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Your Medicare Health Benefits and Services and Prescription Drug
Coverage as a Member of PHP (HMO SNP)

This booklet gives you the details about your Medicare health and prescription drug
coverage from January 106 December 31,2022. It explains how to get coverage for the
health care servicesand prescription drugs you need. This is an important legal
document. Please keep it in a safe place.

This plan, PHP, is offered by AHF MCO of Florida, Inc (When this Evidence of Coverage
says oweod6, Ous, BHFMEO al Elanida, Il Wlhte nmedansays opl ano
plan, 6 PHP) means

This document is available for free in Spanish.

Please contact our Member Services number at(888) 456-4715 for additional

information. (TTY users should call 711). Hours are 8:00 a.m. to 8:00 p.m., seven days a
week. Member Services also has free language interpreter services available for non
English speakers.

Este documento esta disponible gratis en otros idiomas. Por favor, pongase en contacto
con nuestro numero del Departamento de servicios para miembros (888) 456-4715 para
obtener informacién adicional. (Los usuarios de TTY deben llamar al 711). El horario es
8:00 a.m. a 8:00 p.m., siete dias a la senma. El Departamento de servicios para
miembros también tienen servicios de intérprete gratis para personas que no habla
inglés.

This information is available in other formats such as large print and in audio tapes.

Benefits, premium, deductible and/or copayments/coinsurance may change on January
1, 2023.

The formulary, pharmacy network, and/or provider network may change at any time.

You will receive notice when necessary.

H3132_ 11502022 091021 C
OMB Approval 0938-1051 (Expires: February 29, 2024)



Discrimination Is Against the Law

PHP (HMO SNP) complies with applicable Federbcivil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PHP does
not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

PHP:
1 Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible
electronic formats, other formats)
1 Provides free languageservices to people whose primary language is not English,
such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Member Services.

If you believe that PHP has failed to provide these services or discrininated in another
way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with: Member Services, P.O. Box 46160, Los Angeles, CA 9004888) 456
4715, TTY 711, Fax (888) 238552, email php@positivehealthcareorg. You can file a
grievance in person or by mail, fax, or email. If you need help filing a grievance, Member
Services is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office forCivil Rights, electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf , or by mail
or phone at:

U.S. Department of Healh and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, DC 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office /file/index.html .



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
linglistica. Llame al :888-456-4715 (TTY: 711).

ATANSYON: Siw pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou.
Rele 1-888-456-4715 (TTY: 711).

CHd T: N‘u bdn n-i Ti‘ng Vi't, c¢c- c8c d?ch v
G<i -888-456-4715(TTY:711).

ATENCAO: Se fala portugués, encontrarse disponiveis servigos linguisticos, gratis.
Ligue para 1-888-456-4715 (TTY: 711).

1-888-456-4715
TTY 711

ATTENTION Si vous parlez francais, des services d'aide linguistique vous sont proposeés
gratuitement. Appelez le 1-888-456-4715 (ATS: 711).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mgaserbisyo ng
tulong sa wika nang walang bayad. Tumawag sa 1888-456-4715 (TTY: 711).
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ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-888-456-4715 (TTY: 71).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-888-456-4715 (TTY: 711).

1-888-456-4715(TTY: 711)

UWAGA: mJeiieki po pol sku, molesz skorzystal z
Zadzwo o po ¢88Mb6reéls (TLY: 711).
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vt &-888-456-4715(TTY711).

B 15 98 4561 4715 (TTY711).
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This list of chapters and page numbers is your starting point. For more help in finding
information you need, go to the first page of a ¢ hapter. You will find a detailed list of
topics at the beginning of each chapter.
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1 Explains how to make complaints about quality of care, waiting times, customer
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situations in which our plan is required to end your membership.
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SECTIIONI ntroducti on

Section 1.1 You are currently enrolled in  PHP, which is a
speciali zed Medicare Advantage
Pl and)

You are covered by Medicare, and you have chosen to get your Medicare health care
and your prescription drug coverage through our plan, PHP.

PHP is a specialized Medicare AdvantagePlan(a Me di car e 0 Sp ¢, whica | Need:
means its benefits are designed for people with special health care needs. PPis

designed to provide additional health benefits that specifically help people who have

HIV/AIDS.

Our plan includes providers who specialize in treating HIV/AIDS. It also includes health
programs designed to serve the specialized needs of people with this condition. In
addition, our plan covers prescription drugs to treat most medical conditions, including
the drugs that are usually used to treat HIV/AIDS. As a member of the plan, you get
benefits specially tailored to your condition and have all your care coordinated through
our plan.

Like all Medicare health plans, this MedicareSpecial Needs Planis approved by
Medicare and run by a private company.

Coverage under this Plan qualifies as Qualifying Health Coverage (QHC)  and

satisfies the Patient Protection and Affordab
responsibility requirement. Please visit the Internal Revenue Service (IRS) website at:
www.irs.gov/affordable -care-act/individuals -and-families for more information.

Section 1.2 What is the Evidence of Coverage booklet about?

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

The word oOcoveragedé and ocovered serviceso re
the prescription drugs available to you as a member of PHP.


http://www.irs.gov/affordable-care-act/individuals-and-families
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|l tds I mportant for you to | earn what the plan
you. We encourage you to set aside some time to look through this Evidence of
Coveragebooklet.

If you are confused or concerned or justhaveaque st i on, pl ease contact
Member Services (phone numbers are printed on the back cover of this booklet).

Section 1.3 Legal information about the  Evidence of Coverage

ltds part of our contract with you

This Evidence of Coveragés part of our contra ct with you about how PHPcovers your

care. Other parts of this contract include your enroliment form, the List of Covered

Drugs (Formulary) and any notices you receive from us about changesto your coverage

or conditions that affect your coverage. These notices are sometimes@a | | ed ori der so
oamendments. 0

The contract is in effect for months in which you are enrolled in PHPbetween January1,
2022 and December 31,2022.

Each calendar year, Medicare allows us to make changes to the plans that we offe This
means we can change the costs and benefits of PHP after December 312022. We can
also choose to stop offering the plan, or to offer it in a different service area, after
December 31,2022.

Medicare must approve our plan each year

Medicare (the Centers for Medicare & Medicaid Services) must approvePHPeach year.
You can continue to get Medicare coverage as a member of our plan only as long as we
choose to continue to offer the plan and Medicare renews its approval of the plan.

SECTI2Z0ONWhatakres you eligible to be

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:

1 You have both Medicare Part A ard Medicare Part B (Sction 2.2 tell you about
Medicare Part A and Medicare Part B).

1 dand dyou live in our geographic service area (fction 2.3 below describes our
service area)
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1 0 and dyou are a United States citizen or are lawfully present in the United States.

1 dand d you meet the special eligibility requirements described below.

Special eligib ility requirements for our plan

Our plan is designed to meet the specialized needs of people who have certain medical
conditions. To be eligible for our plan, you must have HIV/AIDS.

1 Please note: If you lose your eligibility but can reasonably be expected to regain
eligibility within one month, then you are still eligible for membership in our plan
(Chapter 4, Section 2.1 tells you about coverage and cost sharing during a period
of deemed continued eligibility).

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

When you first signed up for Medicare, you received information about what services
are covered under Medicare Part A and Medicare Part B. Remember:

1 Medicare Part A generally helps cover servicesprovided by hospitals (for
inpatient services skilled nursing facilities or home health agencies).

1 Medicare Part B is for mod other medical servicesGuch as physjciands
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 PHP

Although Medicare is a Federal program, PHPis 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 iglescribed below.

Our service area includes these counties in Florida: Broward, Duval and MiamDade.

We offer coverage in severalstates. However, there may be cost or other differences
between the plans we offer in each state. If you move out of state and into a state that
is still within our service area, you must call Member Services in order to update your
information. If you move into a state or territory outside of our service area, you cannot
remain a member of our plan. Please call Member Services to find out if wehave a plan
in your new state.

If you plan to move out of the service area, please contact Member Services(phone
numbers are printed on the back cover of this booklet) . When you move, you will have
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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 and Medicaid Services) will notify
PHP if you are not eligible to remain a member on this basis. PHP must disenroll you if
you do not meet this requirement.

SECTI3BONWhat other materials will vy

Section 3.1 Your plan membership card 9 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. Her eds a sample membership card to show

Important Member Numbers Provider Information
‘ . Member Senvices: (888) 4564715 Eligibility, Authorizations,
RxBIN 015574 Pharmacy Customér Se)mce Pharmacy Technical Help,
RxPCN ASPROD1 “ (866) 763-9096 Claims and Provider Relations:
RxGrp AHF02 ‘ PHP Behavioral Health: (855) 765-9698 (855)318-4367
Plan (80840) 7811991067 [ M0 5 NPY Vision Care: (800) 877-7195 SubmitMedical and
Nurse Advice Line: (866) 228-8714 Phar{maa Claimsto
TTY for the Above: 711 Aftn: Claims
ID/RXID 999999999 Issue Date 01/01/16 i g»—g’s i
ox 74
Name SNA SAMPLE Web: wwwphyd.org La Verne, CA 91750
Your PCP DANIEL SMITH, DO

Phone (954) 555-0000 clicare
. n.\.',(”(,lnl,.(,((l!.(.&( This card does not guarantee coverage
This is your medical and prescription ' S g Check eligibility by calling (855) 318-4387.
drug benefitcard H3132-001 (2016)
Front Back

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 PHP
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 participag in routine research studies.

-7-
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Hereds why t hi s Ifiy® gets aoveiedrsproiaes ugimgtyaur red, white, and
blue Medicare card instead of using your PHP 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 Member Services right
away and we will send you a new card. (Phone numbers for Member Services are
printed on the back cover of this booklet.)

Section 3.2 The Provider Directory : Your guide to all providers in
the plands networKk

The Provider Directorylists our network providers and durable medical equipment
suppliers.

What are onetwork providers?5¢6

Network providers are the doctors and other health care professionals, medical
groups, durable medical equipment suppliers, hospitals, and other health care facilities
that have an agreement with us to accept our payment and any plan cost-sharing as
payment in full. We have arranged for these providers to deliver covered services to
members in our plan. The most recent list of providers and suppliers is available on our
website at www.php-fl.org/provider -find.

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

It is important to know which providers are part of our network because, with limited

exceptions, while you are a member of our plan, you must use network providers to get

your medical care and services. The only exceptions are emergences, urgently needed

serviceswhen the network is not available (generally, when you are out of the area), out-

of-area dialysis services, and cases in whicRHPauthorizes use of out-of-network

providers. See Chapter3( Usi ng t he pl an 0 edical sewieesfargnere f or y o u
specific information about emergency, out -of-network, and out-of-area coverage.

I f you donodot h a\Pevidgrduectoryyoycgn regiiest & ¢cogy from
Member Services(phone numbers are printed on the back cover of this booklet).

You may ask Member Services for more information about our network providers,
including their qualifications. You can also see theProvider Directoryat
www.php-fl.org/provider -find, or download it from this website. Both Member Services
and the website can give you the most up-to-date information about ch anges in our
network providers.
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Section 3.3 The Pharmacy Directory : your guide to pharmacies in
our network

What are oOnetwo2& pharmaci es

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

Why do you need to know about network pharmacies?

You can use thePharmacy Directoryto find the network pharmacy you want to use. An
updated Pharmacy Directoryis located on our website at www.php-fl.org/provider -find.
You may also call Member Services for updated provider information or to ask us to
mail you a Pharmacy Directory. Please review the 2022 Pharmacy Directory to see
which pharmacies are in our network.

| f you do nPbdarmaty®diveetoryt yauecan get a copy from Member

Services (phone numbers are on theback cover of this booklet ). At any time,

you can call Member Sewices to get up-to-date information about changes in

the pharmacy network. You can also find this information on our website at
www.php-fl.org/for -members/drug -benefit. Access tharmacybenefp | and s
member portal is also available at this website. You can search network pharmacies

using a pharmacy locator application through the member portal.

Section 3.4 T he p List of Gavered Drugs (Formulary)

The plan has aList of Covered Drgs (Formulary) We c al | it the olDrug
tells which Part D prescription drugs are covered under the Part D benefit included in

PHP. The drugs on this list are selected by the plan with the help of a team of doctors

and pharmacists. The list must meet requirements set by Medicare. Medicare has

approved the PHPDrug List.

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

We will provide you a copy of the Drug List. To get the most complete and current
information about which drugs are covered,
(www.php-fl.org/for -members/drug -benefit/formulary ) or call Member Services (phone
numbers are on the back cover of this booklet).
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Section 3.5 The Part D Explanation of Benefits ( t hRartd E OB 6|)
Reports with a summary of payments made for your
Part D prescription drugs

When you use your Part D prescription drug benefits, we will send you a summary

report to help you understand and keep track of payments for your Part D prescription
drugs. This summary report is called the Part D Explanation of Benefits( o r Rami® 0
EOBO)

The Part D Explanation of Benefitstells you the total amount you , others on your behalf,
and we have spent on your Part D prescription drugs and the total amount paid for each
of your Part D prescription drugs during each month the Part D benefit is used. 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. Chapter 6 (What you pay for your Part D
prescription drugs)gives more information about the Part D Explanation of Benefitsand
how it can help you keep track of your drug coverage.

The Part D Explanation of Benefitsis also available upon request. To get a copy, please
contact Member Services(phone numbers are printed on the back cover of this
booklet).

SECTI4AONYour monthly PHEBEMIi um for

Section 4.1 How much is your plan premium?

You do not pay a separate monthly plan premium for PHP. You must continue to pay
your Medicare Part B premium (unless your Part B premium is paid for you by Medicad
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. These situations are described below:

1 Some members are required to pay aPart D late enroliment penalty because
they did not join a Medicare drug plan when they first became eligible or
because they had a continuous perihavd of

6 3

ocreditabl ed poverage. {f OLredntdblugocomeagens t he

i s expected to pay, on average, at | east

-10 -
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prescription drug coverage.) For these members,the Part D late enrollment
penalty i s ad dnerdhlypremiumh €heippremiondanount will be
the monthly plan pre mium plus the amount of their late enroliment penalty.

o If you are required to pay the Part D late enroliment penalty, the cost of the
late enroliment penalty depends on how long you went without Part D or
other creditable prescription drug coverage. Chapter 1, Section5 explains the
Part D late enrollment penalty.

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

1 Some members may be required to pay an extra charge, known as the Part D
Income Related Monthly Adjustment Amount, also known as IRMAA, because,
two 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.

SECTIS5ONDoOo you have to oayetbaerr bt mi
penad?y

Section 5.1 Wh a t I's the Part D ol ate epnprol |l

Note: | f you recelip@e forEkmrMedi care to pay for yol
will not pay a late enrollment penalty.

The late enrollment penalty is an amount that is added to your Part D premium. You

may owe a Part D late enrollment penalty if at any time after your initi al enroliment

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. (0 Cr edi t abl e prescriptio
coverageo6 is coverage that meet s isgectedtar eds m
pay, on average, at |l east as much as Nedicar e

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 PHP, we let you know the amount of the penalty. Your Part D
late enrollment penalty is considered your plan premium.
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Section 5.2 How much is the Part D late enrollment penalty — ?

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

1 First count the number of full months that you delayed enrolling in a Medicare
drug plan, after you were eligible to enroll. Or count the number of full months
in which you did not ha ve credible prescription drug coverage, if the break in
coverage was 63 days or mor e. The penalty
have creditable coverage. For our example, if you go 14 months without
coverage, the penalty will be 14%.

1 Then Medicare determines the amount of the average monthly premium for
Medicare drug plans in the nation from the previous year. For 2022, this average
premium amount is $33.37.

1 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 $33.37, which equals $467. Thisrounds to
$4.70. 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 premium penalty:

1 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 pendty will increase.

1 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.

9 Third, if you are under 65 and currently receiving Medicare benefits, the late
enrollment penalty will reset when you turn 65. After age 65, your Part D late
enrol |l ment penalty wil!/ be based only on t
coverage after your initial enrollment period for aging into Medicare.

Section 5.3 In some situatio ns, 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 late enrollment penalty.

You will not have to pay a p remium penalty for late enrollment if you are in any of
these situations:
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1 If you already have prescription drug coverage that is expected to pay, on
average, at |l east as much as Me
Medicare callsthiso c r e diet adlr ug c ®Pleasanatg e . 0

di careds

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 many need it if you join a Medicare drug plan later.

A

St

Pl ease note: I f youdneadilwve caoveasamnte

when your health coverage ends, it may not mean your
drug coverage was creditable. The notice must state th
ocreditabled prescription

much as Medicar eds sugplangays. d

prescription
at you had

drug cover

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

For additional information about creditable coverage, please look in your
Medicare & You2022 handbook or call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTY users callB77-486-2048. You can call these
numbers for free, 24 hours a day, 7 days a week.

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

1 Ifyou

ar

e receiving OExtra Helpo

from Medi

Section 5.4

What can you do if you disagree about your
late enrollment penalty?

Part D

If you disagree about your Part D late enroliment penalty, you or your representative
can ask for a review of the decision éout 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 h ave another chance to request a review of that late
enroliment penalty. Call Member Services to find out more about how to do this (phone
numbers are printed on the back cover of this booklet).

-13-
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SECTI6ONDo you have to pay an extr a
becaoseyour i1 ncome?

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 two

years ago i s above a certain amount, youdll p
Income Relaed 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 p ay 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 beneedniowedilEndt en
your benefit check isnd6t enough to cover the
Medicare. You must pay the extra amount to the government. It cannot be paid

with your monthly plan premium.

Section 6.2 How much is the extra Part D amoun t?

If your modified adjusted gross income (MAGI) as reported on your IRS tax return is
above a certain amount, you will pay an extra amount in addition to your monthly plan
premium. For more information on the extra amount you may have to pay based on
your income, visit www.medicare.gov/part-d/costs/premiums/drug -plan-premiums.html.

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

If you disagree about paying an extra amount because of your income, you can ask
Social Security to review the decision. To find out more about how to do this, contact
Social Security at £800-772-1213 (TTY 1800-325-0778).

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

The extra amount is paid directly to the government (not your Medicare plan) for your
Medicare Part D coverage. If you are requiredby law to pay the extra amount and you
do not pay it, you will be disenrolled from the plan and lose prescription drug coverage.
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SECTI ONMdr e i nformation about your
premi um

Many members are required to pay other Medicare premiums

Many members are required to pay other Medicare premiums. As explained in Section

2 above, in order to be eligible for our plan, you must have both Medicare Part A and

Medicare PartB. So me pl an members (those wh-free®Rartendt el
A) pay a premium for Medicare Part A. Most plan members pay a premium for

Medicare Part B. You must continue paying your Medicare premiums to remain a

member of the plan.

If your modified adjusted gross income as reported on your IRS tax return from two

years ago i s above paytestandard premamanoimtanday o u o | |
Income Related Monthly Adjustment Amount, also known as IRMAA. IRMAA is an

extra charge added to your premium.

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

1 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.

1 For more information about Part D premiums based on income, go to Chapter
1, Section 6 of this booklet. You can also visitwww.medicare.gov on the web
or call 1-800-MEDICARE (4800-633-4227), 24 hours a day, 7 days a week TTY
users should call 1-877-486-2048. Or you may call Social Security at
1-800-772-1213. TTY users should call 1800-325-0778.

Your copy of Medicare & You2022 handbook gives information about the Medicare
premiums i n th02ZMecdiicoanr ecTa@® exghos hodv the Medicare
Part B and Part D premiums differ for people with different incomes. Everyone with
Medicare receives a copy ofthe Medicare & You2022 handbook each year in the fall.
Those new to Medicare receive it within a month after first signing up. You can also
download a copy of the Medicare & You2022 handbook from the Medicare website
(www.medicare.gov). Or, you can order a printed copy by phone at 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week.TTY users call 1877-486-2048.
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Section 7.1 If you pay a Part D late enrollment penalty, there are
several ways you can pay your penalty

If you pay a Part D late enrollment penalty, there are three ways you can paythe
penalty. You can chose how you want to pay yourPart D late enrollment penalty or
change the way you pay your penalty by calling Member Services (phone numbers are
printed on the back cover of this booklet). If you do not choose how you want to pay
your Part D late enroliment penalty, we will send you a bill monthly for the amount you
owe.

If you decide to change the way you pay your Part D late enrollment penalty, it can take
up to three months for your new payment method to take effect. While we are
processing your request for a new payment method, you are responsible for making
sure that your Part D late enroliment penalty is paid on time.

Option 1: You can pay by check

We will send you a combination bill and statement monthly for the amount you owe.
You can pay your bill by check or money order. Make your check or money order
payable to PHP. Remember to write your member ID number on your check or money
order and return the payment stub with your payment.

Send your payment in the envelope provided with your bill or mail it to:
Attn: Member Services
PHP
P.O. Box 46160
Los Angeles, CA 90046

Option 2 :  You can pay by credit card

We will send you a combination bill and statement monthly for the amount you owe.
You can pay your bill by credit card. To pay your bill by credit card, you can call
Member Services (phone numbers are on the back cover of this booklet) and give us
yourcredtcard i nformati on, or check oOpay by
provide your credit card information. Send your payment stub back to us in the
envelope provided with your bill or mail it to:

Attn: Member Services

PHP

P.O. Box 46160

Los Angeles,CA 90046

-16 -
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If you prefer, you can ask us to automatically charge your credit card on a monthly basis
for the amount you owe. If you choose this option, we will still send you a monthly
combination bill and statement for your records. If you would like u s to automatically
charge your credit card each month for your penalty payment, please call Member
Services (phone numbers areprinted on the back cover of this booklet) and ask for
auto-payment of your penalty. We will charge your credit card around the 10" of the
month.

Option 3:  You can have the Part D late enroliment penalty taken out of your
monthly Social Security Check

You can have thePart D late enrollment penalty taken out of your monthly Social
Security check. Contact Member Services for moreinformation on how to pay your
penalty this way. We will be happy to help you set this up. (Phone numbers for
Member Services are printed on the back cover of this booklet.)

What to do if you are having trouble paying your Part D late enrollment penalt vy

Your Part D late enroliment penalty is due in our office by the 15" of the month.

If you are having trouble paying your Part D late enroliment penalty on time, please
contact Member Services to see if we can direct you to programs that will help with y our
penalty. (Phone numbers for Member Services are printed on the back cover of this
booklet.)

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

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

However, in some casesyou may need to start paying or may be able to stop paying a
late enrollment penalty. (The late enroliment penalty may apply if you had a continuous
period of 63 days or more when you didndt hav
coverage.) Thiscould happeni f you become eligible for the o0
you | ose your el igi bi |amtdyringftleeryeat he OEXxtra Hel p

1 If you currently pay the Part D late enrollment penalty and become eligible for
OExtra Help6 during the year, you would be
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T I'f you | os eyownayxhe subjectHcethepate enroliment penalty if you
go 63 days or more in a row without Part D or other creditable prescription drug
coverage.

You can find out more about the OExtra Hel po

SECTIBONPI easep kyour plan member shij
up to date

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

Your membership record has information from your enroliment form, including your
address and telephone number. It shows your specific plan coverage including your
primary care provider (PCP)

Thedoct ors, hospitals, pharmacists, and other
have correct information about you. These network providers use your membership

record to know what services and drugs are covered  and the cost -sharing amounts

for you. Because of this, it is very important that you help us keep your information up

to date.

Let us know about these changes:

Changes to your name, your address, or your phone number

1 Changes in any other health insurance coverage you have (such as from your

~

empl oyer, your spousebs employer, workers?o
If you have any liability claims, such as claims from an automobile accident
1 If you have been admitted to a nursing home

If you receive care in an out-of-area or out-of-network hospital or emergency
room

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

If you are participating in a clinical research study

If any of this information changes, please let us know by calling member Services
(phone numbers are printed on the back cover of this booklet). You can also email us
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changes. Send email toPHP@positivehealthcare.orgor email us through our website at
www.php-fl.org.

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.

We may call you or send you a letter to ask about any other insurance coverage
you have

Medicare requires that we collect information from you about any other medical or drug
insurance coverage thatyouhave. That 6 s because we must coor din
coverage you have with your benefits under our plan. (For more information about how

our coverage works when you have other insurance, see SectiorlO in this chapter.)

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

coverage that we know about. Please read over this information carefully. If itis correct,

you dondt need to do anything. I f the infor ma
coverage that is not listed, please call Member Services (phone numbers are printed on

the back cover of this booklet).

SECTIOONWe protect theumprperasygnalf Iye
I nf ormati on

Section 9.1 We make sure that your health information is
protected

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

For more information about how we protect your personal health information, please go
to Chapter 8, Section 13 of this booklet.

SECTILI®ONHow ot her Il nsurance wor ks w

Section 10.1 Which plan pays first when you have other insu  rance?

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
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i nsurance that pays first is call aegofitshe oprim
coverage. The one that pays second, called t
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:

1 If you have retiree coverage, Medicare pays first.

T I'f your group health plan coverage i s base

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):

ol f youdre under 65 and disabled and you

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 has more
than 100 employees.

ol f youdr e ov e ourdpduseasrstdl workmg yoorigroup health
plan pays first if the employer has 20 or more employees or at least one
employer in a multiple employer plan has more than 20 employees

1 If you have Medicare because of ESRD, your group health plan will pay first for
the first 30 months after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:
1 No-fault insurance (including automobile insurance)
1 Liability (including automobile insurance)
1 Black lung benefits
1

Wor kersd compensation

Medicaid and TRICARE never pay first for Medicarecovered 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
guestions about who pays first, or you need to update your other insurance information,
call Member Services (phone numbers areprinted 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.
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Chapter 2 : Important phone numbers and resources
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SECTION 5 SOCI@l SECUILY ...uuuiiiiiiiei i 35
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SECTIIONPHR ONt act s
(how to contact wus, includi
Me mber Servilaemg at the p

How to contact our plands Member Services

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

Method Member Services & Contact Information
CALL (888) 456-4715

Callsto this number are free. From October 1 through
February 14, Member Serviceds available 8:00 a.m. to 8:00
p.m., seven days a week. From February 15 through
September 30, Member Services is closed on Saturdays and
Sundays. Member Services is also clasd on holidays. If you
call when Member Services is closedyou can leave a voice
message. An agent will return your call no later than the next
business day.

For pharmacy -related help:
(866) 763-9096

Calls to this number are free. Representatives areavailable to
24 hours a day, seven days a week.

For urgent care nurse advice after business hours,
weekends and holidays when vy
(PCP) office is closed:

(866) 228-8714

Calls to this number are free. After-hours nurse assistanceis
available after 5:30 p.m. Monday through Friday, and all day
weekends and holidays.

Member Services also has free language interpreter services
available for non-English speakers.
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TTY 711
Calls to this number are free. From October 1 through
February 14, Member Services is available 8:00 a.m. to 8:00
p.m., seven days a week. From February 15 through
September 30, Member Services is closed on Saturdays and
Sundays. Member Services is also closed on holidays. If you
call when Member Services is closé, you can leave a voice
message. An agent will return your call no later than the next
business day.

FAX (888) 235-8552

WRITE Attn: Member Services
PHP
P.O. Box 46160
Los Angeles, CA 90046
Email: php@positivehealthcare.org

WEBSITE www.php-fl.org/for -members
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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 bendits 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 QWhat to do if you have a
problem or complaint (coverage decisions, appeals, complais)).

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

Method

Coverage Decisions for Medical Care & Contact
Information

CALL

(888) 4564715

Calls to this number are free. From October 1 through
February 14, Member Services is wailable 8:00 a.m. to 8:00
p.m., seven days a week. From February 15 through
September 30, Member Services is closed on Saturdays and
Sundays. Member Services is also closed on holidays. If you
call when Member Services is closed, you can leave a voice
message. An agent will return your call no later than the next
business day.

TTY

711

Calls to this number are free. From October 1 through
February 14, Member Services is available 8:00 a.m. to 8:00
p.m., seven days a week. From February 15 through
September 30, Member Services is closed on Saturdays and
Sundays. Member Services is also closed on holidays. If you
call when Member Services is closed, you can leave a voice
message. An agent will return your call no later than the next
business day.

FAX

(888) 235-8552

WRITE

Attn: Member Services

PHP

P.O. Box 46160

Los Angeles, CA 90046

Email: php@positivehealthcare.org

WEBSITE

www.php-fl.org/for -members/using-plan/coverage-decision
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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 06 Contact Information

CALL (888) 456-4715

Calls to this number are free. FromOctober 1 through
February 14, Member Services is available 8:00 a.m. to 8:00
p.m., seven days a week. From February 15 through
September 30, Member Services is closed on Saturdays and
Sundays. Member Services is also closed on holidays. If you
call when Member Services is closed, you can leave a voice
message. An agent will return your call no later than the next
business day.

