%) does not count toward your out-of-pocket costs. Only the amount you
pay counts and moves you through the coverage gap.

You continue paying the discounted price for brand name drugs and no more than 25% of the costs of generic drugs until your
yearly out-of-pocket payments reach a maximum amount that Medicare has set. In 2021, that amount is $6,550.

Medicare has rules about what counts and what does not count as your out-of-pocket costs. When you reach an out-of-pocket limit
of $6,550, 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 Medicare’s rules that we must follow when we keep track of your out-of-pocket costs for your drugs.

These payments are included in your out-of-pocket costs

When you add up your out-of-pocket costs, you can include the payments listed below (as long as they are for Part D covered
drugs and you followed the rules for drug coverage that are explained in Chapter 5 of this booklet):

e The amount you pay for drugs when you are in any of the following drug payment stages:
o The Deductible Stage
o The Initial Coverage Stage
o The Coverage Gap Stage

¢ Any payments you made during this calendar year as a member of a different Medicare prescription drug plan before you
joined our plan.

It matters who pays:
e |f you make these payments yourself, they are included in your out-of-pocket costs.
e These payments are also included if they are made on your behalf by certain other individuals or organizations. This

includes payments for your drugs made by a friend or relative, by most charities, by AIDS drug assistance programs, or by the
Indian Health Service. Payments made by Medicare’s “Extra Help” Program are also included.

e Some of the payments made by the Medicare Coverage Gap Discount Program are included. The amount the manufacturer
pays for your brand name drugs is included. But the amount the plan pays for your generic drugs is not included.

Moving on to the Catastrophic Coverage Stage:

When you (or those paying on your behalf) have spent a total of $6,550 in out-of-pocket costs within the calendar year, you will
move from the Coverage Gap Stage to the Catastrophic Coverage Stage.

These payments are not included in your out-of-pocket costs
When you add up your out-of-pocket costs, you are not allowed to include any of these types of payments for prescription drugs:
e Drugs you buy outside the United States and its territories.
e Drugs that are not covered by our plan.
e Drugs you get at an out-of-network pharmacy that do not meet the plan’s requirements for out-of-network coverage.
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e Non-Part D drugs, including prescription drugs covered by Part A or Part B and other drugs excluded from coverage
by Medicare.

e Payments made by the plan for your brand or generic drugs while in the Coverage Gap.
e Payments for your drugs that are made by group health plans including employer health plans.

e Payments for your drugs that are made by certain insurance plans and government-funded health programs such as
TRICARE and the Veterans Affairs.

e Payments for your drugs made by a third party with a legal obligation to pay for prescription costs (for example,
Workers” Compensation).

Reminder: 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. Call Customer Service to let us know (phone numbers are printed on the back cover of this booklet).

How can you keep track of your out-of-pocket total?

e We will help you. The Part D Explanation of Benefits (Part D EOB) report we send to you includes the current amount of
your out-of-pocket costs (Section 3 in this chapter tells about this report). When you reach a total of $6,550 in out-of-pocket
costs for the year, this report will tell you that you have left the Coverage Gap Stage and have moved on to the Catastrophic
Coverage Stage.

¢ Make sure we have the information we need. Section 3.2 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 your out-of-pocket costs have reached the $6,550 limit for the calendar year.
Once 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.
e Your share of the cost for a covered drug will be either coinsurance or a copayment, whichever is the larger amount:
o — either — coinsurance of 5% of the cost of the drug
o — or— $3.70 for a generic drug or a drug that is treated like a generic and $9.20 for all other drugs.
e Our plan pays the rest of the cost.

SECTION8  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 coverage for a number of Part D vaccines. We also cover vaccines that are considered medical benefits. You
can find out about coverage of these vaccines by going to the Medical Benefits Chart in Chapter 4, Section 2.1.

There are two parts to our coverage of Part D vaccinations:
e The first part of coverage is the cost of the vaccine medication itself. The vaccine is a prescription medication.

e The second part of coverage is for the cost of giving you the vaccine. (This is sometimes called the “administration” of
the vaccine.)

What do you pay for a Part D vaccination?
What you pay for a Part D vaccination depends on three things:

1. The type of vaccine (what you are being vaccinated for).

o Some vaccines are considered medical benefits. You can find out about your coverage of these vaccines by going to
Chapter 4, Medical Benefits Chart (what is covered and what you pay).
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o Other vaccines are considered Part D drugs. You can find these vaccines listed in the plan’s List of Covered Drugs
(Formulary).

2. Where you get the vaccine medication.
3. Who gives you the vaccine.
What you pay at the time you get the Part D vaccination can vary depending on the circumstances. For example:

e Sometimes when you get your vaccine, you will have to pay the entire cost for both the vaccine medication and for getting the
vaccine. You can ask our plan to pay you back for our share of the cost.

e Other times, when you get the vaccine medication or the vaccine, you will pay only your share of the cost.

To show how this works, here are three common ways you might get a Part D vaccine. Remember you are responsible for all of the
costs associated with vaccines (including their administration) during the Deductible and Coverage Gap Stage of your benefit.

Situation 1: You buy the Part D vaccine at the pharmacy and you get your vaccine at the network pharmacy. (Whether you
have this choice depends on where you live. Some states do not allow pharmacies to administer a vaccination.)

e You will have to pay the pharmacy the amount of your coinsurance or copayment for the vaccine and the cost of
giving you the vaccine.

e Our plan will pay the remainder of the costs.
Situation 2: You get the Part D vaccination at your doctor’s office.
¢ When you get the vaccination, you will pay for the entire cost of the vaccine and its administration.

e You can then ask our plan to pay our share of the cost by using the procedures that are described in Chapter 7
of this booklet (Asking us to pay our share of a bill you have received for covered medical services or drugs).

e You will be reimbursed the amount you paid less your normal coinsurance or copayment for the vaccine
(including administration) less any difference between the amount the doctor charges and what we normally pay.
(If you get “Extra Help,” we will reimburse you for this difference.)

Situation 3: You buy the Part D vaccine at your pharmacy, and then take it to your doctor’s office where they give you
the vaccine.

e You will have to pay the pharmacy the amount of your coinsurance or copayment for the vaccine itself.

¢ \When your doctor gives you the vaccine, you 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.

¢ You will be reimbursed the amount charged by the doctor for administering the vaccine less any difference
between the amount the doctor charges and what we normally pay. (If you get “Extra Help,” we will reimburse
you for this difference.)

| Section 8.2  You may want to call us at Customer Service 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 at Customer
Service whenever you are planning to get a vaccination. (Phone numbers for Customer Service are printed on the back cover of
this booklet.)

e \We can tell you about how your vaccination is covered by our plan and explain your share of the cost.
e \We can tell you how to keep your own cost down by using providers and pharmacies in our network.

e |f you are not able to use a network provider and pharmacy, we can tell you what you need to do to get payment from us for our
share of the cost.




CHAPTER 7

Asking us to pay our share of a bill
you have received for covered
medical services or drugs
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SECTION1  Situations in which you should ask us to pay our share of the cost of your covered services or drugs

Section 1.1 If you pay our plan’s share of the cost of your covered services or drugs, or if you receive a bill, you can
ask us for payment

Sometimes when you get medical care or a prescription drug, you may need to pay the full cost right away. Other times, you may
find that you have paid more than you expected 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 “reimbursing” you). It is your right to be paid back by our plan whenever you've paid more
than your share of the cost for medical 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 at 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 you’ve received emergency or urgently needed medical care from a provider who is not in our
plan’s 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 needed services from a provider who is not part of our network, you are only responsible for
paying your share of the cost, not for the entire cost. You should ask the provider to bill the plan for our share of the cost.

e |f 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. Send us the bill, along with documentation of any payments you have made.

e At times 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.