TTY 711

Calls to this number are free. From October 1 through
February 14, Member Services is available 8:00 a.m. to 8:00
p.m., seven days a week. From February 15 through
September 30, Member Services is closed on Saturdays and
Sundays. Member Services is also closed on holidays. If you
call when Member Services is closed, you can leave a voice
message. An agent will retum your call no later than the next
business day.

FAX (888) 2358552
WRITE Attn: Member Services
PHP

P.O. Box 46160
Los Angeles, CA 90046
Email: php@positivehealthcare.org

WEBSITE www.php-fl.org/for -members/using-plan/appeal
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How to contact us when you are making a complaint about your medical care

You can make a complaint about us or one of our network providers, including a
complaint about the quality of your care. This type of complaint does not involve
coverage or payment disputes. (I'f your
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 {Vhat to do
if you have a problem or complaint (coverage decisions, appeals, complainis

Method Complaints about Medical Care & Contact Information

CALL (888) 4564715

Calls to this number are free. Fom October 1 through
February 14, Member Services is available 8:00 a.m. to 8:00
p.m., seven days a week. From February 15 through
September 30, Member Services is closed on Saturdays and
Sundays. Member Services is also closed on holidays. If you
call when Member Services is closed, you can leave a voice
message. An agent will return your call no later than the next
business day.

TTY 711

Calls to this number are free. From October 1 through
February 14, Member Services is available 8:00 a.m. to 8:00
p.m., seven days a week. From February 15 through
September 30, Member Services is closed on Saturdays and
Sundays. Member Services is also closed on holidays. If you
call when Member Services is closed, you can leave a voice
message. An agent will reurn your call no later than the next
business day.

FAX (888) 2358552
WRITE Attn: Member Services
PHP

P.O. Box 46160
Los Angeles, CA 90046
Email: php@positivehealthcare.org

MEDICARE WEBSITE| You can stbmit a complaint about PHPdirectly to Medicare.
To submit an online complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx
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How to contact us when you are aski
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, complaings

Method

Coverage Decisions for Part D Prescription Drugs 0
Contact Information

CALL

(866) 763-9096

Calls to this number are free. Plan representatives are
available 24 hours a day, seven days a week.

TTY

711

Calls to this number are free. Plan representatives are
available 24 hours a day, seven days a week.

FAX

(888) 2358552

WRITE

Attn: Member Services

PHP

P.O. Box 46160

Los Angeles, CA 90046

Email: php@positivehealthcare.org

WEBSITE

www.php-fl.org/for -members/drug -benefit/coverage -
decision
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How to contact us when you are making an appeal about your Part D prescription
drugs

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

Method Appeals for Part D Prescription Drugs 8 Contact
Information
CALL (866) 763-9096

Calls to this number are free. Plan representatives are
available 24 hours a day, seven days a week.

TTY 711

Calls to this number are free. Plan representatives are
available 24 hours a day, seven days a week.

FAX (888) 2358552
WRITE Attn: Member Services
PHP

P.O. Box 46160
Los Angeles, CA 90046
Email: php@positivehealthcare.org

WEBSITE www.php-fl.org/for -members/drug -benefit/appeal
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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

cover age or

payment disputes. (I'f your

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, complain)s

Method Complaints about Part D Prescription Drugs 0 Contact
Information

CALL (866) 763-9096
Calls to this number are free. Plan representatives are
available 24 hours a day, seven days a week.

TTY 711
Calls to this number are free. Plan representatives are
available 24 hours a day, seven days a week.

FAX (888) 2358552

WRITE Attn: Member Services

PHP
P.O. Box 46160

Los Angeles, CA 90046

Email: php@positivehealthcare.org

MEDICARE WEBSITE

You can submit a complaint about PHPdirectly to Medicare.

To submit an online complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx
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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 the plan to pay
its share of a bill you have received for medical setices 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, complaintsjpr more information.

Method Payment Requests d Contact Information

CALL (888) 456-4715

From October 1 through February 14, Member Senices is
available 8:00 a.m. to 8:00 p.m., seven days a week. From
February 15 through September 30, Member Services is
closed on Saturdays and Sundays. Member Services is also
closed on holidays. If you call when Member Services is
closed, you can leavea voice message. An agent will return
your call no later than the next business day. Calls to this
number are free.

TTY 711

From October 1 through February 14, Member Services is
available 8:00 a.m. to 8:00 p.m., seven days a week. From
February 15 through September 30, Member Services is
closed on Saturdays and Sundays. Member Services is also
closed on holidays. If you call when Member Services is
closed, you can leave a voice message. An agent will return
your call no later than the next business day. Calls to this
number are free.

FAX (888) 235-8552
WRITE Attn: Member Services
PHP

P.O. Box 46160
Los Angeles, CA 90046
Email: php@positivehealthcare.org

WEBSITE Medical care payment requests:www.php-fl.org/for -
members/using-plan/reimburse

Drug payment requests: www.php-fl.org/for -members/drug -
benefit/r eimburse
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SECTI2Z0ONMe di car e
(how to get help and inform
Feder al Medi care 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 di alysis or a kidney transplant).

The Federal agency in charge of Medicare is the Centers for Medicare & Medicaid
Services (somet i Tieagercyacbntractd with MaediSabe)Advantage
organizations including us.

Method Medicare o Contact Information
CALL 1-800-MEDICAREor 1-800-633-4227

Calls to this number are free.

24 hours a day, 7 days a week.
TTY 1-877-486-2048

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

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

This is the official government website for Medicare. It gives
you up-to-date information about Medicare an d 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:

1 Medicare Eligibility Tool:  Provides Medicare
eligibility status information.

1 Medicare Plan Finder: Provides personalzed
information about available Medicare prescription drug
plans, Medicare health plans, and Medigap (Medicare
Supplement Insurance) policies in your area. These
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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 PHP.

1 Tell Medicare about your complaint: You can submit
a complaint about PHPdirectly 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.

|l f you donot havaralldbrary or sepiort e r
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-MEDICARHK1-800-633-4227), 24 hours a
day, 7 days a week. TTY users should call-877-486-2048.)

SECTI3ONSt at et Helahsur ance Assi stanc:é
(free hel p, i nformation, an
guestions about Medicar e)

The State Health Insurance Assistance Program (SHIP) is a government program with
trained counselors in every state. In Florida, the SHIP is called the Department of Elder
Affairsd® Serving Health Insurance Needs of EI

The SHINEProgram 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.

SHINE Programcounselors 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. SHINE Programcounselors can also helpyou understand your Medicare
plan choices and answer questions about switching plans.
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METHOD TO ACCESS SHIP and OTHER RESOURCES:

A Visit www.medicare.gov
A CI1 i c FormsnHelp, and Resources6 on f ar ri dopt of
Aln the dr op BhoneNumbédrs &Websitea 6 0
A You now have several options
o Option #1: You can have alive chat
o Option #2: You canfORIC®S cknonhanmeoo
0 Option #3: You can select your STATEfrom the dropdown menu and click GO.
This will take you to a page with phone numbers and resources specific to your
state.
Method SHINE Program (Florida SHIP) i Contact Information
CALL 1-800-96-ELDER or (800) 9635337
TTY (800) 955-8770
This number requires special telephone equipment and is
only for people who have difficulties with hearing or
speaking.
WRITE SHINE Program
Department of Elder Affairs
4040 Esplanade Way Suite 270
Tallahassee, FL 32399000
WEBSITE www.floridashine.org

SECTI4ONQual ity | mpr Ovegmei zati on

(paid by Medicare to check
for people with Medicare)

There is a designated Quality Improvement Organization for serving Medicare
beneficiaries in each state For Florida, the Quality Improvement Organization is called

KEPRO.

KEPRGChas 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
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improve the quality of care for people with Med icare. KEPRQs an independent
organization. It is not connected with our plan.

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

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

soon.

Method KEPRO (Floridadés Quality Iamp
Contact Information

CALL (888) 317-0751
Representatives are available Monday through Friday, 9:00
a.m. to 5:00 p.m.; and weekends and holidays, 11:00 a.m. to
3:00 p.m.

TTY (855)843-4776
This number requires special telephone equipment and is
only for people who have diffic ulties with hearing or
speaking.

WRITE KEPRO
5201 W. Kennedy Blvd., Ste. 900
Tampa, FL 336091822
Email: KEPRO.Communications@hcqgis.org

WEBSITE www.keprogio.com

SECTISONSoci al Security

Social Security is responsible for determining eligibility and handling enrollment for
Medicare. U.S. citizensand lawful permanent residents who are 65 or older, or who
have a disability or End Stage Renal Disease and med certain conditions, are eligible for
Medicare. If you are already getting Social Security checks, enroliment into Medicare is
automatic. If you are not getting Social Security checks, you have to enroll in Medicare
To apply for Medicare, you can call Social Security or visit your local Social Security
office.
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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 tellng 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 i Contact Information
CALL 1-800-772-1213

Calls to this number are free.

Available 7:00 am. to 7:00 p.m., Monday through Friday.

YoucanuseSoci al Seanateditelephdre 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 am. to 7:00 p.m., Monday through Friday.
WEBSITE Www.ssa.gov

SECTI6ONMedi cai d
(a joint Feder al and state
medi cal costs for some peop
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
Medi care pay their Medicare cost s, such as th
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Savings Programso help people with [Ii

year:

mi t ed

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

(QMB+).)
1 Specified Low -Income Medicare B eneficiary (SLMB):

Helps pay Part B

premiums. (Some people with SLMB are also eligible for full Medicaid benefits

(SLMB+).)

1 Qualifying Individual (QI):  Helps pay Part B premiums.

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

premiums.

To find out more about Medicaid and its programs, cont a c t
Children and Families.

FI ori dads

Method Department of Chi
Program) A Contact Information

|l dren and F

CALL (866) 76-ACCESS (B66-762-2237)

a.m. to 5:00p.m.

Representatives are available Monday through Friday, 8:00

TTY 711

WRITE ACCESS Central Mail Center
P.O.Box 1770

Ocala, FL 344781770

Fax: (866) 8864342

WEBSITE www.myflorida.com/accessflorida

SECTI7ONI nformati on about

pay for their prescr.i

pti

Medi careds OExtra Hel pbd

Program

Medi care provides OExtra Helpo6 to pay
limited income and resources. Resources include your savings and stocks, but not your
homeorcar. Ifyouqual i fy, you get help paying
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premium, yearly deductible, and prescription copayments. This dExtra Helpdalso counts
toward your out -of-pocket costs.

Some people automatically qualify for cExtra Helpba n d d o n & tapply. eMedicaré o
mails a letter to people who automatically qualify for ¢Extra Helpo

You may be able to get cExtra Helpdto pay for your prescription drug premiums and
costs. To see if you qualify for getting cExtra Helppcall:

1 1-800-MEDICARE (4800-633-4227). TTY users should call 4877-486-2048, 24
hours a day/ 7 days a week;

1 The Social Security Office at 2800-772-1213, between 7 a.m. to 7 p.m., Monday
through Friday. TTY users should call 1800-325-0778 (applications); or

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

If you believe you have qualified for ceExtraHelpdand 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.

1 Contact Member Services(phone numbers are printed on the back cover of this
booklet) and tell us that you believe you are being charged an incorrect cost-
sharing amount for your prescription. We will help you get evidence of your
proper copayment level. If you have evidence thatshows you should receive
OExtrarHeslhpopoul d have a di f fwenmaynasktHateoue |
send it to us.

1 When we receive the evidence showing your copayment level, we will update our
system so that you can pay the correct copayment when you get your next
prescription at the p harmacy. 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 copaymen tcapaymentl f
from you and is carrying your copayment as a debt owed by you, we may make
the payment directly to the pharmacy. If a state paid on your behalf, we may
make payment directly to the state. Please contact Member Services if you have
guestions (phone numbers are printed on the back cover of this booklet).
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Medicare Coverage Gap Discount Program

The Medicare Cowerage Gap Discount Programprovides manufacturer discounts on
brand name drugs to Part D members who have reached the coverage gap and are not
already r ecei vRFonbgandn&me tirnga, thél®% gdiscdunt provided by
manufacturers excludes anydispensing 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. Alsq 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
Member Services (plone 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 ADAEBligible individuals living with
HIV/AIDS have access to lifesaving HIV medications. Medicare Part D prescription
drugs that are also covered by ADAP qualify for prescription cost-sharing assistance
through the Florida Department of Health ADAP. Note: To be eligible for the ADAP
operating in your State, individuals must meet certain criteria, including proof of State
residence and HIV status, low income as defined by the State, and uninsured/under
insured status.

If you 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. Please call
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your County Health Department. In Broward County, call (954) 4674700. In Duval
County, call (904) 2531000. In Miami-Dade County, call (305) 3242400.

For information on eligibility criteria, covered drugs, or how to enroll in the program,
please call the Florida HIV/AIDS Hotline at (800) 3522437 or your County Health
Department: Broward County (954) 467-4700; Duval County (904) 2531000; Miami-
Dade County (305) 324 2400.

What if you get OExtra Help 6 from Medicare to help pay your prescription drug
costs? Can you get the discounts?

No. If you get cExtra Helppyou already get coverage for your prescription drug costs
during the coverage gap.

What if you dondt get a discount, and you thi

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

Benefits(Pat DEOB) noti ce. I f the di Pat®Exphnatbm e s nodt
of Bendits, you should contact us to make sure that your prescription records are
correctand up-to-d at e . I f we dondt agree that you are

You can get help filing an appeal from your State Health Insurance Assistance Program
(SHP) (telephone numbers are in Section 3 of this Chapter) or by calling 2800-
MEDICARE (4800-633-4227),24 hours a day, 7 daysa week. TTY users should call
1-877-486-2048.

SECTI8B8ONHow to contact the Rai |l road

The Railroad Retirement Bard is an independent Federal agency that administers
comprehensive benefit programs for thelf nati on
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.
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Method Railroad Retirement Board i Contact Information

CALL 1-877-772-5772

Calls to this number are free.

fyoupress 00,6 you may speak
from 9:00 am to 3:30 pm, Monday, Tuesday, Thursday, and
Friday, and from 9:00 am to 12:00 pm on Wednesday.

|l f you press 01,06 you may ac
and recorded information 24 hours a d ay, including
weekends and holidays.

TTY 1-312-751-4701

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

Calls to this number are not free.

WEBSITE www.rrb.gov
SECTI9ONDO you othraovtep | nésour aoncheer hea

i nsurance from an employer?

|l f you (or your spouse) get benefits from you
group as part of this plan, you may call the employer/union benefits ad ministrator or

Member Services if you have any questions.You can ask about your (or
employer or retiree health benefits, premiums, or the enroliment period. (Phone

numbers for Member Services are printed on the back cover of this booklet.) You may

also call 1-800-MEDICARE (4800-633-4227; TTY: 1877-486-2048) with questions

related to your Medicare coverage under this plan.

Il f you have other prescription drug coverage
or retiree group, please contactt hat gr oupds bene.fThetbenefisd mi ni st r
administrator can help you determine how your current prescription drug coverage will

work with our plan.
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SECTIIONThi ngs to know aboutagettin

carce®veneseda member of our

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

plan.

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

Section 1.1 What are onetwork provider

)

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

l

0 Pr o v i ateedoctois and other health care professionalslicensed by the state
to provide medical servicesandcare. The term oproviderséd
hospitals and other health care facilities.

ONet wor k p arethd ddceors andl other health care professionals,
medical groups, hospitals, and other health care facilities that have an agreement
with us to accept our payment and your cost-sharing amount as payment in full.
We have arranged for these providers to deliver covered srvices to members in
our plan. The providers in our network bill us directly for care they give you .
When you see a network provider, you pay only your share of the cost for their
services.

0Cover ed mdudealltheensedical care, health care services, supplies,
and equipment that are covered by our plan. Your covered services for medical
care are listed in the benefits chart in Chapter 4.

Section 1.2 Basic rules for getting your medical care covered b vy

the plan

As a Medicare health plan,PHPmust cover all services covered by Original Medicare
must follow Original Medi careds coverage

and

PHPwill generally cover your medical care as long as:
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1T The care you receive is included(thisn the pl
chart is in Chapter 4 of this booklet).

1 The care you receive is conside red medically necessary. o Medi cal ly neces
means that the services, supplies, or drugs are needed for the prevention,
diagnosis or treatment of your medical condition and meet accepted standards
of medical practice.

1 You have a network primary care pro vider (a PCP) who is providing and
overseeing your care. As a member of our plan, you must choose anetwork
PCP (for more information about this, see Section 2.1 in this chapter).

o In most situations, your network PCP must give you approval in advance
befor e you can use other providers in the p
hospitals, skilled nursing facilities, or home health care agencies. This is called
gi vi ng vy ou Farmoreiefdrneation abbut this, see Section 2.3 of
this chapter.

0 Refearals from your PCP are not required for emergency care or urgently
needed services There are also some other kinds of care you can get without
having approval in advance from your PCP (for more information about this,
see Section 22 of this chapter).

1 You must receive your care from a network provider (for more information
about this, see Section 2 in this chapter). In most cases, care you receive from a
out-of-net wor k provider (a provider who is not
not be covered. Here are three exceptions:

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

o If you need medical care that Medicare requires our plan to cover and the
providers in our network cannot provide this care, you can get this care from
an out-of-network provider. You must receive authorization from the plan
prior to seeking this care. In this situation, you will pay the same as you
would pay if you got the care from a network provider. For information about
getting approval to see an out -of-network doctor, see Section 2.4 in this
chapter.

o0 The plan covers kdney dialysis services that yai get at a Medicare-certified
di alysis facility when you are temporari/l
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SECTI2Z0ONUs e provider®d nettwbekptange
medi c al car e

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

Wh at is a oPCP6 and what does the PCP do for

When you become a member of our plan, you must choose a network Primary Care
Provider (PCP). Your PCP is a physician whis trained to give you basic and specialized
HIV medical care. All of PHR® network PCPs are HIV specialists

You will see your PCP first for most of your routine healthcare needs. Besides providing
much of your care, your PCP will help arrange andcoordinate the rest of the covered
services you receive as a plan rember. This includesgiving you referrals for x-rays,
laboratory tests, therapies, care from doctors who are specialists, hospital admissions,
and follow-up car e. 0Coordinatingdéd your services i
other plan providers about your care. If you need certain types of covered services or
supplies, your PCP must give approval in advance (such as giving you a referral to see a
specialist). In some cases, your PCP will also need to obtain prior authorization (prior
approval) from the plan for certain services. Since your PCP will provide and coordinate
your medical care, you should have all of your past medical records sent to your new
PCPO6s office.

How do you choose your PCP?

You may choose a PRooVideuDredory Ydultan sep theanmosét surrent
directory our website at www.php-fl.org/provider -find. You may also contact Member
Services forassistance in selecting a PCP (phone numbers argrinted on the back cover
of this booklet). You will select your PCP when you enroll intoPHP,

Changing your PCP

You may change your PCP for any reason, at any time Al s o, itds possible t
mi ght | eave our plands network of wRC®VY¥iIi der s a
you have questions about changing or want to change your PCP, contact Member

Services(phone numbers are printed on the back cover of this booklet). Any PCP

change you make will take effect immediately upon our receipt of your request.
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Section 2.2 What kinds of medical care can you get without
getting approval in advance from your PCP?

You can get the services listed below without getting approval in advance from your
PCP.

T Routine womends healsbréastexamsscreensni ch i ncl ude
mammograms (x-rays of the breast), Pap tests, and pelvic exams, as long as you
get them from a network provider.

1 Flu shots, COVID-19 vaccinations, Hepatitis B vaccinations,and pneumonia
vaccinations as long as you get them from a network provider .

1 Emergency sevices from network providers or from out-of-network providers.

Urgently needed servicesfrom in-network providers or from out -of-network
providers when network providers are temporarily unavailable or inaccessible
(e.g., when you are temporarily outsideof t he pl and.s service are

1 Kidney dialysis services that you get at a Medicarecertified dialysis facility when
you are temporarily out @fpadsibletpleasecall ands ser
Member Servicesbefore you leave the service area so we can hg arrange for
you to have maintenance dialysis while you are away. Phone numbers are
printed on the back cover of this booklet.)

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

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

1 Oncologists care for patients with cancer.
1 Cardiologists care for patients with heart conditions.

1 Orthopedists care for patients with certain bone, joint, or muscle conditions.

When your PCP believes that you need specialized treatment, he or she will give you a

referral to see a plan specialist. For some types of referrals to plan specialsts, your PCP

may needtogetappr oval, orr i z@rntii om , du ttheaplam.dSeeance fr om
Chapter 4, Section 2.1 for information about which services require prior authorization.

You must get a referral from your PCP before you see a plan specialist. There are a few

exceptions, including routinewomen 6 s heal t hcar anSechionR.2iwteis ex pl ai r
chapter. If you do not have a referral before you receive services from a specialist, you
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may have to pay for these services yourself. If your specialist wants you to come back
for more care, check first to be sure that the referral you received from your PCP covers
more than one visit to the specialist.

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

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

T

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

We will make a good faith effort to provid
your provider is leaving our plan so that you have time to select a new provider.

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

If you are undergoing medical treatment you have the right to request, and we
will work with you to ensur e, that the medically necessary treatment you are
receiving is not interrupted.

If you believe we have not furnished you with a qualified provider to replace your
previous provider or that your care is not being appropriately managed you have
the right to file an appeal of our decision.

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

If you need help finding another specialist or other network provider, please contact
Member Services (phone numbers are printed on the back cover of this booklet).

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

If you need medical care that Medicare requires our plan to cover and the providers in
our network cannot provide this care, you can get this care from an out-of-network
provider. Your PCP will determine if you need care from a specialist or other health care
provider that is not available in our network. Your PCP will give you a referral for the
care you need and ask us to provide authorization. We will work with your PCP to find
you an appropriate provider fi an out-of-network provider if necessary. We will work
with the out -of-network provider to make billing arrangements in advancesuch that the
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provider will bill the plan for our share of the cost for authorized services it provides to
you. You must have authorization from us before you see an out-of-network provider,
except if you need emergency or urgently needed servicesas described in Section 3 n
this chapter.

SECTISBONHow t o get c ovwehreend ysoeur vhi acvees
emergencrygent needr fdur cagee:e
di saster

Section 3.1 Getting care if you have a medical emergency
What is a omedical emergencydé and what shoul d
Aomedi cal e nsavhen gon,oryady other prudent layperson with an average

knowledge of health and medicine, believe that you have medical symptoms that
require immediate medical attention to prevent loss of life, loss of a limb, or loss of
function of a limb. The medical symptoms may be an illness, injury, severe pain, or a
medical condition that is quickly getting worse.

If you have a medical emergency:

1 Get help as quickly as possible. Call 911 for help or go to the nearest
emergency room or hospital. Call for an ambulance if you need it. You do not
need to get approval or a referral first from your PCP.

1 As soon as possible, make sure that our plan has been told about your
emergency. We need to follow up on your emergency care. You or someone
else should call to tell us about your emergency care, usually within 48 hours.
Call Member Services at(888) 456-4715. If you call when Member Services is
closed, choosetheoptiont o be connected -HoarsNurse pl ands /
Hotline. This number isalso on the back of your member ID card.

What is covered if you have a medical emergency?

You may get covered emergency medical care whenever you need it, anywhere in the
United States or its territories. Our plan covers ambulance services in situationsvhere
getting to the emergency room in any other way could endanger your health. For more
information, see the Medical Benefits Chart in Chapter 4 of this booklet.

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

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

What i1 f it wasndt a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you

might go in for emergency care 0 thinking that your health is in serious danger & and

the doctor may say thatitwasn 6t a medi cal e megturgsoutthatitveas t er al
not an emergency, as long as you reasonably thought your health was in serious danger,

we will cover your care.

However, after the doctor has said that it was not an emergency, we will cover additional
care only if you get the additional care in one of these two ways:

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

f dordThe additional care you getseiviscedcamgsli der e
you follow the rules for getting th ese urgently needed services(for more
information about this, see Section 3.2 below).

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

What areour gent | yservices® @ e d

o0Ur gent | gervicesdard reow-emergency, unforeseen medical illness, injury, or
condition that requires immediate medical care. Urgently needed servicesmay be
furnished by network providers or by out -of-network providers when network providers
are temporarily unavailable or inaccessible. The unforeseen condition could, for
example, be an unforeseen flareup of a known condition that you have .

What i f you are in the plands service area wh

You should always try to obtain urgently needed services from network providers.
However, if providers are temporarily unavailable or inaccessibleand it is not reasonable
to wait to obtain care from you r network provider when the network becomes available,
we will cover urgently needed services that you get from an out-of-network provider.
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If you need urgently needed servicesand you are in the service area, you can:

f Contact your primary care providerds (PCPO
on the front of your member ID card). Your PCP may be able to see you the
same or next day.

1 If your PCPis not available or his or her office is closed, you can look in the
Provider Directoryf or an oUrgent Care Centerdé near 'y
center for care. If you need help finding an urgent care center, please call
Member Services and we willhelp you find an urgent care center that can help
you. (Phone numbers for Member Services are printed on the back cover of this
booklet.)

Il f you call Member Services when wedre clo
connect to the After -Hours Nurse Hotline. A nurse will help you with your
problem and can help you find an urgent care center near you.

1 If you need urgently needed servicesafter hours, weekends and holidays when
your PCPds office and Member Ser-WHouses ar e
Nurse Hotline directly at (866) 228-8714. A nurse will help you with your
problem and can help you find an urgent care center near you. The After-Hours
Nurse Hotline is available 5:30 p.m.to 8:30 a.m.,Monday through Friday, and all
day weekends and holidays.

What if youare outsidet he pl ands service area when you h
care?

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

Our plan covers neither emergency servicesurgently needed services nor any other
servicesif you receive the care outside of the United States.

Section 3.3 Getting care during a disaster

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

Please visit the following website: www.php-fl.org/for -members/disaster for information
on how to obtain needed care during a disaster.
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Generally,if you cannot use a network provider during a disaster, your plan will allow

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

SECTI4ONWhat i f you are bifldleld do gte
of your covered services?

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

If you have paid more than your share for covered services, or if you have received a bill
for the full cost of covered medical services, go to Chapter 7 (Asking usto pay our share
of a bill you have received forcoveredmedical services or drugsfor information about
what to do.

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

PHPcovers all medical services thatare medically necessarythese servicesare listed in

the plands Medical Benefits Chart afdarbi s chart
obtained consistent with plan rules. You are responsible for paying the full cost of

servi ces t ha tbycarpem dther becausetheg are not plan covered

services, orthey were obtained out -of-network where not authorized.

If you have any questions about whether we will pay for any medical service or care that
you are considering, you have the right to ask us whether we will cover it before you get
it. If we say we will not cover your services, you have the right to appeal our decision
not to cover your care.

Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)) has more information about what to do if you want a coverage decision
from us or want to appeal a decision we have already made. You may also call Member
Services to get more information (phone numbers are printed on the back cover of this
booklet.).

For covered services that have a benefit limitation, you pay the full cost of any services
you get after you have used up your benefit for that type of covered service. Medical
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costsyou pay after a benefit limit has been reached do not count toward any out-of-
pocket maximum. You can call Member Services when you want to know how much of
your benefit limit you have already used.

SECTIGONHow are your medical serviec
you ara@liimiaal dg&ear ch stu

Section 5.1 Whati s a dclriesie@aa ch study?5d6

A clinical research study( al so cal | ed isawaythatdactoreaad scigntisis a | 6 )

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

Not all clinical research studies are open to members of our plan. Medicare first needs
to approve the research study. If you participate in a study that Medicare has not
approved, you will be responsible for paying all costs for your participation in the study.

Once Medicare approves the study, someone who works on the study wil contact you
to explain more about the study and see if you meet the requirements set by the
scientists who are running the study. You can patrticipate in the study as long as you
meet the requirements for the study and you have a full understanding and acceptance
of what is involved if you participate in the study.

If you participate in a Medicare-approved study, Original Medicare pays most of the
costs for the covered servicesyou receive as part of the study. When you are in a
clinical research study,you may stay enrolled in our plan and continue to get the rest of
your care (the care that is not related to the study) through our plan.

If you want to participate in a Medicare -approved clinical research study, you do not
need to get approval from us or your PCP. The providers that deliver your care as part

of the clinical research study do not need to be partofour pl ands networ k of

Al 't hough you do not need to get our plands pe
you do need to te Il us before you start participatin g in a clinical research study .

If you plan on participating in a clinical research study, contact Member Services (phone
numbers are printed on the back cover of this booklet) to let them know that you will be
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participating in a clinical trial and to find out more specific details about what your plan
will pay.

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

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

1 Room and board for a hospital stay that Medicare would pay for even if you
werendt i n a study.

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

Treatment of side effects and complications of the new care.