¢ Please note: While you can get your care from an out-of-network provider, the provider must be eligible to participate
in Medicare. Except for emergency care, we cannot pay a provider who is not eligible to participate in Medicare. If the
provider is not eligible to participate in Medicare, you will be responsible for the full cost of the services you receive.

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.

¢ You only have to pay your cost sharing amount when you get services covered by our plan. We do not allow providers to
add additional separate charges, called “balance billing.” This protection (that you never pay more than your cost sharing
amount) applies even if we pay the provider less than the provider charges for a service and even if there is a dispute
and we don't pay certain provider charges. For more information about “balance billing,” go to Chapter 4, Section 1.3.

¢ 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.

e |f 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 payment you have made 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

Sometimes a person’s enroliment in the plan is retroactive. (Retroactive means that the first day of their enrollment has
already passed. The enroliment date may even have occurred last year.)

If you were retroactively enrolled in our plan and you paid out-of-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 costs. You will need to submit paperwork for us to
handle the reimbursement.

Please call Customer Service for additional information about how to ask us to pay you back and deadlines for making your
request. (Phone numbers for Customer Service are printed on the back cover of this booklet.)
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SECTION3  We will consider your request for payment and say yes or no

| Section 31 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 make a coverage decision.

e |f we decide that the medical care or drug is covered and you followed all the rules for getting the care or drug, we will pay for
our share of the cost. If you have already paid for the service or drug, we will mail your reimbursement of our 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 services covered. Chapter 5 explains the rules you need to follow for getting
your Part D prescription drugs covered.)

e |f we decide that the medical care or drug is not covered, or you did not follow all the rules, we will not pay for our share of the
cost. Instead, we will send you a letter that explains the reasons why we are not sending the payment you have requested and
your right 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 made a mistake in turning down your request for payment or you don't 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.

For the details on how to make this appeal, go to Chapter 9 of this booklet (What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)). The appeals process is a formal process with detailed procedures and important
deadlines. If making an appeal is new to you, you will find it helpful to start by reading Section 4 of Chapter 9. Section 4 is an
introductory section that explains the process for coverage decisions and appeals and gives definitions of terms such as “appeal.”
Then, after you have read Section 4, you can go to the section in Chapter 9 that tells what to do for your situation:

e |f you want to make an appeal about getting paid back for a medical service, go to Section 5.3 of Chapter 9.
e |f you want to make an appeal about getting paid back for a drug, go to Section 6.5 of 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 your out-of-pocket costs correctly.
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 the Deductible Stage and Coverage Gap Stage you can buy your drug at a network
pharmacy for a price that is lower than our price.

e 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.

e Unless special conditions apply, you must use a network pharmacy in these situations and your drug must be on our
Drug List.

e Save your receipt and send a copy to us so that we can have your out-of-pocket expenses count toward qualifying you
for the Catastrophic Coverage Stage.

¢ Please note: If you are in the Deductible Stage and Coverage Gap Stage, we will not pay for any share of these drug
costs. But sending a copy of the receipt allows us to calculate your out-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 program offered by a drug manufacturer that is outside the plan

benefits. If you get any drugs through a program offered by a drug manufacturer, you may pay a copayment to the patient
assistance program.

e Save your receipt and send a copy to us so that we can have your out-of-pocket expenses count toward qualifying you
for the Catastrophic Coverage Stage.

¢ Please note: Because you are getting your drug through the patient assistance program and not through the plan’s
benefits, we will not pay for any share of these drug costs. But sending a copy of the receipt allows us to calculate your
out-of-pocket 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 described above, these 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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SECTION1  Our plan must honor your rights as a member of the plan

Section 11 We must provide information in a way that works for you (in languages other than English, in braille, in
large print, or other alternate formats, etc.)
Debemos proporcionarle informacion de manera que la entienda bien (en otros idiomas que no sea
inglés, en braille, en impresion con letra grande o en otros formatos, etc.)

To get information from us in a way that works for you, please call Customer Service (phone numbers are printed on the back cover
of this booklet).

Our plan has people and free interpreter services available to answer questions from disabled and non-English speaking members.
We can also give you information in braille, in large print, or other alternate formats at no cost if you need it. We are required to give
you information about the plan’s benefits in a format that is accessible and appropriate for you. To get information from us in a way
that works for you, please call Customer Service (phone numbers are printed on the back cover of this booklet).

If you have any trouble getting information from our plan in a format that is accessible and appropriate for you, please call to file
a grievance with our Member Grievances department (phone numbers are printed in the Complaints About Medical Care contact
information in Chapter 2, Section 1 of this booklet). You may also file a complaint with Medicare by calling 1-800-MEDICARE
(1-800-633-4227) or directly with the Office for Civil Rights. Contact information is included in this Evidence of Coverage or

with this mailing, or you may contact Customer Service (phone numbers are printed on the back cover of this booklet) for
additional information.

Para obtener mayor informacion de nuestra compafiia en la manera que mas le convenga, llame al Servicio de Atencion al Cliente
(los numeros telefonicos se encuentran en la contraportada de este libro).

Nuestro plan cuenta con personal y servicio gratuito de intérprete de idiomas que podré responder a las preguntas de los
miembros que no hablen inglés y de los miembros que tengan alguna discapacidad. Ademas, podemos darle informacién en
braille, en impresidn con letra grande, o en otros formatos sin costo si asi lo necesita. Es nuestra obligacién darle informacion
sobre los beneficios del plan en un formato que sea accesible y adecuado para usted. Para obtener informacién de nuestra
compafiia en la manera que mas le convenga, llame al Servicio de Atencion al Cliente (los nimeros telefonicos estan impresos en
la contraportada de este libro).

Si tiene dificultades para conseguir informacién de nuestro plan en un formato que sea accesible y adecuado para usted, puede
presentar una queja por agravios comunicandose con nuestro departamento de quejas por agravios para miembros (Member
Grievances department); los nimeros telefonicos se encuentran impresos en la informacion de contacto bajo el titulo “Quejas
sobre su atencién médica” en el Capitulo 2, Seccidn 1 de este libro. También puede presentar una queja ante Medicare llamando
al 1-800-MEDICARE (1-800-633-4227) o directamente ante la Oficina de Derechos Civiles. La informacién de contacto esta
incluida en esta Constancia de cobertura o en este correo, o puede comunicarse con el Servicio de Atencién al Cliente (los
numeros telefonicos estan impresos en la contraportada de este libro) para solicitar mas informacion.

| Section1.2  We must ensure that you get timely access to your covered services and drugs |

You have the right to choose a provider in the plan’s network. Call Customer Service to learn which doctors are accepting new
patients (phone numbers are printed on the back cover of this booklet). You also have the right to go to a women'’s health specialist
(such as a gynecologist) without a referral and still pay the in-network cost sharing amount.

You also have the right to get non-emergency care after your PCP’s office is closed. If you need to talk with your PCP or get
medical care when the PCP office is closed, and it is not a medical emergency, call the PCP at the phone number found on your
membership card. There is always a doctor on call to help you. The Telecommunications Relay Service (TRS) provides a relay
service for deaf, hard-of-hearing and/or persons with speech and language disorders by dialing 711. The TRS will assist you in
contacting your PCP.

As a plan member, you have the right to get appointments and covered services from the plan’s network of providers within a
reasonable amount of time. This includes the right to get timely services from specialists when you need that care. You also have
the right to 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 9, Section 10
of this booklet tells what you can do. (If we have denied coverage for your medical care or drugs and you don’t agree with our
decision, Chapter 9, Section 4 tells what you can do.)
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The plan’s evaluation of new technologies