Original Medicare pays most of the cost of the covered services you receive as part of
the study. After Medicare has paid its share of the cost for these services, our plan will
also pay for part of the costs. We will pay the difference between the cost sharing in
Original Medicare and your cost sharing as a member of our plan. This meansyou will
pay the same amount for the services you receive as part of the study as you would if
you received these servtes from our plan.

you

Hereds an example of hloevt @dhesayystthathayouwmgh av

that costs $100 as part of the research
costs for this test is $20 under Original Medicare, but would be only $10 under our

pl ands benefits. I n this case, Original
would pay another $10. This means that you would pay $10, which is the same

stuc

Me c

amount you would pay under our plands benef.i

In order for us to pay for our share of the costs, you will need to submit a request for
payment. With your request, you will need to send us a copy of your Medicare
Summary Notices or other documentation that shows what services you received as part
of the study and how much you owe. Please see Chapter 7 for more information about
submitting requests for payment.

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

1 Generally, Medicare willnot pay for the new item or service that the study is
testing unless Medicare would cover the item or service even if you werenot in a
study.
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Items and services the study gives you or any participant for free.

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

Do you want to know more?

You can get more information about joining a clinical research study by visiting the

Medicare website toread ordownloadt he publ i cati on oOMedicare an
Studies.6 (The publication is available at www.medicare.gov/Pubs/pdf/02226 -Medicare-
and-Clinical Research Studies.pdf)

You can also call 2800-MEDICARE (4800-633-4227) 24 hours aday, 7 days a week.
TTY users should call 1877-486-2048.

SECTI6ONRuUul es f or gceotvteirnagdrae ar @i ou s
nomedi cat hheate i6nsti tuti on

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

A religious non-medical health care institution is a facility that provides care for a

condition that would ordinarily be treated in a hospital or skilled nursing fac ility. If

getting care in a hospital or a skilled nursi
beliefs, we will instead provide coverage for care in a religious non-medical health care

institution. You may choose to pursue medical care at any time fa any reason. This

benefit is provided only for Part A inpatient services (non-medical health care services).

Medicare will only pay for non -medical health care services provided by religious nor+

medical health care institutions.

Section 6.2 Receiving care from a religious non-medical health
care institution

To get care from a religious non-medical health care institution, you must sign a legal
document that says you are conscientiously opposed to getting medical treatment that
i's eemxccrepted. 0O

T ONoaxept edd medical care or treatment i s an
is voluntary and not required by any federal, state, or local law.
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T 0oExceptedd medical treatment i s mednotcal <ca
voluntary or is requiredunder federal, state, or local law.

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

1 The facility providing the care must be certified by Medicare.

T Our pl ands c ov eouraiee isdirhitedste non-religieus aspects of
care.

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

0 You must have a medical condition that would allow you to receive covered
services forinpatient hospital care or skilled nursing facility care.

o 0dand d you must get approval in advance from our plan before you are
admitted to the facility or your stay will not be covered.

Medicare inpatient hospital coverage limits apply. See theMedical Benefits Chart in
Chapter 4 of this booklet for more information.

SECTI7TONRul es for ownership of dura
equi pment

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

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

In Original Medicare, people who rent certain types of DME own the equipment after
paying copayments for the items for 13 months. As a member of PHP, however, you
usually will not acquire ownership of rented DME items no matter how many
copayments you make for the item while a member of our plan. Under certain limited
circumstances we will transfer ownership of the DME item to you. Call Member Services
(phone numbers are printed on the back cover of this booklet) to find out about the
requirements you must meet and the documentation you need to provide.
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What happens to payments you have made for durable medical equipmen t if you
switch to Original Medicare?

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

If you made fewer than 13 payments for the DME item under Original Medicare before
you joined our plan, your previous payments also do not count toward the 13
consecutive payments. You will have to makel3 new consecutive payments after you
return to Original Medicare in order to own the item. There are no exceptions to this
case when you return to Original Medicare.

SECTISBONRuUIl esoxygequi p mempgp | i es,
mai nt enance

and

Section 8.1 What oxyge n benefits are you entitled to?

If you qualify for Medicare oxygen equipment coverage, then for as long as you are
enrolled, PHP will cover:
Rental of oxygen equipment
1 Delivery of oxygen and oxygen contents

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

1 Maintenance and repairs of oxygen equipment

If you leave PHPor no longer medically require oxygen equipment, then the oxygen
equipment must be returned to the owner.

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

Your cost sharing for Medicare oxygen equipment coverage is $0 every year.

If prior to enrolling in PHPyou had made 36 months of rental payment for oxygen
equipment coverage, your cost sharing in PHPis $0.
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Section 8.3 What happens if y ou leave your plan and return to
Original Medicare?

If you return to Original Medicare, then you start a new 36 -month cycle which renews
every five years. For example, if you had paid rentals for oxygen equipmentfor 36
months prior to joining PHP, join PHP for 12 months, and then return to Original
Medicare, you will pay full cost sharing for oxygen equipment coverage.

Similarly, if you made payments for 36 months while enrolled in PHPand then return to
Original Medicare, you will pay full cost sharing for oxygen equipment coverage.
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SECTIIONUnder standi nagfppolket oabsts f
covered servieces

This chapter focuses on your covered services and what you pay for your medical
benefits. It includes a Medical Benefis Chart that lists your covered services andshows
how much you will pay for each covered service as a member of PHP. Later in this
chapter, you can find information about medical services that are not covered. It also
explains limits on certain services.

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

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

1 A0 c o p a yt nethe fixed amount you pay each time you receive certain
medical services. You pay a copayment at the time you get the medical service.
(The Medical Benefits Chart in Section 2 tells you more about your copayments.)

Most people who qualify for Medic aid or for the Qualified Medicare Beneficiary (QMB)
program should never pay deductibles, copayments or coinsurance. Be sure to show
your proof of Medicaid or QMB eligibility to your provider , if applicable. If you think that
you are being asked to pay improperly, contact Member Services.

Section 1.2 What is the most you will pay for Medicare Part A and
Part B covered medical services?

Because you are enrolled in a Medicare Advantage plan, there is a limit to how much
you have to pay out-of-pocket each yearfor in-network medical services that are
covered under Medicare Part A and Part B(see the Medical Benefits Chart in Section 2,
below). This limit is called the maximum out-of-pocket amount for medical services.

As a member of PHP, the most you will have to pay out-of-pocket for in-network
covered Part A and Part Bservices in2022 is $5,000. The amounts you pay for
copayments for in-network covered services count toward this maximum out-of-pocket
amount. (The amounts you pay for your plan premiums and for your Part D prescription
drugs do not count toward your maximum out -of-pocket amount.) If you reach the
maximum out-of-pocket amount of $ 5,000, you will not have to pay any out-of-pocket
costs for the rest of the year for in-network covered Part A ard Part B services.
However, you must continue to pay your plan premium and the Medicare Part B
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premium (unless your Part B premium is paid for you by Medicaid or another third

party.)

Section 1.3

Our
you

pl an

does not

a l

ow propv

As a member of PHP, an important protection for you is that 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, calledo b al anc e
(that you never pay more your cost-sharing amount) applies even if we pay the provider

| ess t

han

t he
pay certain provider charges.

provider

Here is how this protection works:

charges

for a

billing.é

ser vi

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

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

o

T 1 f

If you receive the covered services from a network provider, you pay the
percentage
determined in the contract between the provider and the plan).

Coi

nsur andce

mul t i pdtei(esd by

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

If you receive the covered services from an outof-network provid er who
does not participate with Medicare, you pay the coinsurance amount

multiplied by t he Medicare payment rate for non-participating providers.
(Remember, the plan covers services from outof-network providers only
in certain situations, such as when you get a referral.)

you

bel

eve

a

provider

numbers are printed on the back cover of this booklet).
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SECTI20ONUs e hMedi c al Benedbitsn&€hauot
i s covered for you and how

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

The Medical Benefits Chart on the following pages lists the services PHPcovers and
what you pay out-of-pocket for each service. The services listed in the Medical Benefits
Chart are covered only whenthe following coverage requirements are met:

1 Your Medicare covered senices must be provided according to the coverage
guidelines established by Medicare.

1 Your services(including medical care, services, supplies, and equipmentmust be
medically necessary. dMedically necessary means that the services supplies or
drugs are used for the prevention, diagnosis, or treatment of your medical
condition and meet acceptable standards of medical practice.

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

1 You have a primary care provider (a PCP) who is providing and overseeing your
care. In most situations, your PCP must give you approval in advance before you
can see other provi deThisisdaleddivingeyoupal ands net w
o0 r e f eChaptet 3.pvides more information about getting a referral and the
situations when you do not need a referral.

1 Some of the services listed in the Medical Benefits Chart are coveredonly if your
doctor or other network provider gets approval in advance (sometimes called
oprior aut hor i Qoaeted senwice’ that need mppnoval.in advance
are marked in the Medical Benefits Chartas suchwith o(requires prior
authorization) .0

Other important things to know about our coverage:

1 Like all Medicare health plans, we cover everything that Original Medicare covers.
For some of these benefits, you pay more in our plan than you would in Original
Medicare. For others, you payless (If you want to know more about the
coverage and costs of Original Medicare, look in your Medicare & You2022
handbook. View it online at www.medicare.gov or ask for a copy by calling
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1-800-MEDICARE (4800-633-4227), 24 hours a day, 7 days a week. TTY users
should call 1-877-486-2048.)

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

1 Sometimes, Medicare adds coverage under Original Medicare for new services
during the year. If Medicare adds coverage for any services during 2022, either
Medicare or our plan will cover those services.

T I'f you ar e wi-mdnthperica of deempdd aontidiued elligibility, we
will continue to provide all plan -covered benefits, and your cost sharing amounts
do not change during this period.

Important Benefit Information for Enrollees with Certain Chronic Conditions

1 If you are diagnosed by a plan provider with the following chronic condition
identified below and meet certain medical criteria, you may be eligible for other
targeted supplemental benefits:

0 AIDSrelated neuropathy

T Please go to the OHelp with Certain Chroni
Benefits Chart for further detail.

V
‘ You will see this apple next to the preventive services in the benefits chart

Medical Benefits Chart

What you must pay
Services that are covered f cwhenyouget
these services

\f
v Abdominal aortic aneurysm screening

(requires prior authorization) There is no coinsurance,
A one-time screening ultrasound for people at risk. The copayment, or deductible
plan only covers this screening if you have certain risk for members eligible for
factors and if you get a referral for it from your physician, this preventive screening.
physician assistant, nurse practitioner, or clinial nurse

specialist.
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What you must pay
Services that are covered f cwhenyouget
these services

Acupuncture
(requires prior authorization)
We cover 2 acupuncture visits per month every year.

$0 copay for acupuncture
services

Acupun cture for chronic low back pain
(requires prior authorization)
Covered services include:

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

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

i Lasting 12 weeks or longer;

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

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

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

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

Provider Requirements:

Physdcians (as defined in 1861(r)(1) of the Social Security Act

(the Act) may furnish acupuncture in accordance with
applicable state requirements.

$0 copay for Medicare-
covered acupuncture
services for chronic low
back pain.
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What you must pay
Services that are covered f cwhenyouget
these services

Acupuncture for chronic low back pain
(continued)

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

1 a masters or doctoral level degree in acupuncture or
Oriental Medicine from a school accredited by the
Accreditation Commission on Acupuncture and
Oriental Medicine (ACAOM); and,

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

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

Ambulance services

1 Covered ambulance services include fixed wing, rotary $150 copay for one-way
wing, and ground ambulance services, to the nearest or round-trip ambulance
appropriate facility that can provide care only if they services.
are furnished to a member whose medical condition is
such that other means of transportation could
endanger the personds hee
plan.

Non -emergency transportation by ambulance is
appropriate 1 f 1t i1 s documer
condition is such that other means of transportati on
could endanger the personds
transportation by ambulance is medically required.
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What you must pay
Services that are covered f cwhenyouget
these services

\{
‘ Annual wellness visit

I f youdve had Part B for | orThereisnocoinsurance,
an annual wellness visit to develop or update a personalized copayment or deductible
prevention plan based on your current health and risk for the annual wellness
factors. This is covered once every 12 months. visit.

Note: Your first annual well ne:¢

12 months of your 0 We kentiwmsat. t

However, you dondt need to F

Medicared visit to be covere
youdve had Part B for 12 mor

\{
‘ Bone mass measurements

(requires prior authorization) There is no coinsurance,
For qualified individuals (generally, this means people at copayment, or deductible
risk of losing bone mass or at risk of osteoporosis), the for Medicare-covered
following services are covered every 24 months or more bone mass measurement.

frequently if medically necessary: procedures to identify
bone mass, detect bone loss, or determine bone quality,
including a physician's interpretation of the results.

\{

9 Breast cancer screening (mammog rams)

Covered services include: There is no coinsurance,
copayment, or deductible
for covered screening
mammograms.

1 One baseline mammogram between the ages of 35
and 39

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

1 Clinical breast exams once every 24 months
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What you must pay
Services that are covered f cwhenyouget
these services

Cardiac rehabilitation services

(some services require prior authorization) $0 copay for cardiac
Comprehensive programs of cardiac rehabilitation services  rehabilitation services.
that include exercise, education, and counseling are covered

for members who meet certain conditon s wi t h a

referral. The plan also covers intensive cardiac rehabilitation

programs that are typically more rigorous or more intense

than cardiac rehabilitation programs.

\{
" Cardiovascular disease risk reduction visit

. . There is no coinsurance,
(therapy for cardiovascular disease)

copayment, or deductible

We cover one visit per year with your primary care doctor for the intensive

to help lower your risk for cardiovascular disease. During behavioral therapy
this visit, your doctor may discuss aspirin use (if cardiovascular disease
appropriate), check your blood pressure, and give you preventive benefit,

tips to make sure youdre eat

\f

9 Cardiovascular disease testing

Blood tests for the detection of cardiovascular disease (or
abnormalities associated with an elevated risk of
cardiovascular disease) once every 5 years (60 months).

There is no coinsurance,
copayment, or deductible
for cardiovascular disease
testing that is covered
once every 5 yedas.
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Services that are covered

What you must pay
f cwhen you get
these services

\{
9 Cervical and vaginal cancer screening
Covered services include:

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

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

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

Chiropractic services
(requires prior authorization)
Covered services include:

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

$0 copay for Medicare-
covered chiropractic
services.

\{
9 Colorectal screening
(all screenings except fecal occult blood test and
screening colonoscopy require prior authorization)
For people 50 and older, the following are covered:
1 Flexible sigmoidoscopy (or screening barium enema
as an alternative) every 48 months

One of the following every 12 months:
1 Guaiacbased fecal occult blood test (gFOBT)
9 Fecal immunochemical test (FIT)

DNA-based colorectal screening every 3 years

For people at high risk of colorectal cancer, we cover:

an alternative) every 24 months

For people not at high risk of colorectal cancer, we cover:
9 Screening colonoscopy every 10 years (120 months),
but not within 48 months of a screening
sigmoidoscopy

1 Screening colonoscopy (or screening barium enema as

There is no coinsurance,
copayment, or deductible
for a Medicare-covered
colorectal cancer
screening exam.
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What you must pay
Services that are covered f cwhenyouget
these services

Dental services

In general, preventive dental services (such as cleaning $0 copay for covered
routine dental exams and dental x-rays) are not covered by  preventive dental
Original Medicare. We cover: services.

Preventive dental services: $0 copay for covered

comprehensive dental

services up to the $850
Up to 2 cleanings every year annual limit.

9 Oral exams

1
1 Up to 2 fluoride treatments every year
1

1 dental X-ray every year

Comprehensive dental services such as the following:
1 Non-routine services
9 Diagnostic services
1 Restorative services
1 Endodontics/periodontics/extractions
1 Prosthodontics, other oral/maxillofacial surgery, other
services

$850 plan coverage limit for comprehensive dental
services every year .

\{

9 Depression screening

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

There is no coinsurance,
copayment, or deductible
for an annual depression
screening visit.
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What you must pay
Services that are covered f cwhenyouget
these services

\{

“ Diabetes screening

We cover this screening (includes fasting glucose tests) if you There is no coinsurance,
have any of the following risk factors: high blood pressure copayment, or deductible
(hypertension), history of abnormal cholesterol and for the Medicare covered
triglyceride levels (dyslipidemia), obesity, or a history of high diabetes screening tests.
blood sugar (glucose). Tests may also be covered if you

meet other requirements, like being overweight and having a

family history of diabetes.

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

\{
9 Diabetes self -management training,
diabetic services and supplies

(requires prior authorization) $0 copay for diabetes
For all people who have diabetes (insulin and non-insulin self-management
users). Covered services include: training and diabetic

1 Supplies to monitor your blood glucose: Blood services and supplies.

glucose monitor, blood glucose test strips, lancet
devices and lancets, and glucosecontrol solutions for
checking the accuracy of test strips and monitors

1 For people with diabetes who have severe diabetic
foot disease: One pair per calendar year of
therapeutic custom-molded shoes (including inserts
provided with such shoes) and two additional pairs of
inserts, or one pair of depth shoes and three pairs of
inserts (not including the non -customized removable
inserts provided with such shoes). Coverage includes
fitting.

91 Diabetes selfmanagement training is covered under
certain conditions
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What you must pay
Services that are covered f cwhenyouget
these services

Durable medical equipment (DME) and related

supplies

(requires prior authorization) $0 copay for covered
(For a definitonof o0dur abl e medi cal edurable medical

12 of this booklet.) equipment and related

Covered items include, but are not limited to: wheelchairs, supplies.

crutches, powered mattress systems, diabetic supplies,
hospital beds ordered by a provider for use in the home, IV
infusion pumps, speech generating devices, oxygen
equipment, nebulizers, and walkers.

We cover all medically necessary DME covered by Original
Medicare. If our supplier in your area does not carry a
particular brand or manufacturer, you may ask them if they
can special oder it for you. The most recent list of suppliers
is available on our website at www.php-fl.org/provider -find.
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What you must pay
Services that are covered f cwhenyouget
these services

Emergency care
Emergency care refers to services that are: $75 copay per

1 Furnished by a provider qualified to furnish emergency room visit.

emergency services, and ,
If you receive emergency

1 Needed to evaluate or stabilize an emergency medical ¢gre at an out-of-network

condition. hospital and need
inpatient care after your
A medical emergency is when you, or any other prudent emergency condition is
layperson with an average knowledge of health and stabilized, you must
medicine, believe that you have medical symptoms that return to a network
require immediate medical attention to prevent loss of life, hospital in order for your
loss of a limb, or loss of function of a limb. The medical care to continue to be
symptoms may be an illness, injury, severe pain, or a medical covered or you must
condition that is quickly getting worse. have your inpatient care

at the out-of-network
Cost sharing for necessary emergency services furnished out nospital authorized by

of-network is the same as for such services furnished in the plan and your cost is
network. the cost-sharing you

would pay at a network
Emergency care is only covered within the United States. hospital.
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What you must pay
Services that are covered f cwhenyouget
these services

\{
o Health and wellness education programs

Choice of one of the following Health and Wellness $0 copay for either a
Program options: gym membership OR
1 Gym membership at one of the following gyms: over-the-counter

(OTC) pharmacy items
up to the $200 annual
limit.

Broward and Miami-Dade Counties

0 24 Hour Fitness (multiple locations)

o LA FitnesgEsporta Fithess(multiple
locations)

Crunch (Miami Beachlocation)

Upload Fitness (Fort Lauderdale location)
Youfit (multiple locations)

Zoo Health Club (Oakland Park location)

$0 copay for health
education information.

O O O O

Duval County
0 LA FitnesgEsporta Fitness(multiple
locations)

1 Up to $200 worth of over -the-counter (OTC)
pharmacy (non-prescription drug) items, such as
vitamins, fiber supplements, first aid supplies,
sunscreen, tooth brushesand pastes, cold
medication, antacids, etc. This benefit option is
limited to $200 every year.  For more information
about the over-the-counter (OTC) benefit option,
go to our website:
www.php-fl.org/for -members/otc

For more information about the Health and Wellness
Benefit and the benefit options, go to our website:
www.php-fl.org/for -members/hw.

Plan sends membershealth education information
quarterly in a newsletter format.
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Services that are covered

What you must pay
f cwhen you get
these services

Hearing services

(prior authorization required)

Diagnostic hearing and balance evaluations performed by
your PCP to determine if you need medical treatment are
covered as outpatient care when furnished by a physician,
audiologist, or other qualified provider. In addition, we
cover:

1 1 supplemental routine hearing exam every year
1 1 fitting -evaluation for a hearing aid every year

1 Upto 2 hearing aids every year

$1,000 plan coverage limit for up to 2 hearing aids every
year.

$0 copay for covered
hearing services.

$0 copay for up to two
hearing aids up to the
$1,000 annual limit.

Help with Chronic Conditions
(requires prior authorization)
For members who have been diagnosed with AIDSrelated

neuropathy, we cover 2 one-hour therapeutic massages each

month to increase blood circulation.

$0 copay for therapeutic
massage services

\{
9 HIV screening

For people who ask for an HIV screening test or who are at

increased risk for HIV infection, we cover:

1 One screening exam every 12 months

For women who are pregnant, we Cover:

i Up to three screening exams during a pregnancy

There is no consurance,
copayment, or deductible
for members eligible for
Medicare-covered
preventive HIV screening.
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What you must pay
Services that are covered f cwhenyouget
these services

Home health agency care

(requires prior authorization) $0 copay for home health
Prior to receiving home health services, a doctor must certify agency care services.
that you need home health services and will order home

health services to be provided by a home health agency.

You must be homebound, which means leaving home is a

major effort.

Covered services include, but are not limited to:

1 Part-time or intermittent skilled nursing and home
health aide services (to be covered under the home
health care benefit, your skilled nursing and home
health aide services combined must total fewer than 8
hours per day and 35 hours per week)

1 Physical therapy, occupational therapy, and speech
therapy

 Medical and social services

1 Medical equipment and supplies

Home infusion therapy

(requires prior authorization) $0 copay for home

Home infusion therapy involves the intravenous or infusion therapy services.
subcutaneous administration of drugs or biologicals to an

individual at home. The components needed to perform

home infusion include the drug (for example, antivirals,

immune globulin), equipment (for example, a pump), and

supplies (for example, tubing and catheters).

Covered services include, but are not limited to:

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

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

1 Remote monitoring

1 Monitoring services for provision of hom e infusion
therapy and home infusion drugs furnished by a
gualified home infusion therapy supplier
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What you must pay
Services that are covered f cwhenyouget
these services

Hospice care
You may receive care from any Medicarecertified hospice When you enroll in a
program. You are eligible for the hospice benefit when your ~ Medicare-certified

doctor and the hospice medical director have given you a hospice program, your
terminal prognosis certi fyi rhospiceservicesand your
have 6 months or less to live if your illness runs its normal Part A and Part B services
course. Your hospice doctor can be a network provider or an related to your terminal
out-of-network provider. prognosis are paid for by
Original Medicare, not

Covered services include: PHP.

1 Drugs for symptom control and pain relief

1 Short-term respite care $0 copay for hospice

1 Home care consultation services.

For hospice services and for services that are covered by
Medicare Part A or B and are related to your terminal
prognosis: Original Medicare (rather than our plan) will pay
for your hospice services and any Part A and Part B services
related to your terminal prognosis. While you are in the
hospice program, your hospice provider will bill Original
Medicare for the services that Original Medicare pays for.

For services that are covered by Medicare Part A or B and
are not related to your terminal prognosis : If you need non-
emergency, non-urgently needed services that are covered
under Medicare Part A or B and that are not related to your
terminal prognosis, your cost for these services depends on
whet her you use a provider |
1 If you obtain the covered services from a network
provider, you only pay the plan cost-sharing amount
for in-network services
1 If you obtain the covered services from an out-of-
network provider, you pay the cost sharing under Fee-
for-Service Medicare (Original Medicare)
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What you must pay
Services that are covered f cwhenyouget
these services

Hospice care (continued)

For services that are covered by PHP but are not covered by
Medicare Part A or B PHP will cantinue to cover plan-
covered services that are not covered under Part A or B
whether or not they are related to your terminal prognosis.
You pay your plan cost sharing amount for these services.

For drugs that may be covere
Drugs are never covered by both hospice and our plan at the
same time. For more information, please see Chapter 5,
Section9.4( What i f y o u-certibed hospicdyle d i

Note: If you need non-hospice care (care that is not related
to your terminal prognosis), you should contact us to arrange
the services.

Our plan covers hospice consultation services (one time only)
for a terminally il/| person
benefit.
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What you must pay
Services that are covered f cwhenyouget
these services

\{

‘ Immunizations

Covered Medicare Part B services include: There is no coinsurance,
copayment, or deductible

for the pneumonia,
i Flu shots, once each flu season in the fall and winter,  jnfluenza, and Hepatitis B

with additional flu shots if medically necessary vaccines.

9 Pneumonia vaccine

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

f COVID-19 vaccine

Other vaccines if you are at risk and they meet
Medicare Part B coveragerules

We also cover some vaccines under our Part D prescription
drug benefit.

In-Home Support Services

(requires prior authorization) $0 copay for in-home
In-home support services are available to members after support services.
discharge from an acute hospital or skilled nursing facility.

In-home support services include the following non -medical

personal care and domestic services: bathing, grooming and

dressing assistance, bowel and tbadder care, accompaniment

to medical appointments, light housecleaning, meal

preparation, laundry, and grocery shopping.

Plan covers up to 16 hours a week for up to two (2) weeks
per year.
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Services

t hat are covered

What you must pay
f cwhen you get
these services

0l

T

E R |

=4 4 4 4 -4 -4 -4 -4 -4

Inpatient hospital care

(requires prior authorization)

Includes inpatient acute, inpatient rehabilitation, long -term
care hospitals and other types of inpatient hospital services.
Inpatient hospital care starts the day you are formally
admi tted
before you are discharged is your last inpatient day.

to the

Plan covers 90 days each benefit period. Plan also covers 60 through 150.
i feti

me reserve days. o

Covered services include, but are not limited to:

Semtprivate room (or a private room if medically
necessary)

Meals including special diets

Regular nursing services

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

Drugs and medications

Lab tests

X-rays and other radiology services

Necessary surgical and medical supplies

Use of appliances, such as wheelchairs

Operating and recovery room costs

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

Under certain conditions, the following types of
transplants are covered: corneal, kidney, kidney
pancreatic, heart, liver, lung, heart/lung, bone marrow,
stem cell, and intestinal/multivisceral. If you need a
transplant, we will arrange to have your case reviewed
by a Medicare-approved transplant center that will
decide whether you are a candidate for a transplant.
Transplant providers may be local or outside of the
service area. If our innetwork transplant services are

h o sden The tay wi t

$100 copay per day for
days 1 through 6.

$0 copay per day for
days 7 through 90.

$0 copay per day for
olifetime r e

A Obenefit p|
the day you go into a
hospital or skilled nursing
facility. It ends when you
go for 60 days in a row
without hospital or skilled
nursing care. If you go
into the hospital after
one benefit period has
ended, a new benefit
period begins. There is
no limit to the number of
benefit periods you can
have.

oLifetime re
are oOextrao
plan covers. If your
hospital stay is longer
than 90 days, you can use
these extra days. But
once you have used up
these extra 60 days, your
inpatient hospital
coverage will be limited

to 90 days.
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What you must pay
Services that are covered f cwhenyouget
these services

Inpatient hospital care (continued)
outside the community pattern of care, you may If you get authorized
choose to go locally as long as the local transplant inpatient care at an out-
providers are willing to accept the Origin al Medicare  ofdnetwork hospital after
rate. If PHP provides transplant services at a location your emergency

outside the pattern of care for transplants in your condition is stabilized,
community and you choose to obtain transplants at your cost is the cost
this distant location, we will arrange or pay for sharing you would pay at

appropriate lodging and transportat ion costs for you a network hospital.
and a companion.
1 Blood ¢ including storage and administration.
Coverage of whole blood and packed red cells begins
with the first pint of blood that you need. All other
components of blood are covered beginning with the
first pint used.
1 Physician Services

Note: To be an inpatient, your provider must write an order
to admit you formally as an inpatient of the hospital. Even if
you stay in the hospital overnight, you might still be
considered an oOooutpati endread
inpatient or an outpatient, you should ask the hospital staff.