We take pride in giving our customers the best medical and pharmacy benefits available. Our Pharmacy & Therapeutics Committee
and our Clinical Guidelines Committee carefully review new medications, medical and behavioral procedures, and devices as
potential benefit additions for our customers. The Pharmacy & Therapeutics Committee is made up of practicing physicians,
pharmacists and our Medical Directors. Together, these professionals review new medications while evaluating available clinical
guidelines, evidence-based medicine and pharmacoeconomic studies. The Clinical Guidelines Committee is made up of our
Medical Directors, pharmacists and behavioral health specialists. This committee evaluates medical and behavioral technologies
by reviewing pertinent data including evidence-based guidelines, safety data, appropriate CMS and other regulatory information,
and expert specialist input. Based on these reviews, the committees then vote on which medications, medical and behavioral
procedures, and devices to offer that are deemed efficacious and efficient and will provide the greatest benefit for our customers.

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.

e Your “personal health information” includes the personal information you gave us when you enrolled in this plan as well as your
medical records and other medical and health information.

e The laws that protect your privacy give you rights related to getting information and controlling how your health information
is used. We give you a written notice, called a “Notice of Privacy Practice,” that tells about these rights and explains how we
protect the privacy of your health information.

How do we protect the privacy of your health information?
¢ \We make sure that unauthorized people don't see or change your records.
e [n most situations, if we give your health information to anyone who isn’t providing your care or paying for your care, we are

required to get written permission from you first. Written permission can be given by you or by someone you have given legal
power to make decisions for you.

e 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 to government agencies that are checking on quality of care.

o 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 your information 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 the plan and 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, we will work with your health care provider to decide 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 information, please call Customer Service (phone
numbers are printed on the back cover of this booklet).

Section1.4  We must give you information about the plan, its network of providers, and your covered services

As a member of our plan, you have the right to get several kinds of information from us. (As explained above in Section 1.1, you
have the right to get information from us in a way that works for you. This includes getting the information in languages other than
English and in large print or other alternate formats.)

If you want any of the following kinds of information, please call Customer Service (phone numbers are printed on the back cover of
this booklet):

e Information about our plan. This includes, for example, information about the plan’s financial condition. It also includes
information about the number of appeals made by members and the plan’s performance ratings, including how it has been
rated by plan members and how it compares to other Medicare health plans.
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e To receive an explanation if you are denied coverage for care. You 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 iliness. You have the
right to say what you want to happen if you are in this situation. This means that, if you want to, you can:

e Fill out a written form to give someone the legal authority to make medical decisions for you if you ever become unable to
make decisions for yourself.

e Give your doctors written instructions about how you want them to handle your medical care if you become unable to make
decisions for yourself.

The legal documents that you can use to give your directions in advance in these situations are called “advance directives.”
There are different types of advance directives and different names for them. Documents called “living will” and “power of
attorney for health care” are examples of advance directives.

If you want to use an “advance directive” to give your instructions, here is what to do:

e 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 people information
about Medicare.

e Fill it out and sign it. Regardless of where you get this form, keep in mind that it is a legal document. You should consider
having a lawyer help you prepare it.

e Give copies to appropriate people. You should give a copy of the form to your doctor and to the person you name on the

form as the one to make decisions for you if you can't. You may want to give copies 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.
e |f you are admitted to the hospital, they will ask you whether you have signed an advance directive form and whether you have
it with you.
e |f you have not signed an advance directive form, the hospital has forms available and will ask if you want to sign one.
Remember, it is your choice whether you want to fill out an advance directive (including 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 hospital did not follow the instructions in it, you may file a
complaint with Georgia Division of Aging Services.

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 problem or concern
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. Whatever you do — ask for a coverage decision, make an appeal, or make a complaint —
we 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, please call Customer Service (phone numbers are printed on the back cover of
this booklet).
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e Help your doctors and other providers help you by giving them information, asking questions, 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 they need about you and your health. Follow the treatment plans and instructions
that you and your doctors agree upon.

o Make sure your doctors know all of the drugs you are taking, including over-the-counter drugs, vitamins, and supplements.

o If you have any questions, be sure to ask. Your doctors and other health care providers are supposed to explain things in a
way you can understand. If you ask a question and you don’t understand the answer you are given, ask again.

e Be considerate. We expect all our members to respect the rights of other patients. We also expect you to act in a way that
helps the smooth running of your doctor’s office, hospitals, and other offices.

e Pay what you owe. As a plan member, you are responsible for these payments:

o In order to be eligible for our plan, you must have Medicare Part A and Medicare Part B. Some plan members must pay a
premium for Medicare Part A. Most plan members must pay a premium for Medicare Part B to remain a member of the plan.

o For most of 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 will be a copayment (a fixed amount) or coinsurance (a percentage of the total cost). Chapter 4 tells
what you must pay for your medical services. Chapter 6 tells what you must pay for your Part D prescription drugs.

- 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 decision to deny coverage for a service or drug, you can make an appeal. Please see Chapter 9
of this booklet for information about how to make an appeal.

o If you are required to pay the extra amount for Part D because of your yearly income, you must pay the extra amount
directly to the government to remain a member of the plan.

e Tell us if you move. If you are going to move, it’s important to tell us right away. Call Customer Service (phone numbers are
printed on the back cover of this booklet).

o If you move outside of our plan service area, you cannot 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 service
area, you will have a Special Enrollment Period when you can join any Medicare plan available in your new area. We 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 know so we can keep your membership record up to date and
know how to contact 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.

e Call Customer Service for help if you have questions or concerns. We also welcome any suggestions you may have for
improving our plan.

o Phone numbers and calling hours for Customer Service are printed on the back cover of this booklet.
o For more information on how to reach us, including our mailing address, please see Chapter 2.
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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 covered or 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 this chapter, Section 4, “A guide to the basics of coverage decisions
and appeals.”

No. My problem is not about benefits or coverage.

Skip ahead to Section 10 at the end of this chapter: “How to make a complaint about quality of care,
waiting times, customer service or other concerns.”

COVERAGE DECISIONS AND APPEALS

SECTION4 A guide to the basics of coverage decisions and appeals

| Section 4.1 Asking for coverage decisions and making appeals: the big picture |

The process for coverage decisions and appeals deals with problems related to your benefits and coverage for medical services
and prescription drugs, 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 decision 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 you whenever you receive
medical care from him or her or if your network doctor refers you to a medical specialist. You or your doctor can also contact us and
ask for a coverage decision if your doctor is unsure whether we will cover a particular 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 service before you receive it, you can
ask us to make a coverage decision for you.

We are making a coverage decision for you whenever we decide what is covered for you and how much we pay. In 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

If we make a coverage decision and you are not satisfied with this decision, you can “appeal” the decision. An appeal is a formal
way of asking us to review and change a coverage decision we have made.

When you appeal a decision for the first time, this is called a Level 1 Appeal. In this appeal, we review the coverage decision
we made to check to see if we were following all of the rules properly. Your appeal is handled by different reviewers than
those who made the original unfavorable decision. When we have completed the review we give you our decision. Under
certain circumstances, which we discuss later, you can request an expedited or “fast coverage decision” or fast appeal of a
coverage decision.

If we say no to all or part of your Level 1 Appeal, you can go on to a Level 2 Appeal. The Level 2 Appeal is conducted by an
Independent Review Organization that is not connected to us. (In some situations, your case will be automatically sent to the
Independent Review Organization for a Level 2 Appeal. In other situations, you will need to ask for a Level 2 Appeal.) If you are not
satisfied with the decision at the Level 2 Appeal, you may be able to continue through additional levels of appeal.

| Section4.2  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 coverage decision or
appeal a decision:

e You can call us at Customer Service (phone numbers are printed on the back cover of this booklet).
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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 reimburse you for this care.

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 apply to these types of care. Here’s what to read in those situations:

o Chapter 9, Section 7: 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 8: How to ask us to keep covering certain medical services if you think your coverage is ending too
soon. This section is about three services only: home health care, skilled nursing facility care, and CORF services.

For all other situations that involve being told that medical care you have been getting will be stopped, use this section
(Section 5) as your guide for what to do.