You can also find out more information in a Medicare fact
sheet called OAre You a Hosg
You Have Medicared As k! 6 This fact s
web at www.medicare.gov/Pubs/pdf/11435-Are-You-an-
Inpatient-or-Outpatient.pdf or by calling 1-800-MEDICARE
(1-800-633-4227). TTY users call-B77-486-2048. You can
call these numbers for free, 24 hours a day, 7 days a week.
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What you must pay
Services that are covered f cwhenyouget
these services

Inpatient men tal health care
(requires prior authorization) $100 copay per day for
Covered services include mental health care services that days 1 through 6.

require a hospital stay. $0 copay per day for

_ _ days 7 through 90.
Plan covers 90 days each benefit period. Plan also covers 60

Ol ifetime reserve days. 6 $0 copay per day for

olifetime r e

There is a 190day lifetime limit for inpatient services in a through 150.
psychiatric hospital. The 19G-day limit does not apply to A
inpatient mental health services provided in a psychiatric unit
of a general hospital.

Obenefit pf
the day you go into a
hospital or skilled nursing
facility. It ends when you
go for 60 days in a row
without hospital or skilled
nursing care. If you go
into the hospital after
one benefit period has
ended, a new benefit
period begins. There is
no limit to the number of
benefit periods you can
have.

oLifetime re
are oOextrao
plan covers. If your
hospital stay is longer
than 90 days, you can use
these extra days. But
once you have used up
these extra 60 days, your
inpatient hospital
coverage will be limited
to 90 days.
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What you must pay
Services that are covered f cwhenyouget
these services

Inpatient stay: Covered services received in a
hospital or SNF during a non -covered inpatient

stay

(some services require prior au thorization) $0 copay for inpatient

If you have exhausted your inpatient benefits or if the services covered during a
inpatient stay is not reasonable and necessary, we will not non-covered inpatient
cover your inpatient stay. However, in some cases, we will  stay.

cover certain services you receive while you are in the
hospital or the skilled nursing facility (SNF). Covered services
include, but are not limited to:

1 Physician services
9 Diagnostic tests (like lab tests)

1 X-ray, radium, and isotope therapy including
technician materials and services

9 Surgical dressings

Splints, casts aml other devices used to reduce
fractures and dislocations

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

1 Leg, arm, back, and neck braces; trusses, and artificial
legs, arms, and eyes including adjustments, repairs,
and replacements required because of breakage, wear,
loss, or a change in the patient's physical condition

1 Physical therapy, speech therapy, and occupational
therapy
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What you must pay
Services that are covered f cwhenyouget
these services

Meal benefit
(requires prior authorization) $0 copay for meal
Meal benefit is available to members after discharge from benefit.

an acute hospital or skilled nursing facility and members who
have a chronic condition or other medical condition that
prevents leaving the home to grocery shop. You or your
provider may request this benefit from the plan.

Plan covers up to two (2) meals per day for up to 28 days (56
meal limit per year). Meals may be provided in multiple
increments through the year up to the 56 -meal limit for the
year.

\{
9 Medical nutrition therapy

(requires prior authorization) There is no coinsurance,
This benefit is for people with diabetes, renal (kidney) disease copayment, or deductible
(but not on dialysis), or after a kidney transplant when for members eligible for
referred by your doctor. Medicare-covered

medical nutrition therapy
We cover 3 hours of one-on-one counseling services during services.
your first year that you receive medical nutrition therapy
services under Medicare (this includes our plan, any other
Medicare Advantage plan, or Original Medicare), and 2 hours
each year after that. If your condition, treatment, or
diagnosis changes, you may be able to receive more hoursof
treat ment with a physicianos
prescribe these services and renew their order yearly if your
treatment is needed into the next calendar year.
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What you must pay
Services that are covered f cwhenyouget
these services

\{
o Medicare Diabetes Prevention Program

(MDPP)
MDPP services will be covered for eligible Medicare There is no coinsurance,
beneficiaries under all Medicare health plans. copayment, or deductible

for the MDPP benefit.
MDPP is a structured health behavior change intervention
that provide s practical training in long -term dietary change,
increased physical activity, and problem-solving strategies
for overcoming challenges to sustaining weight loss and a
healthy lifestyle.

Medicare Part B prescription drugs
These drugs are covered under Part B of Original Medicare. $0 copay for Medicare
Members of our plan receive coverage for these drugs Part B prescription drugs.
through our plan. Covered drugs include:
T Drugs t hat u s-administered byrthe n 6 t
patient and are injected or infused while you are
getting physician, hospital outpatient, or ambulatory
surgical center services
9 Drugs you take using durable medical equipment
(such as nebulizers) that were authorized bythe plan
1 Clotting factors you give yourself by injection if you
have hemophilia
1 Immunosuppressive drugs, if you were enrolled in
Medicare Part A at the time of the organ transplant
1 Injectable osteoporosis drugs, if you are homebound,
have a bone fracture that a doctor certifies was related
to post-menopausal osteoporosis, and cannot self
administer the drug
1 Antigens
9 Certain oral anti-cancer drugs and anti-nausea drugs
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What you must pay
Services that are covered f cwhenyouget
these services

Medicare Part B prescription drugs (continued)

1 Certain drugs for home dialysis, including heparin, the
antidote for heparin when medically necessary, topical
anesthetics, and erythropoiesis stimulating agents
(such as Epoger? or Procrit®)

1 Intravenous immune globulin for the home treatment
of primary immune deficiency diseases

We also cove some vaccines under our Part B and Part D
prescription drug benefit.

Chapter 5 explains the Part D prescription drug benefit,
including rules you must follow to have prescriptions
covered. What you pay for your Part D prescription drugs
through our pla n is listed in Chapter 6.

\f
‘ Obesity screening and therapy to promote
sustained weight loss

If you have a body mass index of 30 or more, we cover There is no coinsurance,
intensive counseling to help you lose weight. This copayment, or deductible
counseling is covered if you get it in a primary care setting, for preventive obesity
where it can be coordinated with your comprehensive screening and therapy.

prevention plan. Talk to your primary care doctor or
practitioner to find out more.
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What you must pay
Services that are covered f cwhenyouget
these services

Opioid treatmen t program services

Members of our plan with opioid use disorder (OUD) can $0 copay for opioid
receive coverageof services to treat OUD through an Opioid treatment program
Treatment Program (OTP)which includes the following services

services:

1 U.S. Food and Drug Administration (FDA)-approved
opioid ag onist and antagonist medication-assisted
treatment (MAT) medications

9 Dispensing and administration of MAT medications (if
applicable)

Substance use counseling
Individual and group therapy
Toxicology testing

Intake activities

= 4 4 A -

Periodic assessments
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Services that are covered

What you must pay
f cwhen you get
these services

Outpatient diagnostic tests and therapeutic
services and supplies

(some tests, services and supplies require prior
authorization)

Covered services include, but are not limited to:

$0 copay for outpatient
diagnostic tests,
therapeutic services, or

1 Xrays medical supplies.

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

If diagnostic, lab or
iImaging services are
done at a hospital facility,
you will be subject to an
outpatient hospital
servicescopay. See

0 Out p ahbspitaln t
serviceso be

1 Surgical supplies, such as dressings

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

Laboratory tests

Blood ¢ including storage and administration.
Coverage of whole blood and packed red cells begins
with the first pint of blood that you need. All other
components of blood are covered beginning with the
first pint used.

9 Diagnostic radiology services, e.g., MRI, CT, PET scan
Colonoscopy, sigmoidoscopy, endoscopy

9 Other outpati ent diagnostic tests
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What you must pay
Services that are covered f cwhenyouget
these services

Outpatient hospital observation

Observation services are hogital outpatient services given $0 copay for outpatient
to determine if you need to be admitted as an inpatient or hospital observation.
can be discharged.

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

Note: Unless the provider has written an order to admit you
as an inpatient to the hospital, you are an outpatient and pay
the cost-sharing amounts for outpatient hospital services.
Even if you stay in the hospital overnight, you might still be
considered an oOooutpatient. ¢
outpatient, you should ask the hospital staff.

You can also find more information in a Medicare fact sheet
call ed OAre You a Hosept?liYad |
Have MedicaredAs k! 6 Thi s fact shee
at www.medicare.gov/Pubs/pdf/11435-Are-You-an-
Inpatient-or-Outpatient.pdf or by calling 1-800-MEDICARE
(1-800-633-4227). TTY users call-877-486-2048. You can
call these numbers for free, 24 hours a day, 7 days a week.
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What you must pay
Services that are covered f cwhenyouget
these services

Outpatient hospital services

(some services require prior authorization) $100 copay per
We cover medically-necessary services you get in the outp atient hospital
outpatient department of a hospital for diagnosis or service

treatment of an illness or injury.

Covered services include, but are not limited to:

1 Services in an emergency department or outpatient
clinic, such as obgrvation services or outpatient
surgery

1 Laboratory and diagnostic tests billed by the hospital

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

1 X-rays and ather radiology services billed by the
hospital

1 Medical supplies such as splints and casts

T Certain drugs and biol ogi
yourself

Note: Unless the provider has written an order to admit you
as an inpatient to the hospital, you are an outpatient and pay
the cost-sharing amounts for outpatient hospital services.
Even if you stay in the hospital overnight, you might still be
considered an oOooutpatient. 6
outpatient, you should ask the hospital staff.

You can also find more information in a Medicare fact sheet
called OAre You a Hospital I
Have MedicaredAs k! 6 This fact she
Web at www.medicare.gov/Pubs/pdf/11435-Are-You-an-
Inpatient-or-Outpatient.pdf or by calling 1-800-MEDICARE
(1-800-633-4227). TTY users call-B77-486-2048. You can
call these numbers for free, 24 hours a day, 7 days a week.
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What you must pay
Services that are covered f cwhenyouget
these services

Outpatient mental health care

Covered services include: $0 copay for outpatient
Mental health services provided by a state-licensed mental health care
psychiatrist or doctor, clinical psychologist, clinical social services.

worker, clinical nurse specialist, nurse practitioner, physician
assistant, or other Medicare-qualified mental health care
professional as allowed under applicable state laws.

Outpatient rehabilitation services
(requires prior authorization) $0 copay for outpatient
Covered services nclude: physical therapy, occupational rehabilitation services.
therapy, and speech language therapy.

Outpatient rehabilitation services are provided in various
outpatient settings, such as hospital outpatient departments,
independent therapist offices, and Comprehensive
Outpatient Rehabilitation Facilities (CORFs)

Outpatient substance abuse services

We cover individual substance abuse treatment visits to your $0 copay for outpatient
primary care doctor or Medicare -qualified provider, and substance abuse services
group substance abuse treatment by a Medicare-qualified

provider.
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What you must pay
Services that are covered f cwhenyouget
these services

Outpatient surgery, including services
provided at hospital outpatient facilities

and ambulatory surgical centers

(requires prior authorization) $0 copay for outpatient
Note: If you are having surgery in a hospital facility, you surgery services.
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 c ost-sharing amounts for outpatient

surgery. Even if you stay in the hospital overnight, you might

still be considered an oOout¢

Partial hospitalization services

(requires prior authorization) $0 copay for partial
OPartiiatlalhiozsapt i on6 i s a st r u hospitalization services.
psychiatric treatment provided as a hospital outpatient

service or by a community mental health center, that is more

i ntense than the care receiwv

office and is an alternative to inpatient hospitalization.
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What you must pay
Services that are covered f cwhenyouget
these services

Physician/Practitioner services, including
doctorodos office visits

(some services require prior authorization) $0 copay for primary care
Covered services include: provider (PCP) or
1 Medically-necessary medical care or surgey services specialist services.
furnished in a physiciant

surgical center, hospital outpatient department, or
any other location

1 Consultation, diagnosis, and treatment by a specialist

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

1 Telehealth services for monthly end-stage renal
diseaserelated visits for home dialysis members in a
hospital-based or critical access hospitatbased renal
dialysis center, renal dialysis facility, ot h e me ml
home

i1 Telehealth services to diagnose, evaluate, or treat
symptoms of a stroke, regardless of your location

1 Telehealth services for members with a substance use
disorder or co-occurring mental health, regardless of
their location

9 Virtual check-ins (for example, by phone or video
chat) with your doctor for 5 -10 minutes if :
O Youdre not andnew patien

o Thechecki n i sndt rel ated t
past 7 daysand
o Thechecki n doesnodt |l ead to

24 hours or the soonest available appointment
1 Bvaluation of video and/or images you send to your
doctor, and interpretation and follow -up by your
doctor within 24 hours if:
O Youdre not andnew patien
o The evaluation isndt re
past 7 daysand
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What you must pay
Services that are covered f cwhenyouget
these services

Physician/Practitioner services, including

doctor ds ofontinneéd vi sits
o The evaluation doesndt
within 24 hours or the soonest available
appointment
1 Consultation your doctor has with other doctors by
phone, internet, or electronic health record
1 Second opinion by another network provider prior to
surgery
1 Non-routine dental care (covered services are limited
to surgery of the jaw or related structures, setting
fractures of the jaw or facial bones, extraction of teeth
to prepare the jaw for radiation treatments of
neoplastic cancer disease, or services that would be
covered when provided by a physician)
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What you must pay
Services that are covered f cwhenyouget
these services

Podiatry services
(requires prior authorization) $0 copay for Medicare-
Covered services include covered podiatry services.

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

I Routine foot care for members with certain medical
conditions affecting the lower limbs

\f

‘ Prostate cancer screening exams

For men age 50 and older, covered services include the There is no coinsurance,
following once every 12 months: copayment, or deductible

{1 Digital rectal exam for an annual PSA test.

1 Prostate Specific Antigen (PSA) test

Prosthetic devices and related supplies

(requires prior authorization) $0 copay for prosthetic
Devices (other than dental) that replace all or part of a body devices or related
part or function. These include, but are not limited to: supplies.

colostomy bags and supplies directly related to colostomy
care, pacemakers, braces, prosthetic shoes, artificial limbs,
and breast prostheses (including a surgical brassiere after a
mastectomy). Includes certain supplies related to prosthetic
devices, and repair and/or replacement of prosthetic devices.
Also includes some coverage following cataract removal or
cataract surgeryds ee OVi si on Cared | ¢
more detail.
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What you must pay
Services that are covered f cwhenyouget
these services

Pulmonary rehabilitation services

(requires prior authorization) $0 copay for pulmonary
Comprehensive programs of pulmonary rehabilitation are rehabilitation services.
covered for members who have moderate to very severe

chronic obstructive pulmonary disease (COPD) and a referral

for pulmonary rehabilitation from the doctor treating the

chronic respiratory disease.

\f
9 Screening and counseling to reduce

alcohol misuse

We cover one alcohol misuse screening for adults with There is no coinsurance,
Medicare (including pregnant women) who misuse copayment, or deductible
alcohol, but arendt al cohol forthe Medicare-covered

screening and counseling
to reduce alcohol misuse
preventive benefit.

If you screen positive for alcohol misuse, you can get up

to 4 brief face-to-face counseling sessions per year (if
youdre competent and alert c
by a qualified primary care doctor or practitioner in a

primary care setting.
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What you must pay
Services that are covered f cwhenyouget
these services

\{
“ Screening for lung cancer with low dose

computed tomography (LDCT)
For qualified individuals, a LDCT is covered every 12 There is no coinsurance,
months. copayment, or deductible

o for the Medicare-covered
Eligible enrollees are: people aged 55-77 years who counseling and shared

have no signs or symptoms of lung cancer, but who have decision-making visit or
a history of tobacco smoking of at least 30 pack-years or for the LDCT.

who currently smoke or have quit smoking within the last

15 years, who receive a written order for LDCT dunng a

lung cancer screening counseling and shared decision

making visit that meets the Medicare criteria for such

visits and be furnished by a physician or qualified non-

physician practitioner.

For LDCT lung cancer screenings after the initial LDCT
screeniry: the members must receive a written order for
LDCT lung cancer screening, which may be furnished
during any appropriate visit with a physician or qualified
non-physician practitioner. If a physician or qualified
non-physician practitioner elects to provide a lung cancer
screening counseling and shared decisionrmaking visit for
subsequent lung cancer screenings with LDCT, the visit
must meet the Medicare criteria for such visits.
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What you must pay
Services that are covered f cwhenyouget
these services

\{
‘ Screening for sexually transmitted infections
(STIs) and counseling to prevent STls

We cover sexually transmitted infection (STI) screenings There is no coinsurance,
for chlamydia, gonorrhea, syphilis, and Hepatitis B These copayment, or deductible
screenings are covered for pregnant women and for for the Medicare-covered
certain people who are at increased risk for an STl when screening for STls and
the tests are ordered by a primary care provider. We counseling for STls
cover these tests once every 12 months or at certain preventive benefit.

times during pregnancy.

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

~

a doctorodos office.
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What you must pay
Services that are covered f cwhenyouget
these services

Services to treat kid ney disease

(requires prior authorization except when out of the $0 copay for services to
service area) treat kidney disease.
Covered services include:

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

1 Outpatient dialysis treatments (including dialysis
treatments when temporarily out of the service area,
as explained in Chapter 3)

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

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

1 Home dialysis equipment and supplies

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

Certain drugs for dialysis are covered under your Medicare
Part B drug benefit. For information about coverage for Part
B Drugs, pl ease go to the se€
prescription drugs. o
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What you must pay
Services that are covered f cwhenyouget
these services

Skilled nursing facility (SNF) care

(requires prior authorization) $0 copay per day for days
(Foradef inition of oskilled nu 1through20.

12 of this booklet. Skilled nursing facilities are sometimes

called O0SNFs. 6) $100 copay per day for

days 21 through 100.

Plan covers up to 100 days each benefit period. No prior

hospital stay is required. Covered services include, butare A Obene _f it p|
not limited to: the day you go into a
hospital or SNF. It ends

when you go for 60 days
in a row without hospital
or skilled nursing care. If
you go into the hospital
after one benefit period
has ended, a new benefit
period begins. There is
no limit to the number of
benefit periods you can
have.

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

1 Meals, including special diets

1 Skilled nursing services

1 Physical therapy, occupational therapy, and speech
therapy

1 Drugs administered to you as part of your plan of care.
(This hcludes substances that are naturally present in the
body, such as blood clotting factors.)

1 Blood 9 including storage and administration. Coverage
of whole blood and packed red cells begins with the first
pint of blood that you need. All other components of
blood are covered beginning with the first pint used.

1 Medical and surgical supplies ordinarily provided by SNFs

Laboratory tests ordinarily provided by SNFs

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

1 Use of appliances such as wheeathairs ordinarily provided
by SNFs

9 Physician/practitioner services

=

Generally, you will get your SNF care from network facilities.
However, under certain conditions listed below, you may be
able to pay in-network costs har i ng for a f
net wor k provider, i f the faci
for payment.
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What you must pay
Services that are covered f cwhenyouget
these services

Skilled nursing facility (SNF) care (continue d)

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

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

\f
9 Smoking an d tobacco use cessation

(counseling to stop smoking or tobacco use)

If you use tobacco, but do not have signs or symptoms of There is no coinsurance,

tobacco-related disease We cover two counseling quit copayment, or deductible

attempts within a 12 -month period as a preventive service for the Medicare-covered

with no cost to yo u. Each counseling attempt includes up to smoking and tobacco use

four face-t o-face visits. cessation preventive
benefits.

If you use tobacco and have been diagnosed with a tobacco-
related disease or are taking medicine that may be affected
by tobacco: We cover cessation counseling services. We
cover two counseling quit attempts within a 12 -month
period; however, you will pay the applicable cost sharing.
Each counseling attempt includes up to four face-to-face
Visits.

In addition, members have access to theQuit for Life®
smoking cessation program which includes:

i Eight weeks of free patches or gum

9 One-on-one calls with a trained Quit Coach

1 Written materials including a Quit Guide with
resources

i Texts on your cell phone

1 Website with e-learning tools, forums and access to a
Web Coach®. Go to www.quithow.net/ahf

9 Toll-free number to call for help seven days a week.
Call 1-866-784-8454 (1-866-QUIT-4-LIFE)
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What you must pay
Services that are covered f cwhenyouget
these services

Supervised Exercise Therapy (SET)

(prior authorization required) $0 copay for SET.
SET is covered for members who have symptomatic

peripheral artery disease (PAD) and a referral for PAD from

the physician responsible for PAD treatment.

Up to 36 sessions over a 12-week period are covered if the
SET program requirements are met.

The SET program must:

1 Consist of sessions lasting 3060 minutes, comprising
a therapeutic exercisetraining program for PAD in
patients with claudication

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

1 Be delivered by qualified auxiliary personnel necessary
to ensure benefits exceed harms, and who are trained
in exercise therapy for PAD

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

SET may be covered beyond 36 sessions over 12 weeks for
an additional 36 sessions over an extended period of time if
deemed medically necessaryby a health care provider.
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What you must pay
Services that are covered f cwhenyouget
these services

Transportation
(prior authorization required) $0 copay for
Unlimited round trips to plan -approved locations every year. transportation .

Plan must authorize and book transportation and will verify
transportation requested is to and from p rovider offices or
facilities.

Urgently needed services

Urgently needed services are provided to treat a non- $0 copay for urgently
emergency, unforeseen medical iliness, injury, or condition needed services.
that requires immediate medical care. Urgently needed care

may be furnished by network providers or by out -of-network

providers when network providers are temporarily

unavailable or inaccessible.

Cost sharing for necessary urgently needed services
furnished out-of-network is the same as for such services

furnished in-network.

Urgent care is covered only within the United States.
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What you must pay
Services that are covered f cwhenyouget
these services

\{
“ Vision care

(prior authorization required  for Medicare -covered $0 copay for Medicare-
vision services) covered vision care
Covered services include: services.

1 Outpatient physician services for the diagnosis and
treatment of diseases and injuries of the eye, including $0 copay for routine

treatment for age -related macular degeneration. annual eye exam and
Original Medicare doesnotglassesorcontactlenses
(eye refractions) for eyeglasses/contacts. up to the $200 annual

1 For people who are at high risk of glaucoma, we will  limit.

cover one glaucoma screening each year. People at
high risk of glaucoma include: people with a family
history of glaucoma, people with diabetes, African-
Americans who are age 50 and older and Hispanic
Americans who are 65 or older.

1 For people with diabetes, screening for diabetic
retinopathy is covered once per year

1 One pair of eyeglasses or contact lenses after each
cataract surgery that includes insertion of an
intraocular lens. (If you have two separate cataract
operations, you cannot reserve the benefit after the
first surgery and purchase two eyeglasses after the
second surgery.)

We also cover the following supplemental vision benefits
with no referral or authorization required:
1 1 routine eye exam every year
1 1 pair of glasses (lenses andrames or lenses) or
contact lenses every year.

$200 plan coverage limit for eye wear every year.
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What you must pay
Services that are covered f cwhenyouget
these services

\{

‘(‘) Wed me t o Mepmlavenive eisit

The plan coverstheonet i me o0 Wel come t o Thereisno coinsurance,
preventive visit. The visit includes a review of your health, as copayment, or deductible
well as education and counseling about the preventive for the o0Wel

and referrals for other care if needed. visit.

Important: We cover the o0Wel come
visit only within the first 12 months you have Medicare Part
B. When you make your appoi
office know you would liketosched ul e your 0 Wk
Me d i c @maventive visit.

services you need (including certain screenings andshots), Medi cared6 pr

SECTISBONWhadser vacesnot covered by t
Section 3.1 Services we do not cover (exclusions)

This section tells you what services are oexcl
therefore, are not covered by this plan. | f
doesndt cover the service.

The chart below lists services and items that either are rot covered under any condition

or are covered only under specific conditions.

If you get services that are excluded (not covered), you must pay for them yourself. We

wonot pay for the excluded medical services

specific conditions listed. The only exception: we will pay if a service in the chart below is
found upon appeal to be a medical service that we should have paid for or covered
because of your specific situation. (For information about appealing a decision we have
made to not cover a medical service, go to Chapter 9, Section 5.3 in this booklet.)

All exclusions or limitations on services are described in the Benefits Chart or in the
chart below.
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Even if you receive the excluded services at an emergency fatty, the excluded services
are still not covered and our plan will not pay for them.

Services not covered by Not covered Covered only under specific
Medicare under any conditions
condition
Cosmetic surgery or v
procedures Covered in cases of an accidetal

injury or for improvement of the
functioning of a malformed body
member.

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

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

Custodial care is personal
care that does not require
the continuing attention of
trained medical or
paramedical personnel, sud
as care that helps you with
activities of daily living, such
as bathing or dressing.
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Services not covered by
Medicare

Not covered
under any
condition

Covered only under specific
conditions

Experimental medical and
surgical procedures,

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

equipment and medications.

v

May be covered by Original
Medicare under a Medicare-
approved clinical research study
or by our plan.

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

Fees charged for care by
your immediate relatives or
members of your
household.

Full-time nursing care in
your home.

Naturopath services (uses
natural or alternative
treatments).

Orthopedic shoes

v

If shoes are part of a leg brace
and are included in the cost of
the brace, or the shoes are for a
person with diabetic foot disease.
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Services not covered by

Not covered

Covered only under specific

procedures and or non-
prescription contraceptive
supplies.

Medicare under any conditions
condition

Personal items in your room v

at a hospital or a skilled

nursing facility, such as a

telephone or a television.

Private room in a hospital. v
Covered only when medically
necessary.

Radial keratotomy, LASIK v

surgery, and other low Eye exam and one pair of

vision aids. eyeglasses (or contact lenses) are
covered for people after cataract
surgery.

Reversal of sterilization v

Routine chiropractic care

v

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

Routine foot care

v

Some limited coverage provided
according to Medicare
guidelines, e.g., if you have
diabetes.
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Services not covered by

Not covered

Covered only under specific

reasonable and necessary,
according to the standards
of Original Medicare

Medicare under any conditions
condition
Services considered not v

Supportive devices for the
feet

v

Orthopedic or therapeutic shoes
for people with diabetic foot
disease.
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0 Did you know there are programs to help people pay for their drugs ?

The OExtra Help6 program helps people with
For more information, see Chapter 2, Section 7.

Are you currently getting help to pay for your drugs?

If you are in a program that helps pay for your drugs, some informat ion in this

Evidence of Coverage about the costs for Part D prescription drugs does not
applytoyou . Wesenty ou a separate insert, called th
Rider for People Who Get Extra Help Paying
as thvwe Ihlcome Subsidy Ridero6 or oLI'S Ridero
drug coverage. | f you dond6ét have this ins
for the oLIS Rider. o (Phone numbers for M
cover of this booklet.)
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SECTIIONI ntroducti on

Section 1.1 This chapter describes your coverage for Part D drugs

This chapter explains rules for using your coverage for Part D drugs . The next
chapter tells what you pay for Part D drugs (Chapter 6, What you pay for your Part D
prescription drugs.

In addition to your coverage for Part D drugs, PHPalso covers some drugs underthe
pl ands med.i Theugh its eoneeafjel of Medicare Part A benefits, our plan
generally covers drugs you are given during covered stays in the hospital or in a skilled
nursing facility. Through its coverage of Medicare Part Bbenefits, our plan covers drugs
including certain chemotherapy drugs, certain drug injections you are given during an
office visit, and drugs you are given at a dialysis faglity. Chapter 4 (Medical Benefits
Chart, what is covered and what you pay tells about the benefits and costs for drugs
during a covered hospital or skilled nursing facility stay, as well as your benefits and
costs for Part B drugs.

Your drugs may be covered by Original Medicare if you are in Medicare hospice. Our

plan only covers Medicare Parts A, B, and D services and drugs that are unrelated to

your terminal prognosis and related conditions and therefore not covered under the

Medicare hospice benefit. For more information, please see Section 9.4 What i f youdr
in Medicare-certified hospice). For information on hospice coverage, see the hospice

section of Chapter 4 (Medical Benefits Chart, what is covered and what you pgy

The following sectionsdi scuss coverage of your drugs wunder
rules. Section 9,Part D drug coverage in special situationsncludes more information on
your Part D coverage and Original Medicare.

Section 1.2 Basic rules for the plands| Part

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

1 You must have a provider (a doctor, dentist or other prescriber) write your
prescription.

91 Your prescriber must either accept Medicare or file documentation with CMS
showing that he or she is qualified to write prescriptions, or your Part D claim will
be denied. You should ask your prescribers the next time you call or visit if they
meet this condition. If not, please be aware it takes time for your prescriber to
submit the necessary paperwork to be processed.
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1 Yougenerally must use a network pharmacy to fill your prescription. (See Section
2, Fill your prescriptions at a network pharmacy)

T Your drug must ListeofCovered Onugs (Fofmalangvee call it the
oDgulLi st o6 ([SeerSecsoh®Yotu)r. drugs need obBbg be on t

List.)
T Your drug must be used for a medically acc
accepted indicationd6 is a use of the drug

Drug Administration or supported by certain reference books. (See Section Jor
more information about a medically accepted indication.)

SECTI20ONFi || yourppres at a networ k
Section 2.1 To have your prescription covered, use a network
pharmacy

In most cases, your prescriptions are coveredonly if they arefiledatt he pl ands net w
pharmacies. (See Section2.5 for information about when we would cover prescriptions
filled at out-of-network pharmacies.)

A network pharmacy is a pharmacy that has acontract with the plan to provide your
covered prescriptiondrugs. The term o6covered drugsdé means al
prescription drugs that are coveredon t he pl ands Drug List.

Section 2.2 Finding network pharmacies

How do you find a network pharmacy iny  our area?

To find a network pharmacy, you canlook in your Pharmacy Directory, visit our website
(www.php-fl.org/provider -find), or call Member Services (phone numbers areprinted on
the back cover of this booklet).

You may go to any of our network pharmacies. If you switch from one network
pharmacy to another, and you need a refill of a drug you have been taking, you can ask
either to have a new prescription written by a provider or to have your prescription
transferred to your new network pharmacy.

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

I f the pharmacy you have been using | eaves th
new pharmacy that is in the network. To find another network pharmacy in your area,
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you can get help from Member Services (phone numbers are printed on the back cover
of this booklet) or use the Pharmacy Directory. You can also find information on our
website at www.php-fl.org/provider -find.

What if you need a specialized pharmacy?

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

1 Pharmacies that supply drugs for home infusion therapy.

1 Pharmacies that supply drugs for residents of a long-term care (LTC) facility.
Usually, aLTCfacility (such as a nursing home) has its own pharmacy. If you are
in an LTC facility, we must ensure that you are able to routinely receive your Part
D benefits through our network of LTC pharmacies, which is typically the
pharmacy that the LTC facility uses. If you have any difficulty accessing your Part
D benefits in an LTC facility, please contact Member Services.

1 Pharmacies that serve the Indian Health Service / Tribal / Urban IndianHealth
Program (not available in Puerto Rico). Except in emergencies, only Native
Americans or Alaska Natives have access to these pharmacies in our network.

1 Pharmacies that dispense certain drugs that are restricted by the FDA to certain
locations or that require special handling, provider coordination, or education on
its use. (Note: This scenario should happen rarely.)

To locate a specialized pharmacy, look in yourPharmacy Directoryor call Member
Services(phone numbers are printed on the back cover of this booklet) .

Section 2.3 How can you get a long -term supply of drugs?

The plan offers a way to get a long-termsupply ( al so call ed anofoextende
dmaintenanceddr ugs on our p(Mantedasce Mugsage diugs shat you
take on a regular basis, for a chronic or long-term medical condition.)

Some retail pharmacies in our network allow you to get a long -term supply of
maintenance drugs. Your Pharmacy Directorytells you which pharmacies in our network
can give you a long-term supply of maintenance drugs. You can also call Member
Services for more information (phone numbers are printed on the back cover of this
booklet).
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Section 2.4 When can you use a phar macy
network?

Your prescription might be covered in  certain situations

Generally, we cover drugs filled at an out-of-network pharmacy only when you are not
able to use a network pharmacy. To help you, we have network pharmacies outside of
our service area where you can get your prescriptionsfilled as a member of our plan. If
you cannot use a network pharmacy, here are the circumstances when we would cover
prescriptions filled at an out -of-network pharmacy:

1 When a network pharmacy is not available. The plan will only cover out of-
network prescriptions for a maximum 30-day supply and only one time per drug
purchased at an out-of-network pharmacy during the calendar year. If you are
planning extended travel, please contact Member Services to locate pharmacies
in the area where you will be staying, or arrange for your drugs to be delivered to
you during your travel.

In these situations, please check first with Member Services to see if there is a
network pharmacy nearby. (Phone numbers for Member Services are printed on the
back cover of this booklet.) You may be required to pay the difference between what
you pay for the drug at the out -of-network pharmacy and the cost that we would cover
at an in-network pharmacy.

How do you ask for reimbursement from the plan?

If you must use an out-of-network pharmacy, you will generally have to pay the full cost
(rather than your normal share of the cost) at the time you fill your prescription. You
can ask us to reimburse you for our share of the cost. (Chapter 7, Section 2.1 explains
how to ask the plan to pay you b ack.)

t ha

SECTI3ONYour drugs need @oDrbweg olni sth

Section 3.1 The o0Drug Listdé tells which

The pl a histdf @werea Drags (Formulary) én this Evidence of Coveragewe call
it the oDrug Listdé for short.

The drugs on this list are selected by the plan with the help of a team of doctors and

pharmacists. The list must meet requirements set by Medicare. Medicare has approved
the plands Drug List.
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The drugs on the Drug List are only those covered under Medicare Part D (earlier in this
chapter, Section 1.1 explains about Part D drugs.

We

will generally cover a drug on the

pl ands

coverage rules explained in this chapter and the drug is a medically accepted indication.
Aomedically accepted indicaetheond i s a

1 approved by the Food and Drug Administration. (That is, the Food and Drug
Administration has approved the drug for the diagnosis or condition for which it

is being prescribed.)

use of

1 & or d supported by certain references, such asthe American Hospital Formulary

Service Drug Information and the DRUGDEX Information System.

The Drug List includes both brand name and generic drugs

A generic drug is a prescription drug that has the same active ingredients as the brand

name drug. Generally, t works just as well as thebrand name drug and usually costs

less. There are generic drug substitutes available for manybrand name drugs.

What is not on the Drug list?

The plan does not cover all prescription drugs.

1 In some cases, the law does not allow any Medicare plan to cover certain types of
drugs (for more information about this, see Section 7.1 in this chapter).

1 In other cases, we have decided not to include a particular drug on the Drug List.

Section 3.2 Therearefive o costharing tierso for dr
Drug List

Every drug on t he pl dive@ost-siaring tersLin gerteralitie i n o ne
higher the cost-sharing tier, the higher your cost for the drug:

9 Cost-Sharing Tier 1 includes gereric drugs.

1 Cost-Sharing Tier 2 includespreferred brand drugs.

1 Cost Sharing Tier 3 includesnon-preferred brand drugs.

1 Cost Sharing Tier 4 includes specialty drugs

1 Cost Sharing Tier 5 includes select care drugs
To find out which cost-sharing tier your drugisin,looki t up i nDrugist pl ands
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The amount you pay for drugs in each cost-sharing tier is shown in Chapter 6 (What you
pay for your Part D prescription drugs.

Section 3.3 How can you find out if a specific drug is on the Drug
List?

You havefour ways to find out:
1. Check the most recent Drug List we sent you in the mail.

2. Vi sit the pvws.php-dl.orgifer bnseinbders/drq -benefit/formulary ).
The Drug List on the website is always the most current.

3. Call Member Services to find out i f a part
to ask for a copy of the list. (Phone numbers for Member Services areprinted on
the back cover of this booklet .)

4. Use the member prescription drug benefit portal. You can make detailed
interactive drug searches through this application, view current copayment
amounts and other pharmacy benefit information, and check drug pricing. You
can access the portal by going to www.php-fl.org/for -members/drug -benefit.
Once on this page, lookforthe 6 Go t o t he mmmbNauwillmeedr t al 6
your member ID number, located on your member ID card, to set up an account
on the portal.

SECTI ®OHNThere are restrictions on ¢
dr ugs

Section 4.1 Why do some drugs have restrictions?

For certain prescription drugs, special rules restrict how and when the plan covers them.
A team of doctors and pharmacists developed these rules to help our members use
drugs in the most effective ways. These special rules also help control overall drug
costs, which keeps your drug coverage more affordable.

In general, our rules encourage you get a drug that works for your medical condition

and is safe and effective. Whenever a safe, lowercost drug will work medically just as

wellasa higherc 0st drug, the plands rules are design
provider to use that lower-cost option. We al so need to comply with
and regulations for drug coverage and cost sharing.
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If there is a restriction for your drug, it usually means that you or your provider

will have to take extra steps in order for us to cover the drug. If you want us to
waive the restriction for you, you will need to use 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.)

Please note that sometimes a drug may appearmore than once in our drug list. This is
becausedifferent restrictions or cost sharing may apply based on factors such as the
strength, amount, or form of the drug prescribed by your health care provider (for
instance, 10 mg versus 100 mg; one per day vesus two per day; tablet versus liquid).

Section 4.2 What kinds of restrictions?

Our plan uses different types of restrictions to help our members use drugs in the most
effective ways. The sections below tell you more about the types of restrictions we use
for certain drugs.

Restricting brand name drugs when a generic version is available

Generally,abgener i c6 dr ug whankmmediug bususualy coatsless
When a generic version of a brand name drug is available, our network pharmacie s
will provide you the generic version.  We usually will not cover the brand name drug
when a generic version is available. However, if your provider has told us the medical
reason that neither the generic drug nor other covered drugs that treat the same
condition will work for you, then we will cover the brand name drug. (Your share of the
cost may be greater for the brand name drug than for the generic drug.)

Getting plan approval in advance

For certain drugs, you or your provider need to get approval from the plan before we

will agree to cover the drug for you. Thisiscalledo pr i or aut h®ometimest i on. 06
the requirement for getting approval in advance helps guide appropriate use of certain

drugs. If you do not get this approval, your drug might not be covered by the plan.

Trying a different drug first

This requirement encourages you to try less costly but usually just as effective drugs
before the plan covers another drug. For example, if Drug A and Drug B treat the same
medical condition, the plan may require you to try Drug A first. If Drug A does not work
for you, the plan will then cover Drug B. This requirement to try a different drug first is
caledost ep therapy. 6

-121-



2022 Evidence of Coveragdor PHP
Chapter 5: Us i erage for lyoair Pprl Dapregcsption drugs

Quantity limits

For certain drugs, we limit the amount of the drug that you can have by limiting how
much of a drug you can get each time you fill your prescription . For example, if it is
normally considered safe to take only one pill per day for a certain drug, we may limit
coverage for your prescription to no more than one pill per day.

Section 4.3 Do any of these restrictions apply to your drugs?

The plands Drug List includes informadaion abo
find out if any of these restrictions apply to a drug you take or want to take, check the

Drug List. For the most up-to-date information, call Member Services (phone numbers

are printed on the back cover of this booklet ) or check our website (www.php-fl.org/
for-members/drug -benefit/formulary ).

If there is a restriction for your drug, it usually means that you or your provider

will have to take extra steps in order for us to cover the drug. If there is a restriction
on the drug you want to take, you should contact Member Se rvices to learn what you or
your provider would need to do to get coverage for the drug. If you want us to waive
the restriction for you, you will need to use the coverage decision process and ask us to
make an exception. We may or may not agree to waivethe restriction for you. (See
Chapter 9, Section 6.2 for information about asking for exceptions.)

SECTIS5ONWhat i f one of your drugs I

way &odi ke it to be covered
Section 5.1 There are things you can do if your drug is not

covered in the way youod I|IiKe it
We hope that your drug coverage will work well foryou . But it 6 s pteeeesi bl e t h:

could be a prescription drug you are currently taking, or one that you and your provider
think you should be taking that is no t on our formulary or is on our formulary with
restrictions. For example:

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

1 The drug is covered, but there are extra rules or restrictions on coverage for that
drug. As explained in Section4, 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 bef ore the drug you want to take will be
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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.

1 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 five 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 i f your drug

covered. Your options depend on what type of problem you have:

1 If your drug is not on the Drug List or if your drug is restri cted, go to Section 5.2
to learn what you can do.

1 If 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 Dr  ug List
or if the drug Is restricted in some way?

If your drug is not on the Drug List or is restricted, here are things you can do:

1 You may be able to get a temporary supply of the drug (only members in certain
situations can get a temporary supply). This will give you and your provider time
to change to another drug or to file a request to have the drug covered.

1 You can change to another drug.

You can request an exception and ask the plan to cover the drugor remove
restrictions from the drug .

You may b e able to get a temporary supply

Under certain circumstances, the planmust 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:

1 The drug you have been takingisnolongeron t he pl ands Drug
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1 0 or dthe 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:
1 For those members who are new or who were in the plan la st 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 30 days. If your prescription is written for
fewer days, we will allow multiple fills to provide up to a maximum of 30 days
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.)

1 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.

To ask for a temporary supply, call Member Services (phone numbers areprinted 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 Member Services 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 Member Services are
printed on the back cover of this booklet.)
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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, yourprovider can help you
request an exception to the rule. For example, you can ask the plan to cover a drug
even though it i s n o ©Oryourantaskée glan o mékeanDr u g
exception and cover the drug without restrictions.

If you are a current member and a drug you are taking will be removed from the
formulary or restricted in some way for next year, we will allow you to request a
formulary exception in advance for next year. We will tell you about any change in the
coverage for your drug for next year. You can askfor an exception before next year and
we will give you an answer within 72 hours after we receive your request (or your
prescriber ds s up pwerapprovegyoursreégaest,evmwihatthorize thd f
coverage before the change takes effect.

If you and your provider want to ask for an exception, Chapter 9, Section 6.4tells 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 Member Services 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 Member Services 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.
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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 specialty tier (tier 4) are not eligible for this type of ex ception. We do not
lower the cost-sharing amount for drugs in this tier.

SECTI6ONWhat i f your coverage chang
drugs?

Section 6.1 The Drug List can change during the year

Most of the changes in drug coverage happen at the beginning of ea ch year (January 1).
However, during the year, the plan might make changes to the Drug List. For example,
the plan might:

1 Add or remove drugs from the Drug List. New drugs become available,
including new generic drugs. Perhaps the government has givenapproval to a
new use for an existing drug. Sometimes, a drug gets recalled and we decide not
to cover it. Or we might remove a drug from the list because it has been found
to be ineffective.

Move a drug to a hig her or lower cost -sharing tier.

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

1 Replace a brand name drug with a generic drug.

We must follow Medicare requirements before w
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 Member Services for more inbrmation
(phone numbers are printed on the back cover of this booklet).
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Do changes to your drug coverage affect you right away?

Changes that can affect you this year: In the below cases, you will be affected by the
coverage changes during the current year:

1 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 app ear 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 changefi even if you
are currently taking the brand name drug.

0 You or your prescriber can ask us to make an exception and continue to
cover the brand name drug for you. For information on how 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.

1 Unsafe drugs a nd 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.

1 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
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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 gi ve you at | ea
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:

1 If we move your drug into a higher cost -sharing tier.
1 If we put a new restriction on your use of the drug.

1 If we remove your drug from the Drug List.

If any of these changes happen for a drug you are 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 wonot affect
the cost wuntil January 1 of the next year. U
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.

SECTI7TONWhat types orfoddorvuegrse darbey t he

pl an?
Section 7.1 Types of drugs we do not cover
This section tells you what Kkindhhksmeans prescrip

Medicare does not pay for these drugs.
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If you get drugs that are excluded, you must pay for them yourself. We wondt pay fo
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:

1 Our plPaa DB drug coverage cannot cover a drug that would be covered
under Medicare Part A or Part B.

1 Our plan cannot cover a drug purchased outside the United States and its

territories.
1 Our plan usually cannot cover off-label use. 6 O4 fa b e | us e ofthedrugany us
other than those indicated on a drugds | ab

Administration.

o Generally, cdvaedredg eu sfecdr icsofafl | owed only w
supported by certain references, such agzhe American Hospital Formulary
Senice Drug Information and the DRUGDEX Information System.If the use is
not supported by any of these references, t hen our pl an -cannot
| abel wuse. o

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

Outpatient drugs for which the manufacturer seeks to require that associated
tests or monitoring services be purchased exclusively from the manufacturer as a
condition of sale
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If you receive OExtra Help6 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.)

SECTI8BONShow your plan membership ¢
aprescription

Section 8.1 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.

Section 8.2 What i1 f you dondt have you| mem
you?

|l f you dondét have your pl aenyomfd yobreressriptiom car d w
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 thenask us to reimburse
you for our share. See Chapter 7, Section 2.1 for information about how to ask the plan
for reimbursement.)

SECTI9ONPart D drug coverage in spe

Section 9.1 What i f youdre in a hospitpl or
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 drug9 gives more information about drug coverage and what you pay.
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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 i f youdre a-tarnecare qLéQ)t n a
facility?

Usually, a long-term care (LTC)facility (such as a nursinghome) 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 prescrip
long as it is part of our network.

Check your Pharmacy Directoryto find outif yourlong -t er m care facilityods
partofournetwork. I f it i sndt, or i f pleasecontacteMemb@or e i nf
Services(phone numbers are printed on the back cover of this booklet) .

What i reangsdandinalong -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 atemporary supply of your drug during the first 90 days of your members hip.

The total supply will be for a maximum of 34 days, 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 drdaygupgly aclesgier age, w
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 6.4tells what to do.

Section 9.3 What i f youdre al sragefgomtart i ng dr u
employer or retiree group plan?

Do you currently have other prescription drug
employer or retiree group? If so, please contactt hat groupds benefits ad
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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 secondaryto your employer or retiree group coverage. That means your
group coverage would pay first.

Special note about &reditable coverage @

Each year your employer or retiree group should send you a notice that tells if your
prescription drug coverage for the ncesypu cal en
have for drug coverage.

If the coverage from the group planis 6 ¢ r e d i tit méahsdhatdhe plan has drug
coverage thatis expectedtopay, on average, at | east as much
prescription drug coverage.

Keep these notices about creditable coverage , because youmay 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. | f you di dndt get
about creditable coverage from your employer or retiree group plan, you can get a copy

from your empl oyer or r eratoriorehe enployenobusionb enef i t s

Section 9.4 What i f youdor ecertfied haspidd2 di ca | e

Drugs are never covered by both hospice and our plan at the same time. If you are
enrolled in Medicare hospice and require an anti-nausea, laxative, pain medication or
antianxiety 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 sue we have the
notification that the drug is unrelated before you ask a phar macy 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 ata 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 drug9 gives more information about drug coverage and what you pay.
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SECTILI®NPrograms on drug safety
medi cati ons

Section 10.1 Programs to help members use drugs safely

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

M Possible medication errors

1 Drugs that may not be necessary because you are taking another drug to treat
the same medical condition

Drugs that may not be safe or appropriat e because of your age or gender
Certain combinations of drugs that could har m you if taken at the same time
Prescriptions written for drugs that have ingredients to which you are allergic

Possible errors in the amount (dosage) of a drug you are taking

= =2 A A A

Unsafe amounts of opioid pain medications

If we see a possible problem in your use of medications, we will work with your provider
to correct the problem.

Section 10.2 Drug Management Program (DMP) to help members
safely use their opioid medic ations

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 yo u get
from several doctors or pharmacies, or if you had a recent opioid overdose, 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:

1 Requiring you to get all your prescriptions for opioid or benzodiazepine
medications from a certain pharmacy(ies)
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1 Requiring you to get all your prescriptions for opioid or benzodiazepine
medications from a certain doctor (S)

9 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
forustoknow. After youdve had the opportunity
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 o f 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.

The DMP may not apply to you if you have certain medical conditions, such as canceror
sickle cell disease 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, or are in a DMP to help members use theiropioids safely 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 problemsor questions you have about your

prescription and over-the-counter medications. Yo u 6 | | get a written

discussion. The summary has a medication action plan that recommends what you can
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do to make the best use of your medications, with space for you to take notes or write

down any follow-up questions. You d !l | al so get a personal me d i
include all the medicati ons vy onadditien, nerabers ng and
in the MTM program will receive information on the sa fe disposal of prescription

medications that are controlled substances.

|l tds a good i dea to have your medication revi
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 Member Services (phone numbers are printed on the back
cover of this booklet).
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Chapter 6 : What you pay for your Part D prescription drugs
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0 Did you know there are programs to help people pay for their drugs?
The OExtra Help6 program helps people with
For more information, see Chapter 2, Section 7.

Are you currently getting helpto p  ay for your drugs?

If you are in a program that helps pay for your drugs, some information in this
Evidence of Coverage about the costs for Part D prescription drugs does not

apply to you . We send you a separate insert, ca
Rder for People Who Get Extra Help Paying |
as the oLow Income Subsidy Riderdé or oLIS
drug coverage. | f you dond6ét have this ins

for the .06LI § PRhiodheer number s for Member Servi
cover of this booklet.)

SECTIIONI ntroducti on

Section 1.1 Use this chapter together with other materials that
explain your drug coverage

This chapter focuses on what you pay for your Part D grescription drugs. To keep things
simple, we use 0drug6 in this chaAséexplaned o mean
in Chapter 5, not all drugs are Part D drugs d some drugs are covered under Medicare

Part A or Part B and other drugs areexcluded from Medicare by law.

To understand the payment information we give you in this chapter, you need to know
the basics of what drugs are covered, where to fill your prescriptions, and what rules to
follow when you get your covered drugs. Here are materials that explain these basics:

T The pList of Eeered Drugs (Formulary) . To keep things simple, we call
this the o0Drug List. o

o This Drug List tells which drugs are covered for you.

o Italso tells which of the five 6 c esshtar i ng ti er so6 t ther drug i S
there are any restrictions on your coverage for the drug.
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o If you need a copy of the Drug List, call Member Services (phone numbers
are printed on the back cover of this booklet). You can also find the Drug
List on our website at www.php-fl.org/for -members/
drug-benefit/formulary . The Drug List on the website is always the most
current.

1 Chapter 5 of this booklet.  Chapter 5 gives the details about your prescription
drug coverage, including rules you need to follow when you get your covered
drugs. Chapter 5 also tells which types of prescription drugs are not covered by
our plan.

1T The p Praméacy Directory . In most situations you must use a network
pharmacy to get your covered drugs (see Chapter 5 for the details). The
Pharmacy Directoryhas a | i st of phar macliaeostellsyau t he p |
which pharmacies in our network can give you a long-term supply of a drug (such
as filling a prescription for a three-mo n t $uppby.)

Section 1.2 Types of out -of -pocket costs you may pay for covered
drugs

To understand the payment information we give you in this chapter, you need to know

about the types of out -of-pocket costs you may pay for your covered services. The

amountthat you pay for ashdarruign gi,sé caanld etdh eorceo satr e t
may be asked to pay.

1 Theo d e d u c tisithie &meodnt you must pay for drugs before our plan begins
to pay its share.

1 o Co p ay nmearns that you pay a fixed amount each time you fill a
prescription.

T 06 Coi ns u meansahatqou pay a percent of the total cost of the drug each
time you fill a prescription.
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SECTI2Z0ONWhat Vyou pay for a drug dep
odrug pay medytoustaage i n when
the drug

Section 2.1 What are th e drug payment stages for PHP members ?

As shown in the table below, there are o0drug
coverage under PHP. How much you pay for a drug depends on which of these stages
you are in at the time you get a p rescription filled or refilled.
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Stage 1
Yearly Deductible
Stage

During this stage
you pay the full
cost of your tier 1
through tier 4
drugs.

You stay in this
stage until you
have paid $480 for
your tier 1 through
tier 4 drugs ($480 is
the amount of your
tier 1 through tier 4
deductible).

(Details are in
Section 4 of this
chapter.)

Stage 2
Initial Coverage
Stage

During this stage,
the plan pays its
share of the cost of
your tier 1 through
tier 4 drugs and
you pay your
share of the cost .

After you (or others
on your behalf)
have met your tier
1 through tier 4
deductible, the plan
pays its share of
the cost of your tier
1 through tier 4
drugs and you pay
your share.

You stay in this
stage until your
year-to-d a t tetal o
dr ug c(gosrt
payments plus any
Paet D pl a
payments) total
$4,430.

(Details are in
Section 5 of this
chapter.)

Stage 3
Coverage Gap
Stage
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 0 o u t
of-pocket ¢
(your payments)
reach a total of
$7,050. This
amount and rules
for counting costs
toward this amount
have been set by
Medicare.

¢ (Details are in

Section 6 of this
chapter.)
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SECTIBONWe send you reports that ex
your danudgswhi ch payment stag

Section 3.1 We send you a monthly summary c al | e dPartDh e | 0
Expl anati on (otf hRBrelnEeGB & )s 6

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:

1 We keep track of how much you have paid. This is called youro o wof-p o c k et 6
cost.

1 Wekeeptrack ofyourot ot al dr uThisis thesatnsunt§ou pay out-of-
pocket or others pay on your behalf pl us the amount paid by the plan.

Our plan will prepare a written summary called the Part D Explanation of Benefits(it is

someti mes PatDE®BO) hewhén you have had one or m
through the plan during the pr evious 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. The Part D EOBncludes:

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

1 Totals forthe yearsince Januaryl. Thi s i s e@ddtead oiyrfdtor mat i c
shows you the total drug costs and total payments for your dr ugs since the year
began.

91 Drug price information.  This information will display the total drug price, and
any percentage change from first fill for each prescription claim of the same

quantity .

1 Available lower cost alternative prescriptions. This will include information
about other drugs with lower cost sharing for each prescription claim that may be
available.
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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:

1 Show your membership card when you get a prescription filled. To make
sure we know about the prescriptions you are filling and what you ar e paying,
show your plan membership card every time you get a prescription filled.

1 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:

0o When you purchase a coveaed drug at a network pharmacy at a special price
or using a discount card thatisnot part of our plands bene

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.

1 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 progran(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.

1 Check the written report we send you.  When you receive the Part D
Explanation of Benefits(a dPart D EOR)) 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 Member Services (phone
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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.

SECTI4AONDuring the Deductible Stage
cost ofi goutlt t hrdorugghs ti er 4

Section 4.1 You stay in the Deductible Stage until you have paid
$480 for your tier 1 through tier 4  drugs

The Deductible Stage is the first payment stage for your drug coverage. You will pay a

yearly deductible of $480 on tier 1 through tier 4 drugs. You must pay the full cost of

your tier 1 throughtier4 drugsunt i |l you reach the .pHoralhd6s ded
other drugs, you will not have to pay any deductible and will start receiving coverage

immediately.

1 Youro f ul | isasaadlytladver than the normal full price of the drug, since our
plan has negotiated lower costs for most drugs.

1 Theo d e d u c tisithle &neodnt you must pay for your Part D prescription drugs
before the plan begins to pay its share.

Once you have paid $480 for your tier 1 through tier 4 drugs, you leave the Deductible
Stage and move on to the next drug payment stage, which is the Initial Coverage Stage.

SECTI®NDuring the Initial Coverage
its share of your drug cost
share

Section 5.1 What you pay for a drug depends on the drug and
where you fill your prescription

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

The plan has five cost-sharing tiers

Everydrugontheplands Dr ug L ifigetcosttskaring ersolmgenelf the
higher the cost-sharing tier number, the higher your cost for the drug:
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Cost-Sharing Tier 1 includes generic drugs.
Cost-Sharing Tier 2 includespreferred brand drugs.
Cost Sharing Tier3 includes non-preferred brand drugs.

Cost Sharing Tier 4 includes specialty drugs.

= =4 4 -4 A

Cost Sharing Tier 5 includes select care drugs.
To find out whichcost-s har i ng tier your dr ug DiuglLisi. n, | ook

Your pharmacy choices
How much you pay for a drug depends on whether you get the drug from:
T A retail pharmacy that is in our plands ne

T A pharmacy that is not in the plands netwo

For more information about these pharmacy choices and filling your prescriptions, see
Chapter5inthisb oo k| et a n &®hatmhoy Digdtoayn 6 s

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

During the Initial Coverage Stage, your share of the cost of a covered drug will be
coinsurance.

1 0 Coi ns u meansadhat§ou 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 coinsurance depends on which cost
sharing tier your drug is in. Please note:

1 We cover prescriptions filled at out-of-network primacies in only limited
situations. Please see Chapter 5, Sectio.5 for information about when we will
cover a prescription filled at an out-of-network pharmacy.

Your share of the cost when you geta one-month supply of a covered Part D
prescription drug:
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Out-of -network
cost-sharing
(Coverage is limited

Standard rgtall to certain situations;
cost-sharing Long-term (LTC) see Chapter 5 for

(in-network) cost-sharing details.)
(up to a 30-day (up to a 34-day (up to a 30-day
supply) supply) supply)

Cost-Sharing

Tier 1 15% 15% 15%
(generic drugs)

Cost-Sharing

Tier 2 15% 15% 15%
(preferred brand
drugs)
Cost-Sharing
Tier'3 25% 25% 25%
(non-preferred
brand drugs)
Cost-Sharing
Tier 4 25% 25% 25%
(specialty drugs)
Cost-Sharing
Tiers 0% 0% 0%
(select care
drugs)
Section 5.3 | f your doctor prescribes ess
supply, you may not have to pay the cost of the entire
mont hds supply
Typically,the amount you pay for a prescription drug coversaf u | | mont hds suppl
covered drug. However, your doctorcanpres cr i be | ess than a mont ho:

There may be times when you want to ask your doctor about prescribing less than a
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mont hédés supply of a drug (for example, when vy
time that is known to have serious side effects). If your doctor prescribes less than a full

mont hds, swewplwill not have to pay for the full
The amount you pay when you get | ess than a f

whether you are responsible for paying coinsurance (a percentage of the total cost) or a
copayment (a flat dollar amount).