Which of these situations are you in?

If you are in this situation: This is what you can do:
To find out whether we will cover the medical care you want. You can ask us to make a coverage decision for you.
Go to the next section of this chapter, Section 5.2.

If we already told you that we will not cover or pay for a You can make an appeal. (This means you are asking us
medical service in the way that you want it to be covered or to reconsider.)

paid for. Skip ahead to Section 5.3 of this chapter.

If you want to ask us to pay you back for medical care you You can send us the bill.

have already received and paid for. Skip ahead to Section 5.5 of this chapter.

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, it is called an “organization determination.”

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 “fast coverage decision.”

Legal Terms
A “fast coverage decision” is called an “expedited determination.”

How to request coverage for the medical care you want
e Start by calling, writing, or faxing our plan to make your request for us to authorize or provide coverage for the medical care you
want. You, your doctor, or your representative can do this.

e For the 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
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 use the “standard” deadlines unless we have agreed to use the “fast” deadlines.
A standard coverage decision means we will give you an answer within 14 calendar days after we receive your request
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for a medical item or service. If your request is for a Medicare Part B prescription drug, we will give you an answer within
72 hours after we receive your request.
¢ However, for a request for a medical item or service, we can take up to 14 more calendar days if you ask for more time,
or if we need information (such as medical records from out-of-network providers) that may benefit you. If we decide to take
extra days to make the decision, we will tell you in writing. We can't take extra time to make a decision if your request is for a
Medicare Part B prescription drug.
e |f you believe we should not take extra days, you can file a “fast complaint” 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. (The process for making a complaint is different
from the process for coverage decisions and appeals. For more information about the process for making complaints, including
fast complaints, see Section 10 of this chapter.)

If your health requires it, ask us to give you a “fast coverage decision”
e A fast coverage decision means we will answer within 72 hours if your request is for a medical item or service. If your
request is for a Medicare Part B prescription drug, we will answer within 24 hours.

o However, for a request for a medical item or service, we can take up to 14 more calendar days if we find that some
information that may benefit you is missing (such as medical records from out-of-network providers) or if you need time to
get information to us for the review. If we decide to take extra days, we will tell you in writing. We can't take extra time to
make a decision if your request is for a Medicare Part B prescription drug.

o If you believe we should not take extra days, you can file a “fast complaint” about our decision to take extra days. (For more
information about the process for making complaints, including fast complaints, see Section 10 of this chapter.) We will call
you as soon as we make the decision.

e To get a fast coverage decision, you must meet two requirements:

o You can get a fast coverage decision only if you are asking for coverage for medical care you have not yet received. (You
cannot ask for a fast coverage decision if your request is about payment for medical care you have already received.)

o You can get a fast coverage decision only if using the standard deadlines could cause serious harm to your health or hurt
your ability to function.
e If your doctor tells us that your health requires a “fast coverage decision,” we will automatically agree to give you a
fast coverage decision.
e |f you ask for a fast coverage decision on your own, without your doctor’s support, we will decide whether your health requires
that we give you a fast coverage decision.
o If we decide that your medical condition does not meet the requirements for a fast coverage decision, we will send you a
letter that says so (and we will use the standard deadlines instead).
o This letter will tell you that if your doctor asks for the fast coverage decision, we will automatically give a fast coverage
decision.
o The letter will also tell how you can file a “fast complaint” about our decision to give you a standard coverage decision

instead of the fast coverage decision 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 decision”
e Generally, for a fast coverage decision on a request for a medical item or service, we will give you our answer within 72 hours.
If your request is for a Medicare Part B prescription drug, we will answer within 24 hours.

o As explained above, we can take up to 14 more calendar days under certain circumstances. If we decide to take extra days
to make the coverage decision, we will tell you in writing. We can't take extra time to make a decision if your request is for a
Medicare Part B prescription drug.

o If you believe we should not take extra days, you can file a “fast complaint” 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, including fast complaints, see Section 10 of this chapter.)
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