1 If you are responsible for coinsurance, you pay apercentageof the total cost of
the drug. You pay the same percentage regardless of whether the prescription is

foraful | mont hés supply or for fewer days. F
cost will be | ower if you geamolneysuspayt han a
will be less.

1 If you are responsible for a copayment for the drug, your copay will be based on
the number of days of the drug that you receive. We will calculate the amount
you pay per day f or ysohuarr idirgu g a(ttehde) oadnadi Imu |
the number of days of the drug you receive.

o Hereds an exampl e: Let ds sfawl It hneo nctohpbasy
supply (a 30-day supply) is $30. This means that the amount you pay per
day for your drug is $1. |l f you receiyv

payment will be $1 per day multiplied by 7 days, for a total payment of $7.

Daily cost-sharing allows you to make sure a drug works for you before you have to pay

for an entire monthos supply. You can al so a
pharmacist to dispense, | ess than a full mo nt
help you better plan refill dates for different prescriptions so that you can take fewer
trips to the pharmacy. The amount you pay wi
receive.
Section 5.4 A table that shows your costs fora long-term 100-day

supply of a drug
For some drugs, youcangetalong-t er m supply (also called an o

when you fill your prescription. A long-term supply is a 100-day supply. (For details on
where and how to get a long -term supply of a drug, see Chapter 5, Section 23.)

The table below shows what you pay when you get a long-term (100-day) supply of a
drug.

- 148 -



2022 Evidence of Coveragdor PHP
Chapter 6: What you pay for your Part D prescription drugs

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

Standard retail cost -
sharing (in -network)
(100-day supply)

Cost-Sharing
Tier 1 15%
(generic drugs)

Cost-Sharing
Tier 2 15%

(preferred brand drugs)

Cost-Sharing
Tier 3

(non-preferred brand
drugs)

25%

Cost-Sharing
Tier 4 2504
(specialty drugs)

Cost-Sharing
Tier 5 0%

(select caredrugs)

Section 5.5 You stay in the Initial Coverage S tage until your total
drug costs for the year reach $ 4,430

You stay in the Initial Coverage Stage until the total amount for the prescription drugs
you have filled and refilled reaches the $4,430 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:
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1 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 Med icare calculates your out-of-pocket costs.) This includes:

0 The $480 you paid when you were in the Deductible Stage.

0 The total you paid as your share of the cost for your drugs during the Initial
Coverage Stage.

1 What the plan has paid as its share of the st for your drugs during the Initial
Coverage Stage. (If you were enrolled in a different Part D plan at any time
during 2022, 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 spenton your
behalf during the year. Many people do not reach the $4,430 limit in a year.

We will let you know if you reach this $4,430 amount. If you do reach this amount, you
will leave the Initial Coverage Stage and move on to the Coverage Gap Stage.

SECTI6ONDuring the Cover age cEap eStaa
di scount on brand nmaone drug
more R2WBamf tshes @wd generic o

Section 6.1 You stay in the Coverage Gap Stage until your out -of -
pocket costs reach $ 7,050

When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount
Program provides manufacturer discounts on brand name drugs. You pay25% 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 than25% 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.
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You continue paying the discounted price for bran d 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 2022, that amount is $7,050.

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 $ 7,050, you leave the Coverage Gap
Stage and move on to the Catastrophic Coverage Stage.

Section 6.2 How Medicare calculates your out -of-pocket costs for
prescription drugs

Here are Medicareds rules that we maf-st foll ow
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):

1 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.
1 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:

1 If you make these paymentsyourself , they are included in your out-of-pocket
costs.

1 These payments arealso includedif 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 I ndian Health Service. Payment s
Program are also included.

-151-



2022 Evidence of Coveragdor PHP
Chapter 6: What you pay for your Part D prescription drugs

1 Some of the payments made by the Medicare Coverage Gap Discount Progran
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 $ 7,050 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:

1 Drugs you buy outside the United States and its territories.
1 Drugs that are not covered by our plan.

1 Drugsyougetatanout-of-net wor k pharmacy that do not
requirements for out -of-network coverage.

1 Non-Part D drugs, including prescription drugs covered by Part A or Part B and
other drugs excluded from coverage by Medicare.

1 Payments you make toward prescription drugs not normally covered in a
Medicare Prescriggtion Drug Plan.

1 Payments made by the plan for your brand or generic drugs while in the
Coverage Gap.

1 Payments for your drugs that are made by group health plans including employer
health plans.

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

9 Payments for your drugs made by a third-party with a legal obligation to pay for
prescription costs (for example, WorkersdCompensation).
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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 Member
Services to let us know (phone numbers are printed on the back cover of this
booklet).

How can you keep track of yo ur out -of -pocket total?

1 We will help you. The Part D Explanation of Benefits(Part D EOB)summary 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 $7,050 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.

1 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.

SECTI7TONDuring the Catastrophic Cov
pl an pays most of the cost

Section 7.1 Once you are in the Catastrophic Coverage Stage, you
will stay in this stage f or the rest of the year

You qualify for the Catastrophic Coverage Stage when your outof-pocket costs have
reached the $7,050 limit for the calendar year. Once you are in the Catastrophic
Coverage Stage, you will stay in this payment stage until the endof the calendar year.

During this stage, the plan will pay most of the cost for your drugs.

1 Your share of the cost for a covered drug will be either coinsurance or a
copayment, whichever is the larger amount:

0 0 either 0 coinsurance of 5% of the cost of the drug

o O ord$3.95for a generic drug or a drug that is treated like a generic and
$9.85 for all other drugs.

1 Our plan pays the rest of the cost.
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SECTI8B8ONWhat you pay f ocrowearcecd nbayt i Poa
Ddepends on how and where vy

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:

1 The first part of coverage is the cost of the vaccine medication itself . The
vaccine is a pescription medication.

1 The second part of coverage is for the cost of giving you the vaccine. (This is
someti mes caihedtrhéeéioad of the vaccine.)

What do you pay fora 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).

1 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)

9 Other vaccines are considered Part D drugs. You can find these vaccines listed
i n t h eLispof Gove@d DruggFormulary).

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 varydepending on the
circumstances. For example:

1 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.

1 Other times, when you get the vaccine medication or the vaccine, you will pay
only your share of the cost.
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To show how this works, here are three common ways you might get a Part D
vaccination shot. Remember you are responsible for all of the costs associated with
vaccines (including their administration) during the Deductible and Coverage Gap
Stages of your benefit.

Situation 1:

Situation 2:

Situation 3:

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.)

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

1 Our plan will pay the remainder of the costs.

You getthe PartDvacchat i on at your doctor 6s

1 When you get the vaccination, you will pay for the entire cost of the
vaccine and its administration.

1 You can then ask our plan to pay our share of the cost by using the
procedures that are described in Chapter 7 of this booklet (Askingusto
pay our share of a bill you have received folcoveredmedical services or
drugs).

1 You will be reimbursed the amount you paid less your normal
coinsurance for the vaccine (including administration) .

You buy the Part D vaccine at your pharmacy, and then take it to your
doctor 6s of fgiveywuthehvaccire. t hey

1 You will have to pay the pharmacy the amount of your coinsurance for
the vaccine itself.

1 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.

1 You will be reimbursed the amount charged by the doctor for
administering the vaccine.
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Section 8.2 You may want to call us at Member Services 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 Member Services whenever you are planning to get
a vaccinaion. (Phone numbers for Member Servicesare printed on the back cover of
this booklet).

1 We can tell you about how your vaccination is covered by our plan and explain
your share of the cost.

1 We can tell you how to keep your own cost down by using provider s and
pharmacies in our network.

1 If 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.
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Chapter 7: Asking us to pay our share of a bill you have
received for covered medical services or drugs

SECTION 1 Situations in which you sh ould ask us to pay ou r share of

the cost of your covered services or drugS — .....ooooevvviiiiiiiieeeiiiiiiieeeeeeee 159
Section1.l | f you pay our eqops$taof podrcoverdd aerviecesof t h
or drugs, or if you receive a bill, you can ask us for payment............. 159
SECTION 2 How to ask us to pay you back or to pay a bill you have received ...162
Section 2.1 How and where to send us your request for payment................cc...... 162.
SECTION 3 We will consider your request for payme ntand say yes or no .......... 162
Section 3.1 We check to see whether we should cover the service or
drug and how MUCh WE OWE ..........coovviiiii e 162
Section 3.2 If we tell you that we will not pay for all or part of the medica |
care or drug, you can make an appeal...........ccccceeviiiiiiiieineeiiiiiieeee, 163
SECTION 4 Other situations in which you should  save your receipts and
SENA COPIES TO US ..oiiiiiiiiiieeeeeeeei et e m e e as 164
Section 4.1 In some cases, you should sen copies of your receipts to us
to help us track your out -of-pocket drug COStS ........ccceevvvriiiiiiiiieeeeee, 164
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SECTI1IONSI

tuations 1 n
share of
drugs

our t he cost of

or

Section 1.1

D

| f you pay our pl aaof§osrcevéredr
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

you b
back

pay
paid

b a c k ltisgyouraight te be
youodove

ack
by

(paying
our pl an

you
whenever

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 vy
provid

received
i s not

oudve
er who

emergency ofr
in our plands

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 servicesfrom 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.

9 If you pay the entire amount yourself at the time you receive the care, you
need to ask us to pay you back for our share of the cost. Send us the bill,
along with documentation of any payments you have made.

1 Attimes you may get a bill from the provider asking for payment that you
think you do not owe. Send us this bill, along with documentation of any
payments you have already made.
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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 are owed and pay you back for our share
of the cost.

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 pu to pay more
than your share.

1 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, <call ed 0 b aectiam(tbatyolneved payrmmgre 6 Thi s
than your cost-sharing amount) applies even if we pay the provider less than
the provider charges for a service and ev
pay certain provider charges. bFbFrimgré i
go to Chapter 4, Section 1.3.

1 Whenever you get a bill from a network provider that you think is more than
you should pay, send us the bill. We will contact the provider directly and
resolve the billing problem.

1 If you have already paid a bill to a network provider, but you feel that you
paid too much, send us the bill along with documentation of any 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 retro actively enrolled in our plan

Someti mes a personds enroll ment in the pla
that the first day of their enrollment has already passed. The enrollment 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 Menber Services for additional information about how to ask us to
pay you back and deadlines for making your request. (Phone numbers for
Member Services are printed on the back cover of this booklet.)
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4. When you use an out -of -network pharmacy to get a prescri ption filled

If you go to an out -of-network pharmacy and try to use your membership card to
fill a prescription, the pharmacy may not be able to submit the claim directly to
us. When that happens, you will have to pay the full cost of your prescription.
(We cover prescriptions filled at out-of-network pharmacies only in a few special
situations. Please go to Chapter 5, Setton 2.5 to learn more.)

Save your receipt and send a copy to us when you ask us to pay you back for our
share of the cost.

5. Whenyou pay the full cost for a prescription
plan membership card with you

If you do not have your plan membership card with you, you can ask the
pharmacy to call the plan or to look up your plan enrollment information.
However, if the pharmacy cannot get the enrollment information they need right
away, you may need to pay the full cost of the prescription yourself.

Save your receipt and send a copy to us when you ask us to pay you back for our
share of the cost.

6. When you pay the full cost for a prescription in other situations

You may pay the full cost of the prescription because you find that the drug is
not covered for some reason.

T For exampl e, the dr ug ListafoveredtDrugse on t he p
(Formulary); or it could haveare qui r ement or restriction t
about or dondt t hi nlkyousdbcmeitb gettheepdrpgl y t o you.
immediately, you may need to pay the full cost for it.

1 Save your receipt and send a copy to us when you ask us to pay you back.In
some situations, we may need to get more information from your doctor in
order to pay you back for our share of the cost.

All of the examples above are types of coverage decisions. This means that if we deny
your request for payment, you can appeal our decision. Chapter 9 of this booklet (What
to do if you have a problem or complaint (coverage decisions, appeals, complainjshas
information about how to make an appeal.
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SECTI2Z0ONHow to ask us to pay you ba
you have received

Section 2.1 How and where to send us your request for payment

Send us your request for payment, along with your bill and documentation of any

paymentyouhavemade.| t 6s a good idea to make a copy of
your records.

Mail your request for paym ent together with any bills or paid receipts to us at this
address:

Attn: Member Services- DMR

PHP

P.O. Box 46160

Los Angeles, CA 90046

You may also call our plan to request payment. For details, go to Chapter 2, Section 1
and look for the section called, Where to send a requestsking us to pay for our share of
the cost for medical care or a drug you have received.

You must submit your claim to us within six months of the date you received the
service, item, or drug.

Contact Member Services if you have any questions(phone numbers are printed on the

back cover of this booklet). | f you dondt sloualdhave paidaot yow o u
received bills and you dondét know.¥Ydueah t o do
also call if you want to give us more information about a request for payment you have

already sent to us.

SECTI3ONWe wi | | consider your reque.
say yes or no

Section 3.1 We check to see whether we should cover the service
or drug and how much we owe

When we receive your request for payment, we will let you know if we need any
additional information from you. Otherwise, we will consider your request and make a
coverage decision.
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1 If we decide that the medical care or drug is covered and you followed all the
rules for getting the care or drug, we will pay for our share of the cost. If you
have already paid for the service or drug, we will mail your reimbursement 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.)

1 If 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 rights to appeal that decision.

Section 3.2 If we tell you that we will not pay for all or part of the
medical care or drug, you can make an appeal

If you think we have made a mistake in turning you down your request for payment or

you dondt agree wit h tybuecananake anrappealvdéyoamake payi ng
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 orcomplaint (coverage decisions, appeals, complaints))lhe

appeals process is aformal process with detailed procedures and important deadlines.

If making an appeal is new to you, you will find it helpful to start by reading Section 4 of

Chapter 9. Section 4 is an introductory section that explains the process for coverage

deci sions and appeals and gi ves Thepdftergout i ons o
have read Section 4, you can go to the section in Chapter 9 that tells what to do for your

situation:

1 If you want to make an appeal about getting paid back for a medical service, go
to Section 5.3in Chapter 9.

1 If you want to make an appeal about getting paid back for a drug, go to Section
6.5 of Chapter 9.
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SECTI4ONOt her situationsulid swdav e hy gt
recei pts caonpdi esse ntdo 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/ou
can buy your drug at a network pharmacy for a price that is lower than our
price.

1 For example, a pharmacy might offer a special price on the drug. Or you may
have a discount card that is outside our benefit that offers a lower price.

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

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

1 Please note: If you are in the Deductible Stage and Coverage Gap Stagewe
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.

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
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program offered by a drug manufacturer, you may pay a copayment to the
patient assistanceprogram.

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

1 Please note: Because you are getting your drug through the patient
assistance program and n owewllhatpawyforh
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.
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SECTIIONOur plan must honor your
of the pl an

Section 1.1 We must provide information in a way that works for
you (in languages other than English, in large print, or
other alternate formats, etc.)

To get information from us in a way that works for you, please call Member Services
(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 also can provide you with written
materials in Spanish. We can also give you information in large print or other alternate
formats at no cost if you need it. We are required to give you information about the

pl ands ibaformat that isaccessible and appropriate for you. To get information
from us in a way that works for you, please Member Services (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 Member Services (ptone
numbers are printed on the back cover of this booklet). You may also file a complaint
with Medicare by calling 1-800-MEDICARE (4800-633-4227) or directly with the Office
for Civil Rights. Contact information is included in this Evidence of Coverag®r with this
mailing, or you may contact Member Services for additional information.

Seccion 1.1 Debemos proveer informacion de una manera que
funcione para usted (en idiomas distintos del Inglés,
en letra grande, u otros formatos alternativos, etc)

Para obtener informacién de nosotros de una manera que funcione para usted, llame a
Servicios para Miembros (los niumeros de teléfono estan impresos en la contraportada de
este folleto).

Nuestro plan cuenta con personas y servicios de intérprete disponibles pacantestar
preguntas de miembros con discapacidades o que no hablan inglés. También podemos
proporcionarle materiales escritos en espafiol. También podemos darle informacion en
letra grande u otros formatos alternativos sin costo alguno si lo necesita. Ten#s que
brindarle informacién sobre los beneficios del plan en un formato que sea accesible y
apropiado para usted. Para obtener informacion de nosotros de una manera que funcione
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para usted, por favor, Servicios para Miembros (los niUmeros de teléfono estémpresos en
la contraportada de este folleto).

Si tiene algun problema para obtener informacién de nuestro plan en un formato que sea
accesible y apropiado para usted, llame para presentar una queja con Servicios para
Miembros (los numeros de teléfono stan impresos en la contraportada de este folleto).
También puede presentar una queja ante Medicare llamando al-BOO-MEDICARE (4800-
633-4227) o directamente a la Oficina de Derechos Civiles. La informacion de contacto
esta incluida en esta Evidencia de @bertura o con este envio, o puede comunicarse con
Servicios para Miembros para obtener informacion adicional.

Section 1.2 We must ensure that you get timely access to your
covered services and drugs

As a member of our plan, you have the right to choose a primary care provider (PCP) in

the plands network to provide and arrange

more about this). Call Member Services to learn which doctors are accepting new
patients (phone numbers are printed on the back cover of this booklet). You also have

for

the right to go to a wo men desolodgisd,aléntishands peci al i s

optometrist without a referral.

As a plan member, you have the right to get appointments and covered services from

t he pl ands omidetswithin &reasonablp 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 100f this booklet tells what you can do.

(I'f we have denied coverage for your medi

our decision, Chapter 9, Section 4 tells what you can do.)

Section 1.3 We must protect the privacy of your personal health
information

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

T Your oOopersonal health informationo incl

when you enrolled in this plan as well as your medical records and other medical
and health information.
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1 The laws that protect your privacy give you rights related to getting information
and controlling how your health information is used. We give you a written
notice, called a 0 Maqgthattelleabauftheserights and y
explains how we protect the privacy of your health information.

How do we protect the privacy of your health information?
1 We make sure that unauthorized peopledon 6t see or change

T I'n most situations, if we give your
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.

1 There are certain exceptions that do not require us to get your written permission
first. These exceptionsare 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.

0 Because you are a member of our plan through Medicare, we arerequired 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 healthcare 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 Member Services (phone numbers areprinted on the back cover of this
booklet).
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Section 1.4 We must give you information about the plan, its
network of providers, and your covered services

As a member of PHP, 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 Member Services
(phone numbers are printed on the back cover of this booklet):

1 Information about our plan.  This includes, for example, information about the
pl ands f i na nltalsaihclude®imfatmation about the number of
appeal s made by me nSiaeRathgsancldding How it had baem 6 s
rated by plan members and how it compares to other M edicare health plans.

1 Information about our network providers in cluding our network
pharmacies.

o For example, you have the right to get information from us about the
gualifications of th e providers and pharmacies in our network and how we
pay the providers in our network.

o For a I|list of the provi deProgideiDirectorihe pl and s
o For a |l ist of the phar mac iPhasmacyDirectdiye pl an o

o For more detailed information about our providers or pharmacies, you can call
Member Services (phone numbers areprinted on the back cover of this
booklet) or visit our website at www.php-fl.org/for -members.

1 Informat ion about your coverage and rules you must  follow when using
your coverage.

o In Chapters 3 and 4 of this booklet, we explain what medical services are
covered for you, any restrictions to your coverage, and what rules you must
follow to get your covered medical services.

0 To get the details on your Part D prescription drug coverage, see Chapters 5
and 6 of this boa#odof Edvergqu Drugs (Formutaryyrheaen 6 s
chapters, together with the List of Covered DruggFormulary), tell you what
drugs are covered and explain the rules you must follow and the restrictions
to your coverage for certain drugs.

o0 If you have questions about the rules or restrictions, please call Member
Services (phone numbers areprinted on the back cover of this booklet).
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1 Info rmation about why something is not covere  d and what you can do
about it.

o If a medical service or Part D drug is not covered for you, or if your coverage
is restricted in some way, you can ask us for a written explanation. You have
the right to this explan ation even if you received the medical service or drug
from an out -of-network provider or pharmacy.

o If you are not happy or if you disagree with a decision we make about what
medical care or Part D drug is covered for you, you have the right to ask us to
change the decision. You can ask us to change the decision by making an
appeal. For details on what to do if something is not covered for you in the
way you think it should be covered, see Chapter 9 of this booklet. It gives you
the details about how to make an appeal if you want us to change our
decision. (Chapter 9 also tells about how to make a complaint about quality
of care, waiting times, and other concerns.)

o If you want to ask our plan to pay our share of a bill you have received for
medical care or a Part D prescription drug, see Chapter 7 of this booklet.

Section 1.5 We must support your right to make decisions about
your care

You have the right to know your treatment options and participate in decisions
about your health care

You have the right to get full information from your doctors and other health care
providers when you go for medical care. Your providers must explain your medical
condition and your treatment choices in a way that you can understand

You also have the right to participate fully in decisions about your health care. To help
you make decisions with your doctors about what treatment is best for you, your rights
include the following:

1 To know about all of your choices.  This means that you have the right to be
told about all o f the treatment options that are recommended for your condition,
no matter what they cost or whether they are covered by our plan. It also
includes being told about programs our plan offers to help members manage
their medications and use drugs safely.

1 To know about the risks.  You have the right to be told about any risks involved
in your care. You must be told in advance if any proposed medical care or
treatment is part of a research experiment. You always have the choice to refise
any experimental treatments.
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T The right tYoulsaeyhe rghtto.refuse any recommended
treatment. This includes the right to leave a hospital or other medical facility,
even if your doctor advises you not to leave. You also have the right to stop
taking your medi cation. Of course, if you refuse treatment or stop taking
medication, you accept full responsibility for what happens to your body as a
result.

1 To receive an explanation if you are denied coverage for 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 giv e instructions about what is to be done if you are not able
to make medical decisions for yourself

Sometimes people become unable to make health care decisions for themselves due to
accidents or serious illness. You have the right to say what you want to happen if you
are in this situation. This means that,if you want to, you can:

1 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.

1 Give your doctors writt en 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 calledo a d v an c e d iTherecak differerds typ&s of advance

directives and different names for them. Documentscalledo | i vi nahxddavp d Wer o f
attorney f or ardexanpléstof advanceedivectives.

|l f you want to use an oOadvance diwha&tmtda ved t o

1 Getthe 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
informatio n about Medicare. You can also contact Member Services to ask for
the forms (phone numbers are printed on the back cover of this booklet).

9 Fillit out and signit. 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.

1 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
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you i f yYowmaygwantdotgive 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

1 If 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.

1 If you have not signed an advance directive form, the hospital has forms available
and will ask if you want to sign one.

Remember, it is your choice wh ether 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 complaintwith F1 or i dads Agency f
Health Care Administration at (888) 419-3456. TTY users cal{800) 955 8771.

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 ty pes
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 8 we are required to treat you fairly

You have the right to get a summary of information about the appeals and com plaints
that other members have filed against our plan in the past. To get this information,
please call Member Services (phone numbers aregrinted on the back cover of this
booklet).
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Section 1.7 What can you do if you think you are being treated
unfairly or your rights are not being respected?

If it is about discrimination, call the Office for Civil Rights

If you think you have been treated unfairly or your rights have not been respected due

to your race, disability, religion, sex, health, ethnicity, creed (beliefs), age, or national

origin, you should call the Dep®officcforeCivit of Hea
Rights at 1-800-368-1019 or TTY 1800-537-7697, or call your local Office for Civil

Rights.

Is it about something else?

If you believe you have beentreated unfairly or your rights have not been respected,
andi tnotsbout discrimination, you can get help dealing with the problem you are
having:

1 You cancall Member Services (phone numbers are printed on the back cover of
this booklet).

1 Youcan call the State Health Insurance Assistance Program . For details about
this organization and how to contact it, go to Chapter 2, Section 3.

1 Or, you can call Medicare at 1-800-MEDICARE (4800-633-4227), 24 hours a
day, 7 days a week. TTY users shouldall 1-877-486-2048.

Section 1.8 How to get more information about your rights

There are several places where you can get more information aboutyour rights:

1 You cancall Member Services (phone numbers are printed on the back cover of
this booklet).

1 You can call the State Health Insurance Assistance Program . For details about
this organization and how to contact it, go to Chapter 2 Section 3.

1 You can contact Medicare .

0 You can vist the Medicare websitet o read or downl oad the p
Medicare Right s & P r o (The publication ss.available at:
www.medicare.gov/Pubs/pdf/11534 -Medicare-Rights-and-Protections.pdf)

o Or, you can call 1-800-MEDICARE (4800-633-4227) 24 hours a day, 7 days a
week. TTY users should call 1877-486-2048.
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SECTI2Z0ONYou have some responsibil it
the pl an

Section 2.1 What are your responsibilities?

Things you need to do as a member of the plan are listed below. If you have any
guestions, please call Member Services (phone numbers argrinted on the back cover
of this booklet). We 6 r e here to help.

1 Get familiar with your covered services and the rules you must follow to get
these covered services. Use this Evidenceof Coveragebooklet to learn what is
covered for you and the rules you need to follo w to get your covered services.

o Chapters 3 and 4 give the details about your medical services, including what
is covered, what is not covered, ruks to follow, and what you pay.

o Chapters 5 and 6 give the details about your coverage for Part D prescription
drugs.

1 If you have any other health insurance coverage or prescription drug
coverage in addition our plan, you are required to tell us. Please callMember
Services to ld us know (phone numbers are printed on the back cover of this
booklet).

o0 We are required to follow rules set by Medicare to make sure that you are
using all of your coverage in combination when you get your covered services
from our plan. Thisiscalledoc o or di nat i o n bexduselit mvoleeki t s 6
coordinating the health and drug benefits you get from our plan with any
other health and drug benefits available to you. We 6 | | hcedrdmatey o u
your benefits. (For more information about coordination of b enefits, go to
Chapter 1, Section10.)

91 Tell your doctor and other health care providers that you are enrolled in our
plan. Show your plan membership card whenever you get your medical care or
Part D prescription drugs.

91 Help your doctors and other provid ers help you by giving them information,
asking questions, and following through on your care.

o0 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
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information they need about you and your health. Follow the treatment plans
and instructions that you and your doctors agree upon.

0 Make sure your doctors know all of the drugs you are 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 dondot wunderstand t

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

1 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.

o If you get any medical services or drugs that are not covered by our plan or
by other insurance you may have, you must pay the full cost.

A 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, you should pay your late enrollment penalty .

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

(@]}
(7))
—

1 Tellusifyoumove. I f you are going to move, it
away. Call Member Services (phone numbers areprinted on the back cover of
this booklet).
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(0]

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.

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.

If you move, it is also important to tell Social Security (or the Railroad
Retirement Board). You can find phone numbers and contact information
for these organizations in Chapter 2.

1 Call member services 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 Member Services areprinted on the
back cover of this booklet.

For more information on how to reach us, including our mailing address,
please see Chapter 2.
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SECTIIONI ntroducti on

Section 1.1 What to do if you have a problem or  concern

This chapter explains two types of processes for handling problemsand concerns:

1 For some types of problems, you need to use the process for coverage
decisions and appeals .

1 For other types of problems, you need to use the process for making
complai nts.

Both of these processes have been approved by Medicare. To ensure fairness and
prompt handling of your problems, each process has a set of rules, procedures, and
deadlines that must be followed by us and by you.

Which one do you use? That depends on the type of problem you are having. The
guide in Section 3 will help you ide ntify the right process to use.

Section 1.2 What about the legal terms?

There are technical legal terms for some of the rules, procedures, and types of deadlines
explained in this chapter. Many of these terms are unfamiliar to most people and can
be hard to understand.

To keep things simple, this chapter explains the legal rules and procedures using simpler

words in place of certain legal terms. For example, this chaptergerer al 'y says 0 mal
complainté rather than ofiling a grievance, O
determination, 6 O cover age doert eriaraikn alteitem/méd nat hndepénder
Review Organizationod i nst etayltalsduses abbreiatiprsn d e nt

as little as possible.

However, it can be helpful d and sometimes quite important o for you to know the
correct legal terms for the situation you are in. Knowing which terms to use will help
you communicate more clearly and accurately when you are dealing with your problem
and get the right help or information for your situation. To help you know which terms
to use, we include legal terms when we give the details for handling specific types of
situations.
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SECTI2Z0ONYouncget help from gover nme
organizations that are not

Section 2.1 Where to get more information and personalized
assistance

Sometimes it can be confusing to start or follow through the process for dealing with a
problem. This can be espeially true if you do not feel well or have limited energy.
Other times, you may not have the knowledge you need to take the next step.

Get help from an independent government organization

We are always available to help you. But in some situations you may also want help or
guidance from someone who is not connected with us. You can always contact your
State Health Insurance Assistance Program (SHIP). This government program has
trained counselors in every state. The program is not connected with us or with any
insurance company or health plan. The counselors at this program can help you
understand which process you should use to handle a problem you are having. They
can also answer your questions, give you more information, and offer guidance on what
to do.

Their servicesof SHIP counselorsare free. You will find phone numbers in Chapter 2,
Section 3 of this booklet.

You can also get help and information from Medicare

For more information and help in handling a problem, you can also contact Medic are.
Here are two ways to get information directly from Medicare:

1 You can call -800-MEDICARE (4800-633-4227) 24 hours a day, 7 days a week.
TTY users should call 1877-486-2048.

f You can vsit the Medicare website (www.medicare.gov).
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SECTI3ONTo deal with your probl em,
should you use?

Section 3.1 Should you use the process for coverage decisions and
appeals? Or should you use the process for making
complaints?

If you have a problem or concern, you only need to read the parts of this chapter that
apply to your situation. The guide that follows will help.

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 benef its 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, Secti on 4, O0A guide to t
coverage decisions and making appeal s. o

No. My problem is not about benefits or coverage.

Skip ahead to Section 10 at the end of this chapter: 6 H o vo make a complaint
about quality of care, waiting times, <cust
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COVERAGE DECI SI ONS AND APPEALS

SECTI4ONA guide to the basics of
appeal s

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 wéther 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 ccision 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 tomake a coverage decision for
you. In limited circumstances a request for a coverage decision will be dismissed, which

means we wondt review the request. Exampl es

include if the request is incomplete, if someone makes the request on your behalf but
isndét Il egally authorized to do so or if
dismiss a request for a coverage decision, we will send a notice explaining why the
request was dismissed and how to ask for a review ofthe dismissal.

We are making a coverage decision for you whenever we decide what is coveed for you
and how much we pay. In some cases we might decide aservice 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.
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Making an appeal

If we make a coverage decision and you are not satisfied with this decision, you can
ocoappeal 6 t Areapgka isaferinalway 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 o0fast cover agagedtason hhi ond or
|l imited circumstances an appeal request wi l
the request. Examples of when a request will be dismissed include if the request is
incomplete, if someone makes tldgalyautbogzekctes t o n
do so or if you ask for your request to be withdrawn. If we dismiss an appeal request,

we will send a notice explaining why the request was dismissed and how to ask for a

review of the dismissal.

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 anindependent Review Qrganization 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.

Section 4.2 How to get help when you are  asking for a coverage
decision or making an appeal

Would you like some help? Here are resources you may wish to use if you decide to ask
for any kind of coverage decision or appeal a decision:

1 Youcan call us at Member Services (phone numbers are printed on the back
cover of this booklet ).

1 Youcan get free help from your State Health Insurance Assistance Program (see
Section 2 of this chapter).

1 Your doctor can make a request for you.

o For medical careor Part B prescription drugs, your doctor can request a
coverage decision or a Level 1 Appeal on your behalf. If your appeal is
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denied at Level 1, it will automatically forwarded to Level 2. To request
any appeal after Level 2, your doctor must be appointed as your
representative.

o For Part D prescription drugs, your doctor or other prescriber can request
a coverage decision or a Level 1 or Level 2 Appeal on your behalf. To
request any appeal after Level 2, your doctor or other prescriber must be
appointed as your representative.

1 You can ask someone to act on your behalf. If you want to, you can name
anot her person to act for you as your
decision or make an appeal.

o There may be someone who is already legally authorized to act as your
representative under State law.

o If you want a friend, relative, your doctor or other provider, or other
person to be your representative, call Member Services(phone numbers
are printed on the back cover of this booklet) and ask for the
OAppoint ment of forRe ({{heérmnasalsaavtailableod
Medi car e d swwwerhsgoviMedicaré/CMS-Forms/CMS
Forms/downloads/cms1696.pdf or on our website at www.php-fl.org/for -
members/appoint -rep) The form gives that person permission to act on
your behalf. It must be signed by you and by the person who you would
like to act on your behalf. You must give us a copy of the signed form.

1 You also hav e the right to hire a lawyer to act for you. You may contact your
own lawyer, or get the name of a lawyer from your local bar association or other
referral service. There are also groups that will give you free legal services if you
gualify. However, you are not required to hire a lawyer to ask for any kind of
coverage decision or appeal a decision.

Section 4.3 Which section of this chapter gives the details for your
situation?

There are four different types of situations that involve coverage decisions and appeals.
Since each situation has different rules and deadlines, we give the details for each one in
a separate section:

f Secton50f this chapter: oOYour medi cal
deci sion or make an appeal ¢
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1 Section 6 of thischapter: 0 Your Part D prescription drugs:s
coverage decision or make an appeal o

1 Secton7o0f this chapter: OHow to ask us to cc
stay i f you think the doctor is dischargin

T Secton8of t hi s Howta ask s to keep covering certain medical
services i f you think you(Appleotyteesessgnvecesi s end
only: home health care, skilled nursing facility care, and Comprehensive
Outpatient Rehabilitation Facility (CORF) services)

|l f youdre still not sure which section you sh
(phone numbers are printed on the back cover of this booklet). You can also get help or

information from government organizations such as your State Health Insurance

Assistance Program (Chapter 2, Section 3, of this booklet has the phone numbers for

this program).

SECTIS50ONYour medi Holw ¢adar eask for a <c
deci sion or make an appeal

0 Have you read Section 4 of thischapter( A gui de t o deé¢rdye basi cso
decisions and appeals) If not, you may want to read it before you start this
section.

Section 5.1 This section tells what to do if you have problems
getting coverage for medical care or if you want us to
pay you back for our share of the cost ofy  our care

This section is about your benefits for medical care and services. These are the benefits
described in Chapter 4 of this booklet: Medical Benefits Chart (what is covered and what

youpay) To keep things simple, wargenevalrhgeveber
omedi cal caredé in the rest of this section, i
or servicesBhevteerymtdmedi cal cared includes me

well as Medicare Part B prescription drugs. In some casesdifferent rules apply to a
request for a Part B prescription drug. In those cases, we will explain how the rules for
the Part B prescription drugs are different from the rules for medical items and services.

This section tells what you can do if you are in any of the five following situations:
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1. You are not getting certain medical care you want, and you believe that this care
is covered by our plan.

2. Our plan will not approve the medical care your doctor or other medical provider
wants to give you, and you believe that this care is covered 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 th is care could harm your health.

1 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 typesof care Her eds what
to read in those situations:

o Chapter 9, Section 7:How to askusto cover alonger inpatient hospital stay
if you think the doctor is discharging you too soon.

o Chapter 9, Section 8:How to askusto keep covering certain medical
services if you think your coverage is ending too soorThis section is about
three services only: home health care, skilled nursing facility care, and
Comprehensive Outpatient Rehabilitation Facility (CORF) srvices.

1 Forall 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 You can ask us to make a coverage
medical care you want. decision for you.

Go to the next section of this chapter,
Section 5.2.
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If we already told you that we will not You can make anappeal. (This means
cover or pay for a medical service n the you are asking us to reconsider.)
way that you want it to be covered or

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

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

_ Skip ahead to Section 5.5 of this chapter.
and paid for.

Section 5.2 Step-by-step: How to ask for a coverage decision
(how to ask our plan to authorize or provide the
medical care coverage you want)

Legal Terms
When a coverage decison involves your medical
care,itiscalledandb or gani zati on
determination. 0

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 usto make ad f a s t
coveragedeci si on. 0

Legal Terms
A ofast coverage deci s
oexpedited determinat.

How to request coverage for the medical care you want

1 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, or your
doctor, or your representative can do this.

1 For the details on how to contact us, go to Chapter 2, Section 1 and look for the
section 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
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When we give you our decision, we wil!/| use th
agreed to use t hlAstaodard ®ve@ge dexisiah iméanseve will gi  ve

you an answer within 14 calendar days after we receive your request 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.

1 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
candt take extra time to make a decision i
prescription drug.

1 Ifyou believe we shouldnott ake extra days, you can file
our decision to take extra days. When you file a fast complaint, we will give you
an answer to your complaint within 24 hours. (The process for making a
complaint is different from the process for coverage decisions and appeals. For
more information about the process for making complain ts, including fast
complaints, see Section 10 of this chapter.)

| f your health requires it, ask us to give yo

1 A fast coverage decision means we will answer w ithin 72 hours if your
request is for a medical item or service. Ify our 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 asmedical 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 candt take extra time tc
your request is for a Medicare PartB prescription drug.

o |Ifyou believe we shouldnott ake extra days, you can fil
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.

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

0 You can get a fast coverage decisiononly if you are asking for coverage for
medical care you have not yet received (You cannotaskfor a fast coverage
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decision if your request is about payment for medical care you have already
received.)

0 You can get a fast coverage decisiononly if using the standard deadlines
could cause serious harm to your health or hurt your ability to function.

T If your doctor tells wus that your health re
we will automatically agree to give you a fast coverage decision.

T I'f you ask for a fast coverage decision on
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 leter will tell you that if your doctor asks for the fast coverage decision,
we will automatically give a fast coverage decision.

o The letter wildl al so telll how you can fil
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.

Deadlinesfora 0 f acsotver age deci si ono

1 Generally, for a fast coverage decisionon 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 answerwithin 24 hours.

o0 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 candt take extra time to m
request is for a Medicare Part B prescription drug.

o |Ifyou believe we shouldnott ake extra days, you can f il
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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(0]

If we do not give you our answer within 72 hours (or if there is an extended
time period, by the end of that period), or 24 hours if your request is for a Part
B prescription drug, you have the right to appeal. Section 5.3 below tells how
to make an appeal.

1 If our answer is no to part or all of what you requested , we will send you a
detailed written explanation as to why we said no.

Deadlinesfora 6 st andavdrage decisiono

1 Generally, for a standard coverage decisionon a request for a medical item or
service,we will give you our answer within 14 calendar days of receiving your
request. If your request is for a Medicare Part B presciption drug, we will give
you an answerwithin 72 hours of receiving your request.

(0]

For a request for a medical item or service, we can take up to 14 more

calendar days (0an extended time periodd)

decide to take extra days to make the coverage decision, we will tell you in
writing. We candt take extra time to make
Medicare Part B prescription drug.

If you believe we shouldnott ake extra days, you can
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.)

If we do not give you our answer within 14 calendar days (or if there is an
extended time period, by the end of that period), or 72 hours is your request
is for a Part B prescription drug, you have the right to appeal. Section 5.3
below tells how to make an appeal.

9 If our answer is no to part or all of what you requested , we will send you a
written statement that explains why we said no.

Step 3: If we say no to your request for coverage for medical care, you decide if
you want to make an appeal.

1 If we say no, you have the right to ask us to reconsider 8 and perhaps changed
this decision by making an appeal. Making an appeal means making another try
to get the medical care coverage you want.
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1 If you decide to make appeal, it means you are going on to Level 1 of the appeals
process (see Section 5.3 below).

Section 5.3 Step-by-step: How to make a Level 1 Appeal
(how to ask for a review of a medical care coverage
decision made by our plan)

Legal Terms
An appeal to the plan about a medical care
coverage decision is called a plan
oreconsideration. 6

Step 1: You contact us and make your appeal.  If your health requires a quick
response, you mustaskfora0 f ast appeal . o

What to do

1 To start an appeal you, your doctor, or your representative must contact us.
For details on how to reach us for any purpose related to your appeal, go to
Chapter 2, Section 1 look for section called,How to contact us when you are
making an appeal about your medical care.

1 If you are asking for a standard appeal, make your standard appeal in
writing by submitting a request. You may also ask for an appeal by calling us
at the phone number shown in Chapter 2, Section 1 (How to contact us when you
are making an appeal about your medical care)

o If you have someone appealing our decision for you other than your
doctor, your appeal must include an Appointment of Representative form
authorizing this person to represent you. (To get the form, call Member
Services (phone numbers are printed on the back cover of this booklet)
and ask fomt nbdet codppRepresentativeo for |
on Medi car e gvaw.oms.dowNetieare/&MS-Forms/CMS
Forms/downloads/cms1696.pdf or on our website at www.php-ca.org/for -
members/appoint -rep.) While we can accept an appeal request without
the form, we cannot complete our review until we receive it. If we do not
receive the form within 44 calendar days after receiving your appeal
request (our deadline for making a decision on your appeal), your appeal
request will be dismissed. If this happens, we will send you a written
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notice explaining your right to ask the Independent Review Organization
to review our decision to dismiss your appeal.

1 If you are asking for a fast appeal, make your appeal in writing or call us at
the phone number shown in Chapter 2, Section 1 (How to contact us when you
are making an appeal about your medical care)

1 You must make yo ur appeal request within 60 calendar days from the date
on the written notice we sent to tell you our answer to your request for a
coverage decision. If you miss this deadline and have a good reason for missing
it, explain the reason your appeal is late when you make your appeal. We may
give you more time to make your appeal. Examples of good cause for missing
the deadline may include if you had a serious illness that prevented you from
contacting us or if we provided you with incorrect or incomplete inf ormation
about the deadline for requesting an appeal.

1 You can ask for a copy of the information regarding your medical decision
and add more information to support your appeal.

0 You have the right to ask us for a copy of the information regarding your
appeal.

o If you wish, you and your doctor may give us additional information to
support your appeal.

| f your health requires it, ask for a ofast a
calling us)

Legal Terms
A ofast appeal dexpedli s
reconsiderat i on. 6

1 If you are appealing a decision we made about coverage for carethat you have
not yet received, you and/or your doctor w
appeal . o

T The requirements and procedures for gettin
those for getting a ofast coverage deci sion
instructions for asking for a fast coverage decision. (These instructions are given
earlier in this section.)
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1 If your doctor tells us that your health requires a "fast appeal,” we will give you a
fast appeal.

Step 2: We consider your appeal and we give you our answer.

1 When our plan is reviewing your appeal, we take another careful look at all of the
information about your request for coverage of medical care. We check to see if
we were following all the rules when we said no to your request.

1 We will gather more information if we need it. We may contact you or your
doctor to get more information.

Deadlinesfora 0 f ast appeal 6

1 When we are using the fast deadlines, we mustgive you our answer within 72
hours after we receive your appeal . We will give you our answer sooner if your
health requires us to do so.

o However, if you ask for more time, or if we need to gather more information
that may benefit you, we can take up to 1 4 more calendar days if your
request is for a medical item or service. If we decide to take extra days to
make the decision, we will tell you in writing. We candt take extra t
make a decision if your request is for a Medicare Part B prescription dug.

o If we do not give you an answer within 72 hours (or by the end of the
extended time period if we took extra days), we are required to automatically
send your request on to Level 2 of the appeals process, where it will be
reviewed by an Independent Review Organization. Later in this section, we
tell you about this organization and explain what happens at Level 2 of the
appeals process.

9 If our answer is yes to part or all of what you requested , we must authorize or
provide the coverage we have agreed to provide within 72 hours after we receive
your appeal.

1 If our answer is no to part or all of what you requested , we will automatically

send your appeal to the Independent Review Organization for a Level 2 Appeal.

Deadlinesfora 6 st andard appeal o

1 If we are using the standard deadlines, we must give you our answeron a request
for a medical item or service within 30 calendar days after we receive your
appeal if your appeal is about coverage for services you have not yet received. If
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your request is for a Medicare Part B prescription drug you have not yet received,
we will give you our answer within 7 calendar days after we receive your appeal.
We will give you our decision sooner if your health condition requires us to.

o However, if you ask for more time, or if we need to gather more information
that may benefit you, we can take up to 14 more calendar days if your
request is for a medical item or service. If we decide to take extra days to
make the decision, we will tell you in writing. We candt timatoe extr a
make a decision if your request is for a Medicare Part B prescription drug.

o Ifyou believe we shouldnott ake extra days, you can fil
about our decision to take extra days. When you file a fast complaint, we will
give you an answer to your complaint within 24 hours. (For more information
about the process for making complaints, including fast complaints, see
Section 10 of this chapter.)

o If we do not give you an answer by the applicable deadline above (or by the
end of the extended time period if we took extra days on your request for a
medical item or service), we are required to send your request on to Level 2 of
the appeals process, where it will be reviewed by anindependent Review
Organization. Later in this section, we tdk about this review organization and
explain what happens at Level 2 of the appeals process.

1 If our answer is yes to part or all of what you requested  , we must authorize or
provide the coverage we have agreed to provide within 30 calendar days if your
request is for a medical item or service, orwithin 7 calendar days if your request
is for a Medicare Part B prescription drug.

1 If our answer is no to part or all of what you requested , we will automatically
send your appeal to the Independent Review Organization for a Level 2 Appeal.

Step 3: If our plan says no to part or all of your appeal, your case will
automatically be sent on to the next level of the appeals process.

1 To make sure we were following all the rules when we said no to your appeal,we
arerequired to send your appeal to the o0l nde
Or g ani z aWhenave dodhis, it means that your appeal is going on to the
next level of the appeals process, which is Level 2.

- 198 -



2022 Evidence of Coveragdor PHP
Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

Section 5.4 Step-by-step: How a Level 2 Appeal is done

If we say no to your Level 1 Appeal, your case willautomatically be sent on to the next
level of the appeals process. During the Level 2 Appeal, thelndependent Review
Organization reviews our decision for first appeal. This organization decides whether
the decision we made should be changed.

Legal Terms
The for mal name for th
Organi zatdbbndepentdhbat
Ent i ttigsometimescalledtheo | RE. 6

Step 1: The Independent Review Organization reviews your appeal.

1 The Independent R eview Organization is an independent organization that
is hired by Medicare. This organization is not connected with us and it is not a
government agency. This organization is a company chosen by Medicare to
handle the job of being the Independent Review Organization. Medicare
oversees its work.

1 We will send the information about your appeal to this organization. This
i nformation i s c aYouhaw thg right to ask esdosaecoply of | e . 6
your case file.

1 You have a right to give the Independent Review Organization additional
information to support your appeal.

1 Reviewers at the Independent Review Organization will take a careful look at all
of the information related to your appeal.

|l f you had a o0fast appeal 6 af akéveadlpwkl® pou wi

1 If you had a fast appeal to our plan at Level 1, you will automatically receive a fast
appeal at Level 2. The review organization must give you an answer to your Level
2 Appeal within 72 hours of when it receives your appeal.

1 However, if your request is for a medical item or service and the Independent
Review Organization needs to gather more information that may benefit you, it
can take up to 14 more calendar days . The Independent Review Organization
candt t ake e»>>tadeaision if youe request ivi@a & Medicare Part B
prescription drug.
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| f you had a oOstandard appeal 60 sata nLdeavredl alp,p eyad
at Level 2

1 If you had a standard appeal to our plan at Level 1, you will automatically receive
a standard appeal at Level 2. If your request is for a medical item or service, the
review organization must give you an answer to your Level 2 Appealwithin 30
calendar days of when it receives your appeal. If your request is for a Medicare
Part B prescription drug, the review organization must give you an answer to your
Lever 2 Appealwithin 7 calendar days of when it receives your appeal.

1 However, if your request is for a medical item or service and the Independent
Review Organization needs to gather more information that may benefit you, it
can take up to 14 more calendar days . The Independent Review Organization
candt take extra time to make a decision i
prescription drug.

Step 2: The Independent Review Organizatio n gives you its answer.

The Independent Review Organization will tell you its decision in writing and explain the
reasons for it.

1 If the review organization says yes to part or all of a request for a medical
item or service , we must authorize the medical care coverage within 72 hours or
provide the service within 14 calendar days after we receive the decision from the
review organization for standard requests or within 72 hours from the date we
receive the decision from the review organization for expedite d requests.

1 If the review organization says yes to part or all of a request for a Medicare
Part B prescription drug, we must authorize or provide the Part B prescription
drug under dispute within 72 hours after we receive the decision from the review
organization for standard requests or within 24 hours from the date we receive
the decision from the review organization for expedited requests.

9 If this organization says no to part of all of your appeal , it means they agree
with us that your request (or part of your request) for coverage for medical care
should notbe approved. ( Thi s i s call ed oulpihasbahllethg t he
oturning down your appeal . d)

ol f the Independent Review Organizati on
the right to a Level 3 appeal. However, to make another appeal at Level 3,
the dollar value of the medical care coverage you are requesting must
meet a certain minimum. If the dollar value of the coverage you are
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requesting is too low, you cannot make another appeal, which means that
the decision at Level 2 is final. The written notice you get from the
Independent Review Organization will tell you how to find out the dollar
amount to continue the appeals process.

Step 3: If your case meets the requirements, you choose whether  you want to take
your appeal further.
1 There are three additional levels in the appeals process after Level 2 (for a total of
five levels of appeal).

1 If your Level 2 Appeal is turned down and you meet the requirements to continue
with the appeals process,you must decide whether you want to go on to Level 3
and make a third appeal. The details on how to do this are in the written notice
you get after your Level 2 Appeal.

1 The Level 3 Appeal is handled by anAdministrative Law Judge or attorney
adjudicator. Section 9 in this chapter tells more about Levels 3, 4, and 5 of the
appeals process.

Section 5.5 What if you are asking us to pay you for our share of a
bill you have received for medical care?

If you want to ask our plan for payment for medical care, start by reading Chapter 7 of
this booklet: Askingus to pay our share of a bill you have received foicoveredmedical
services or drugs Chapter 7 describes the situations in which you may need to ask for
reimbursement or to pay a bill you have received from a provider. It also tells how to
send us the paperwork that asks us for payment.

Asking for reimbursement is asking for a coverage decision from us

If you send us the paperwork that asks for reimbursement, you are asking us to make a
coverage decision (for more information about coverage decisions, see Section 4.1 of

this chapter). To make this coverage decision, we will check to see if the medical care

you paid for is a covered service (see Chapter 4Medical Benefits Chart (what is covered

and what you pay)). We will also check to see if you followed all the rules for using your
coverage for medical care (these rules are given in Chapter 3 of this booklet:Using the

pl ands coverage for your medical services
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We wil | say yes or no to your reques t

1 If the medical care you paid for is covered and you followed all the rules, we will
send you the payment for our share of the cost of your medical care within 60
calendar days after we receive yourrequest Or , i f you havendt pai
services, we wll send the payment directly to the provider. When we send the
payment, it 0s tybséo yauarenaestdosa cevargge aegsion.)

1 If the medical care isnot covered, or you did not follow all the rules, we will not
send payment. Instead, wewill send you a letter that says we will not pay for the
services and the reasons whyin detail. (When we turn down your request for
payment, i tds tnbteyosraequestfara covesage dacgion.)

What if you ask for payment and we say that  we will not pay?

If you do not agree with our decision to turn you down, you can make an appeal . If
you make an appeal, it means you are asking us to change the coverage decision we
made when we turned down your request for payment.

To make this appeal, follow the process for appeals that we describe in  Section 5.3.
Go to this section for step-by-step instructions. When you are following these
instructions, please note:

1 If you make an appeal for reimbursement, we must give you our answer within 60
calendar days after we receive your appeal. (If you are asking us to pay you back
for medical care you have already received and paid for yourself, you are not
allowed to ask for a fast appeal.)

1 If the Independent Review Organization reverses our decision todeny payment,
we must send the payment you have requested to you or to the provider within
30 calendar days. If the answer to your appeal is yes at any stage of the appeals
process after Level 2, we must send the payment you requested to you or to the
provider within 60 calendar days.

SECTI6ONYour Part D prescription dr
a coverage decision or make

Q Have you read Section 4 of thischapter( A gui de t o o0t he basicsbd
decisions and appeals) If not, you may want to read it before you start this
section.
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Section 6.1 This section tells you what to do if you have problems
getting a Part D drug or you want us to pay you back
for a Part D drug

Your benefits as a member of our plan include coverage for many prescription drugs.

Please refertoo u r  pliseohGobwered Drugs (Formulary) To be covered, the drug

mustbeusedforamedi cal ly accepted indication.

a use of the drug that is either approved by the Food and Drug Administra tion or
supported by certain reference books. See Chapter 5, Sectior3 for more information
about a medically accepted indication.)

9 This section is about your Part D drugs only.  To keep things simple, we
generally say o0drugdé noant acdhce aofesre pd

(A oOn

attihn g ¢

outpatient prescription drugdé or oPart D d

1 For details about what we mean by Part D drugs, theList of Covered Drugs
(Formulary), rules and restrictions on coverage, and cost information, see

Chapter5 Usingowr pl ands coverage for Yyamdur Part D
Chapter 6 (What you pay for your Part D prescription drugs.
Part D coverage decisions and appeals
As discussed in Section 4 of this chapter, a coverage decision is a decision we make
about your b enefits and coverage or about the amount we will pay for your drugs.
Legal Terms
An initial coverage decision about your Part D
drugsiscalledad cover age deter
Here are examples of coverage decisions you ask us to make about your Part D drgs:
1 You ask us to make an exception, including:
o Asking us to cover a Part Listof€CovergdDtugsat i s

(Formulary)

o Asking us to waive a restriction
limits on the amount of the drug you c an get)

0 Asking to pay a lower cost-sharing amount for a covered drug on a higher
cost-sharing tier

- 203 -

on the p



2022 Evidence of Coveragdor PHP
Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

1 You ask us whether a drug is covered for you and whether you satisfy any
applicable coveragerules. ( For exampl e, when yadistof drug i
Covered Drugs(Formulary) but we require you to get approval from us before we
will cover it for you.)

o Please note: If your pharmacy tells you that your prescription cannot be
filled as written, the pharmacy will give you a written notice explaining
how to contact us to ask for a coverage decision.

1 You ask us to pay for a prescription drug you already bought. This is a request
for a coverage decision about payment.

If you disagree with a coverage decision we have made, you can appeal our decision.

This section tells you both how to ask for coverage decisions and how to request an
appeal. Usethe chart below to help you determine which part has information for your
situation:

Which of these situations are you in?

If you are in this situation: This is what you can do:

I f you need a dr ug Youcanaskustomake an exception. (This
Drug List or need us to waive arule or  is a type of coverage decision.)

restriction on a drug we cover. Start with Section 6.2 of this chapter.

If you want us to cover a drug on our You can ask us for a coverage decision.
Drug List and you believe you meet any  gyip ahead to Section 6.4 of this chapter.
plan rules or restrictions (such as

getting approval in advance) for the

drug you need.

If you want to ask us to pay you back You can ask us to pay you back. (This is a
for a drug you have already received type of coverage decision.)
and paid for. Skip ahead to Section 6.4 of this chapter.

- 204 -



2022 Evidence of Coveragdor PHP
Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

If you are in this situation: This is what you can do:

If we already told you that we will not You can make an appeal. (This means you

cover or pay for a drug in the way that  are asking us to reconsider.)

you want it to be covered or paid for. Skip ahead to Section 6.5 of this chapter.
Section 6.2 What is an exception?

If a drug is not covered in the way you would like it to be co vered, you can ask the plan
t o make an Areexceptignis i type of@overage decision. Similar to other
types of coverage decisions, if we turn down your request for an exception, you can
appeal our decision.

When you ask for an exception, your doctor or other prescriber will need to explain the
medical reasons why you need the exception approved. We will then consider your
request. Here aretwo examples of exceptions that you or your doctor or other
prescriber can ask us to make:

1. CoveringaPart D drug for you t hsaafCavesednot on
Drugs (Formulary) . ( We <cal | it the oDrug Listo6é for
Legal Terms

Asking for coverage of a drug that is not on the
Drug List is sometimes called asking for a
of ormul ary exception.

6

1 If we agree to make an exception and cover a drug that is not on the Drug
List, you will need to pay the cost-sharing amount that applies to drugs in
Tier 4 for brand name drugs or Tier 2 for generic drugs. You cannot ask for an
exception to the copayment or coinsurance amount we require you to pay for
the drug.

2. Removing a restriction on our coverage for a covered drug. There are extra

rules or restrictions that apply to certain drugs on our List of Covered Drugs
(Formulary) (for more information, go to Cha pter 5 and look for Section 4).
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Legal Terms
Asking for removal of a restriction on coverage
for a drug is sometimes called asking for a
of ormul ary exception. o

1 The extra rules and restrictions on coveage for certain drugs include:

0 Being required to use the generic versiorof a drug instead of the brand
name drug.

o Getting plan approval in advancebefore we will agree to cover the drug
foryouu (This i s sometimes called oprior au

0 Being required to try a different drug firstbefore we will agree to cover the
drug you are asking for. (This i s some

o Quantity limits. For some drugs, there are restrictions on the anount of
the drug you can have.

1 If we agree to make an exception and waive a restriction for you, you can ask
for an exception to the copayment or coinsurance amount we require you to
pay for the drug.

3. Changing coverage of a drug to a lower cost -sharing tier. Every drug on our
Drug List is in one of five cost-sharing tiers. In general, the lower the costsharing
tier number, the less you will pay as your share of the cost of the drug.

Legal Terms
Asking to pay a lower price for a covered non-
preferred drug is sometimes called asking for a
otiering exception.o

1 If our drug list contains alternative drug( s) for treating your medical condition
that are in a lower cost-sharing tier than your drug, you can ask us to cover
your drug at the cost-sharing amount that applies to the alternative drug(s).
This would lower your share of the cost for the drug.

o Ifthedrug youdre taking is a biological pr
your drug at the cost-sharing amount that applies to the lowest tier that
contains biological product alternatives for treating your condition.
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ol f the drug youdr e tugyoucangskiustocavelor and na
your drug at the cost-sharing amount that applies to the lowest tier that
contains brand name alternatives for treating your condition.

olf the drug youdre taking is a generic
drug at the cost-sharing amount that applies to the lowest tier that
contains either brand or generic alternatives for treating your condition.

1 You cannot ask us to change the costsharing tier for any drug in tier 4
(specialty drugs tier).

1 If we approve your request for a tiering exception and there is more than one
lowercost-s haring tier with alternative drugs
pay the lowest amount.

Section 6.3 Important things to know about asking for exceptions

Your doctor must tell us the medical reason s

Your doctor or other prescriber must give us a statement that explains the medical
reasons for requesting an exception. For a faster decision, include this medical
information from your doctor or other prescriber when you ask for the exception.

Typicaly, our Drug List includes more than one drug for treating a particular condition.

These different possibil i tlfaealtermatvedrupawdulded o al t
be just as effective as the drug you are requesting and would not cause more side

effects or other health problems, we will generally not approve your request for an

exception. If you ask us for a tiering exception, we will generally not approve your

request for an exception unless all the alternative drugs in the lower cost-sharing tier(s)

wondt wor k aararevikdlylto cduseran aglveerse reaction or other harm

We can say yes or no to your request

1 If we approve your request for an exception, our approval usually is valid until the
end of the plan year. This is true as bng as your doctor continues to prescribe
the drug for you and that drug continues to be safe and effective for treating
your condition.

1 If we say no to your request for an exception, you can ask for a review of our
decision by making an appeal. Section 6.5 tells how to make an appeal if we say
no.

The next section tells you how to ask for a coverage decision, including an exception.
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Section 6.4 Step-by-step: How to ask for a coverage decision,
including an exception

Step 1: You ask us to make a coverage decision about the drug(s) or payment you

need. If your health requires a quick response, you must ask us to make a of ast
coveragedeci si on. 0 Yo u c aavaragd deasmorkif ybuane aséingf a s t
us to pay you back for a drug you already bought.

What to do

1 Request the type of coverage decision you want. Start by calling, writing, or
faxing us to make your request. You, your representative, or your doctor (or
other prescriber) can do this. You can also access the coverage decision process
through our website. For the details, 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 Part D prescription drugs Or if you are asking us to pay you back for a
drug, go to th e section called, Where to send a request askingis to pay for our
share of the cost for medical care or a drug you have received

1 You or your doctor or someone else who is acting on your behalf can ask for
a coverage decision. Section 4 of this chapter tells how you can give written
permission to someone else to act as your representative. You can also have a
lawyer act on your behalf.

1 If youwantto ask usto pay you back for adrug , start by reading Chapter 7 of
this booklet: Askingusto pay our share of a bill you have received forcovered
medical services or drugs.Chapter 7 describes the situations in which you may
need to ask for reimbursement. It also tells how to send us the paperwork that
asks us to pay you back for our share of the cost of a drug you have paid for.

T I'f you are requesting asupperting espg taitceme ngr. v i d
Your doctor or other prescriber must give us the medical reasons for the drug
exception you are requesting. ( We c al | sugptrting s t &te e m¥onrt . 0)
doctor or other prescriber can fax or mail the statement to us. Or your doctor or
other prescriber can tell us on the phone and follow up by faxing or mailing a
written statement if necessary. See Sections 6.2 and 6.3 for more information
about exception requests.

1 We must accept any written request, including a request submitted on the
CMS Model Coverage Determination Request Form, which is available on our
website.
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Legal Terms
A o0fast coverage deci s
oexpedited coverage de

|l f your health requires it, ask us to give yo

T When we give you our decision, we wil!/ use
have agreed t o us e Astdndardddcisian méansdve wiltigive n e s .
you an answer within7 2 hour s after we receiAfast your doc
coverage decision means we will answer within 24 hoursafter we receive your
doctords .statement

1 To get afast coverage decision, you must meet two requirements:

0 You can get a fastcoverage decision only if you are asking for a drug you have
not yet received. (You cannot ask for a fast coverage decision if you are asking
us to pay you back for a drug you are already bought.)

0 You can get a fastcoverage decision only if using the standard deadlines
could cause serious harm to your health ohurt your ability to function.

T I'f your doctor or other prescriber tells wu
coveragedeci sion, 6 we wi |detogivetyaurafasticovaragey agr
decision.

1 Ifyou ask for afastcoveragedeci si on on your own (without
otherpr escr i ber 0 sil decide whether your healéh 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 or other prescriber 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 complaint about our decision to give
you a standard coverage decision instead of the fast coverage decision you
requested. | 't tell s how t o d&whidhmeaasyauiweukiget c o mpl ai
our answer to your complaint within 24 hours of receiving the complaint.
(The process for making a complaint is different from the process for
coverage decisions and appeals. For more information about the process for
making complaints, see Section 10 of thischapter.)

- 209 -



2022 Evidence of Coveragdor PHP
Chapter 9: What to do if you have a problem or complaint
(coverage decisions, appeals, complaints)

Step 2: We consider your request and we give you our answer.

Deadlines fora 0 f acevierage decision 0
1 If we are using the fast deadlines, we must give you our answerwithin 24 hours .

o Generally, this means within 24 hours after we receive yourrequest. If you are
requesting an exception, we will give you our answer within 24 hours after we
receive your doctords st atWemdlgieyaiupportin
our answer sooner if your health requires us to.

o If we do not meet this deadline, we are required to send your request on to
Level 2 of the appeals process, where it will be reviewed by anindependent
ReviewOrganization. Later in this section, wetalk about this review
organization and explain what happens at Appeal Level 2.

1 If our an swer is yes to part or all of what you requested , we must provide the
coverage we have agreed to provide within 24 hours after we receive your
request or doctords statement supporting vy

9 If our answer is no to part or all of what you requested , we will send you a
written statement that explains why we said no. We will also tell you how you
can appeal.

Deadlinesfora 0 s t a n doaerage decision 6 about a drug you have not yet
received

1 If we are using the standard deadlines, we must give you ouranswer within 72
hours.

0 Generally, this means within 72 hours after we receive your request. If you are
requesting an exception, we will give you our answer within 72 hours after we
receive your doctords statWemdlgteyaiupportin
our answer sooner if your health requires us to.

o If we do not meet this deadline, we are required to send your request on to
Level 2 of the appeals process, where it will be reviewed by anindependent
Review Organization. Later in this section, wetalk about this review
organization and explain what happens at Appeal Level 2.

1 If our answer is yes to part or all of what you requested o}

o If we approve your request for coverage, we must provide the coverage we
have agreed to provide within 72 hours after we receive your request or
d o c t o rethent seppating your request.
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1 If our answer is no to part or all of what you requested , we will send you a
written statement that explains why we said no. We will also tell you how you
can appeal.

Deadl i ne gandam coveaageddscision 0 about payment for a drug you have
already bought

1 We must give you our answer within 14 calendar days after we receive your
request.

o If we do not meet this deadline, we are required to send your request on to
Level 2 of the appeals process, where it will be reviewed by anindependent
Review (rganization. Later in this section, we tdk about this review
organization and explain what happens at Appeal Level 2.

1 If our answer is yes to part or all of what you requested, we are also required
to make payment to you within 14 calendar days after we receive your request.

9 If our answer is no to part or all of what you requested, we will send you a
written statement that explains why we said no. We will also tell you how you
can appeal.

Step 3: If we say no to your coverage request, you decide if you want to make an
appeal.

1 If we sayno, you have the right to request an appeal. Requesting an appeal
means asking us to reconsiderd and possibly change d the decision we made.

Section 6.5 Step-by-step: How to make a Level 1 Appeal
(how to ask for a review of a coverage decision made
by our plan)
Legal Terms

An appeal to the plan about a Part D drug
coverage decision is called a plan
oredetermination. 0

Step 1: You contact us and make you r Level 1 Appeal. If your health requires a
quick response, you mustaskforao f ast appeal . 0
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What to do

1 To start your appeal, you (or your representative or your doctor or other
pre scriber) must contact us.

o For details on how to reach us by phone, fax,or mail, or on our website, for
any purpose related to your appeal, go to Chapter 2, Section 1, and look for
the section called, How to contact us when you are making an appeal about
your Part D prescription drugs

1 If you are asking for a standard appeal, make your appeal by submitting a
written request.  You may also ask for an appeal by calling us at the phone
number shown in Chapter 2, Section 1(How to contact us when you are making
an appeal about your Part D prescription drug3.

1 Ifyou are asking or a fast appeal, you may make your appeal in writing or
you may call us at the phone number shown in Chapter 2, Section 1 (How to
contact us when you are making an appeal about your Part D prescription drugs)

1 We must accept any written request, including a request submitted on the
CMS Model Coverage Determination Request Form, which is available on our
website.

1 You must make your appeal request within 60 calendar days  from the date
on the written notice we sent to tell you our answer to your request for a
coverage decision. If you miss this deadline and have a good reason for missing
it, we may give you more time to make your appeal. Examples of good cause for
missing the deadline may include if you had a serious illness that prevented you
from contacting us or if we provided you with incorrect or incomplete
information about the deadline for requesting an appeal.

1 You can ask for a copy of the information in your appeal and add more
information.

0 You have the right to ask us for a copy of the information regarding your
appeal.

o If you wish, you and your doctor or other prescriber may give us additional
information to support your appeal.

Legal Terms

A o0fast appeal 0expedli s
redetermination. o
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| f your health requiresl dt, ask for a ofast a

1 If you are appealing a decision our plan made about a drug you have not yet
received, you and your doctor or other prescriber will need to decide if you need
a ofast appeal . o

T The requirements for getting a of agat
o f xaoveraged e c i dniSectiod 6.4 of this chapter.

Step 2: We consider your appeal and we give you our answer.

1 When we arereviewing your appeal, we take another careful look at all of the
information about your coverage request. We check to see if we were following
all the rules when we said no to your request. We may contact you or your
doctor or other prescriber to get more information.

Deadlinesfora 0 f ast @ppeal

1 If we are using the fast deadlines, we must give you our answerwithin 7 2 hours
after we receive your appeal . We will give you our answer sooner if your health
requires it.

o If we do not give you an answer within 72 hours, we are required to send your
request on to Level 2 of the appeals process, where it will be reviewed by an
Independent Review Organization. Later in this section, we tell about this
review organization and explain what happens at Level 2 of the appeals

process.
1 If our answer is yes to part or all of what you requested , we must provide the
coverage we have ageed to provide within 72 hours after we receive your
appeal.
9 If our answer is no to part or all of what you requested , we will send you a
written statement that explains why we said no and how you can appeal our
decision.

Deadlinesfora 0 st andar @& appeal

1 If we are using the standard deadlines, we must give you our answerwithin 7
calendar days after we receive your appealfor a drug you have not received yet.
We will give you our decision sooner if you have not received the drug yet and
your health condition requires us to do so. If you believe your health requires it,
you should askéfor ofast appeal
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o If we do not give you a decision within 7 calendar days, we are required to
send your request on to Level 2 of the appeals process, where it will be
reviewed by an Independent Review Organization. Later in this section, we
talk about this review organization and explain what happens at Level 2 of the
appeals process.

1 If our answer is yes to part or all of what you requested o}

o If we approve a request for coverage, we mustprovide the coverage we have
agreed to provide as quickly as your health requires, but no later than 7
calendar days after we receive your appeal.

o If we approve a request to pay you back for a drug you already bought, we
are required to send payment to you within 30 calendar days  after we
receive your appeal request.

9 If our answer is no to part or all of what you requested , we will send you a
written statement that explains why we said no and how you can appeal our
decision.

1 If you are requesting that we pay you back for a drug you have already bought,
we must give you our answer within 14 calendar days after we receive your
request.

o If we do not give you a decision within 14 calendar days, we are required
to send your request on to Level 2 of the appeals process, where it will be
reviewed by an Independent Review Crganization. Later in this section, we
talk about this review organization and explain what happens at Appeal
Level 2.

1 If our answer is yes to part or all of what you requested , We are also required
to make payment to you within 30 calendar days after we receive your request.

9 If our answer is no to part or all of what you requested , we will send you a
written statement that explains why we said no. We will also tell you how you can
appeal our decision.

Step 3: If we say no to your appeal, you decide if you want to continue with the
appeals process and make another appeal.

1 If we sayno to your appeal, you then choose whether to accept this decision or
continue by making another appeal.
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1 If you decide to make another appeal, it means your appeal is going on to Level 2
of the appeals process (see below).

Section 6.6 Step-by-step: How to make a Level 2 Appeal

If we say no to your appeal, you then choose whether to accept this decision or
continue by making another appeal. If you decide to go on to a Level 2 Appeal, the
Independent Review Organization reviews the decision we made when we said no to
your first appeal. This organization decides whether the decision we made should be
changed.

Legal Terms

The for mal name for th
Organi zatobndepenthaet
Ent i ttig sometimescalledtheo | RE. 6

Step 1: To make a Level 2 Appeal, you (or your representative or doctor or other
prescriber) must conta ct the Independent Review Organization and ask for a
review of your case.

1 If we sayno to your Level 1 Appeal, the written notice we send you will include
instructions on how to make a Level 2 Appeal  with the Independent Review
Organization. These instructions will tell who can make this Level 2 Appeal, what
deadlines you must follow, and how to reach the review organization.

1 When you make an appeal to the Independent Review Organization, we will send
the information we have about your appeal to this orga nization. This information
i's call ed vy ¥auhavetheaightto ask uk fer.a éopy of your case
file.

1 You have a right to give the Independent Review Organization additional
information to support your appeal.

Step 2: The Independent Review Organization does a review of your appeal and
gives you an answer.

1 The Independent Review Organization is an independent organization that
is hired by Medicare. This organization is not connected with us and it is not a
government agency. This organizaion is a company chosen by Medicare to
review our decisions about your Part D benefits with us.
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1 Reviewers at the Independent Review Organization will take a careful look at all
of the information related to your appeal. The organization will tell you its
decision in writing and explain the reasons for it.

Deadlinesfor 0 f ast @aplLewell

1 If your health requires it, ask the Independent ReviewOrga ni zati on f or a 0
appeal . ¢

T I'f the review organization agrees to give
organization must give you an answer to your Level 2 Appeal within 72 hours
after it receives your appeal request.

1 If the Independent Review Organization says yes to part or all of what you
requested , we must provide the drug coverage that was approved by the review
organization within 24 hours after we receive the decision from the review
organization.

Deadlinesforo st andar datagvgh2 al

1 If you have a standard appeal at Level 2, the review organization must give you
an answer to your Level 2 Apped within 7 calendar days after it receives your
appeal if it is for a drug you have not received yet. If you are requesting that we
pay you back for a drug you have already bought, the review organization must
give you an answer to your level 2 appeal wit hin 14 calendar days after it
receives your request.

1 If the Independent Review Organization says yes to part or all of what you
requested o

o If the Independent Review Organization approves a request for coverage, we
must provide the drug coverage that was approved by the review
organization within 72 hours after we receive the decision from the review
organization.

o Ifthe Independent Review Organization approves a request to pay you back
for a drug you already bought, we are required to send payment to you
within 30 calendar days after we receive the decision from the review
organization.
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What if the review organization says no to your appeal?

If this organization says no to your appeal, it means the organization agrees with our

decision not to approve yourrequest. ( Thi s i s call ed oulpihatsdb di ng t
caled oturning down your appeal . 06)
|l f the I ndependent Review Organization ouphol

Level 3Appeal. However, to make another appeal at Level 3, the allar value of the
drug coverage you are requesting must meet a minimum amount. If the dollar value of
the drug coverage you are requesting is too low, you cannot make another appeal and
the decision at Level 2 is final. The notice you get from the Independent Review
Organization will tell you the dollar value that must be in dispute to continue with the
appeals process.

Step 3: If the dollar value of the coverage you are requesting meets the
requirement, you choose whether you want to take your appeal further.

1 There are three additional levels in the appeals process after Level 2 (for a total of
five levels of appeal).

1 If your Level 2 Appeal is turned down and you meet the requirements to continue
with the appeals process, you must decide whether you want to go on to Level 3
and make a third appeal. If you decide to make a third appeal, the details on
how to do this are in the written notice yo u got after your second appeal.

1 The Level 3 Appeal is handled by anAdministrative Law Judge or attorney
adjudicator. Section 9 in this chapter tells more about Levels 3, 4 and 5 of the
appeals process.

SECTI7TONHow to ask us tonpaverna | o
hospital stay i f you think
di scharging you too soo0on

When you are admitted to a hospital, you have the right to get all of your covered
hospital services that are necessary to diagnose and treat your illness or injury. For
more information about our coverage for your hospital care, including any limitations
on this coverage, see Chapter 4 of thisbooklet: Medical Benefits Chart (what is covered
and what you pay).
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During your hospital stay, your doctor and the hospital staff will be working with you to
prepare for the day when you will leave the hospital. They will also help arrange for care
you may need after you leave.

1 The day you leave the hospitaliscalledyouroc di scharge date. 0

1 When your discharge date has been decided, your doctor or the hospital staff will
let you know.

1 If you think you are being asked to leave the hospital too soon, you can ask for a
longer hospital stay and your request will be considered. This section tells you

how to ask.
Section 7.1 During your inpatient hospital stay, you will get a
written notice from Medicare that tells about your
rights

During your hospital stay, you will be given a written notice called An Important Message
from Medicare about Your Rights Everyone with Medicare gets a copy of this notice
whenever they are admitted to a hospital. Someone at the hospital (for example, a
caseworker or nurse) mustgive it to you within t wo days after you are admitted. If you
do not get the notice, ask any hospital employee for it. If you need help, please call
Member Services(phone numbers are printed on the back cover of this booklet) . You
can also call 2800-MEDICARE (1800-633-4227), 24 hours a day, 7 days a week. TTY
users should call 1-877-486-2048.

1. Read this notice carefully and asklt questio
tells you about your rights as a hospital patient, including:

1 Your right to receive Medicare-covered services during and after your hospital
stay, as ordered by your doctor. This includes the right to know what these
services are, who will pay for them, and where you can get them.

1 Your right to be involved in any decisions about your ho spital stay, andyour
right to know who will pay for it.

1 Where to report any concerns you have about quality of your hospital care.

1 Your right to appeal your discharge decision if you think you are being
discharged from the hospital too soon.
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Legal Terms

The written notice from Medicare tells you howyoucan 0 r e q u
an i mmedi at Requegingiareimvmediate review is a
formal, legal way to ask for a delay in your discharge date so that
we will cover your hospital care for a longer time. (Section 7.2
below tells you how you can request an immediate review.)

2. You will be asked to sign the written notice to show that you received it and
understand your rights.

1 You or someone who is acting on your behalf will be asked to sign the
notice. (Section 4 of this chapter tells how you can give written permission to
someone else to act as your representative.)

1 Signing the notice shows only that you have received the information about
your rights. The notice does not give your discharge date (your doctor or
hospital staff will tell you your discharge date). Signing the notice does not
mean you are agreeing on a discharge date.

3. Keep your copy of the notice so you will have the information about making an
appeal (or reporting a concern about quality of care) handy if you need it.

1 If you sign the notice more than 2 days before the day you leave the hospital,
you will get another copy before you are scheduled to be discharged.

1 To look at a copy of this notice in advance, you can call Member Services
(phone numbers are printed on the back cover of this booklet) or 1-800-
MEDICARE1-800-633-4227), 24 hour a day, 7 days a week. TTY users should
call 1-877-486-2048. You can also see the notice online atwww.cms.gov/
Medicare/Medicare-GeneratInformation/BNI/ HospitalDischarge
AppealNotices

Section 7.2 Step-by-step: How to make a Level 1 Appeal to
change your hospital discharge date

If you want to ask for your inpatient hospital services to be covered by us for a longer
time, you will need to use the appeals process to make this request. Before you start,
understand what you need to do and what the deadlines are.

1 Follow the process. Each step in the first two levels of the appeals process is
explained below.
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1 Meet the deadlines. The deadlines are important. Be sure that you understand
and follow the deadlines th at apply to things you must do.

1 Ask for help if you need it.  If you have questions or need help at any time,
please call Member Services (phone numbers aregprinted on the back cover of
this booklet). Or call your State Health Insurance Assistance Program, a
government organization that provides personalized assistance (see Section 2 of
this chapter).

During a Level 1 Appeal, the Quality Improvement Organization reviews your
appeal. It checks to see if your planned discharge date ismedically appropriate for you.

Step 1: Contact the Quality Improvement Organization in your state and ask for a
of astewévof your hospital discharge. You mus

What is the Qu ality Improvement Organization?

1 This organization is a group of doctors and other health care professionals who
are paid by the Federal government. These experts are not part of our plan. This
organization is paid by Medicare to check on and help improve the quality of
care for people with Medicare. This includes reviewing hospital discharge dates
for people with Medicare.

How can you contact this organization?

1 The written notice you received (An Important Message from Medicareabout Your
Rightg) tells you how to reach this organization. (Or find the name, address, and
phone number of the Quality Improvement Organization for your state in
Chapter 2, Section 4, of this booklet.)

Act quickly:

1 To make your appeal, you must contact the Quality Improvement Organization
before you leave the hospital and no later than midnight the day of your
discharge. ( Your oOpl anned discharge dated6 is the
to leave the hospital.)

o If you meet this deadline, you are allowed to stay in the hospital after your
discharge date without paying for it while you wait to get the decision on your
appeal from the Quality Improvement Organization.
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o If you do not meet this deadline, and you decide to stay in the hospital after
your planned discharge date, you may have to pay all of the costsfor hospital
care you receive after your planned discharge date.

1 If you miss the deadline for contacting the Quality Improvement Organization ,
and you still wish to appeal, you must make an appeal directly to our plan
instead. For details about this other way to make your appeal, see Section 7.4.

Ask for a of ast revi ew:

1 You must ask the Quality Improvement Organizationfora o f ast rokyour e wo
discharge. Asking for a ofast reviewd means you
to use the ofastd deadfusingehs standamd deadiinea pp e a l

Legal Terms
Aof ast rissalsdcalledland i mme di a
revieaexpedited revi ¢

Step 2: The Quality Improvement Organization conducts an independent review
of your case.

What happens during this review?

1 Health professionals at the Quality Improvement Organization (we will call them
0Ot he reviewerso f or s hogsertaflive)lwhylyou believdk you (o
coverage for the services should continue. You dondt have to prepa
writing, but you may do so if you wish.

1 The reviewers will also look at your medical information, talk with your doctor,
and review information that the hospital and we have given to them.

1 By noon of the day after the reviewers informed our plan of your appeal, you will
also get a written notice that gives your planned discharge date and explains in
detail the reasons why your doctor, the hospital, and we think it is right
(medically appropriate) for you to be discharged on that date.
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Legal Terms

This written explanationis calledtheo Det ai | ed Not
Di s ¢ h a ¥Yay ean get a sample of this notice by calling
Member Services (phone numbers areprinted on the back cover
of this booklet) or 1 -800-MEDICARE (4800-633-4227), 24 hours
a day, 7 days a week. (TTY users should call&77-486-2048.)
Or you can get see a sample notice online atwww.cms.gov/
Medicare/Medicare -General Information/BNI/
HospitalDischargeAppealNotices.

Step 3: Within one full day after it has all the needed information, the Quality
Improvement Organization will gi  ve you its answer to your appeal.

What happens if the answer is yes?

1 If the review organization says yesto your appeal, we must keep providing your
covered inpatient hospital services for as long as these services are
medically necessary.

1 You will have to keep paying your share of the costs (such as deductibles or
copayments, if these apply). In addition, there may be limitations on your
covered hospital services. Gee Chapter 4 of this booklet).

What happens if the answer is no?

1 If the review organization saysno to your appeal, they are saying that your
planned discharge date is medically appropriate. If this happens, our coverage
for your inpatient hospital services will end at noon on the day after the
Quiality Improvement Organization gives you its answer to your appeal.

1 If the review organization saysno to your appeal and you decide to stay in the
hospital, then you may have to pay the full cost of hospital care you receive
after noon on the day after the Quality Improvement Organization gives you its
answer to your appeal.

Step 4: If the answer to your Level 1 Appeal is no, you decide if you want to make
another appeal.

1 If the Quality Improvement Organization has turned down your appeal, and you
stay in the hospital after your planned discharge date, then you can make
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anotherappeal. Maki ng anot her appeal meeavnes| y2o0u oafr e

the appeals process.

Section 7.3 Step-by-step: How to make a Level 2 Appeal to
change your hospital discharge date

If the Quality Improvement Organizatio n has turned down your appeal, and you stay in
the hospital after your planned discharge date, then you can make a Level 2 Appeal.
During a Level 2 Appeal, you ask the Quality Improvement Organization to take another
look at the decision they made on your first appeal. If the Quality Improvement
Organization turns down your Level 2 Appeal, you may have to pay the full cost for your
stay after your planned discharge date.

Here are the steps for Level 2 of the appeal process:

Step 1: You contact the Qual ity Improvement Organization again and ask for
another review.

1 You must ask for this reviewwithin 60 calendar days after the day when the
Quality Improvement Organization said no to your Level 1 Appeal. You can ask
for this review only if you stay in th e hospital after the date that your coverage
for the care ended.

Step 2: The Quality Improvement Organization does a second review of your
situation.

1 Reviewers at the Quality Improvement Organization will take another careful look
at all of the informat ion related to your appeal.

Step 3: Within 14 calendar days of receipt of your request for a second review , the
Quality Improvement Organization reviewers will decide on your appeal and tell
you their decision.

If the review organization says yes:

1 We must reimburse you for our share of the costs of hospital care you have
received since noon on the day after the date your first appeal was turned down
by the Quality Improvement Organization. We must continue providing
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coverage for your inpatient hospital care for as long as it is medically
necessary.

1 You must continue to pay your share of the costs and coverage limitations may

apply.

If the review organization says no:

1 It means they agree with the decision they made to your Level 1 Appeal and will
notchangeit. Thi s i s called oupholding the deci si

1 The notice you get will tell you in writing what you can do if you wish to continue

with the review process. It will give you the details about how to go on to the

next level of appeal, which is handled by an Administrative Law Judge or attorney

adjudicator.

Step 4: If the answer is no, you will need to decide whether you want to take your
appeal further by going on to Level 3.

1 There are three additional levels in the appeals process after Level 2 (foia total of
five levels of appeal). If the review organization turns down your Level 2 Appeal,

you can choose whether to accept that decision or whether to go on to Level 3

and make another appeal. At Level 3, your appeal is reviewed by a
Administrative Law Judge or attorney adjudicator.

1 Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals
process.

Section 7.4 What if you miss the deadline for making your Level 1
Appeal?

You can appeal to us instead

As explained above in Section 72, you must act quickly to contact the Quality
Improvement Organization to start your first appeal of your hospital discharge.
(0Quicklyo means before you | eave the
discharge date, whichever comes first.) If you miss the deadline for contacting this
organization, there is another way to make your appeal.

If you use this other way of making your appeal, the first two levels of appeal are
different.
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Step-by-Step: How to make a Level 1 Alternate Appeal

If you miss the deadline for contacting the Quality Improvement Organization, you can
make an appealtous, as ki ng f or Aéasteviewsstan appeal that uges the
fast deadlines instead of the standard deadlines.

Legal Terms
A ofast o r eawipeeval (60r i osf
oexpedited appeal . o

Stepl: Contactusand ask for a of ast review. 6

1 For details on how to contact our plan, go to Chapter 2, Section 1 and look for
the section called, How to contact us when you are making an appeal about you
medical care

T Be sure to ask f dhisnmeansyowasetaskingeus to gvwe yoa an
answer using the otfftasn 0t e addtiamredamdd heead,l

Step2: Wedoa ofastodo review of your planned discha
was medically appropriate.

1 During this review, we take a look at all of the information about your hospital
stay. We check to see if your planned discharge date was medically appropriate.
We will check to see if the decision about when you should leave the hospital was
fair and followed all the rules.

M I'n this situati on, we wi || use the ofasto
deadlines for giving you the answer to this review.

Step3: Wegiveyou our decision within 72 heuiswaft e
(ofast appeal 6) .

1 If we say yes to your fast appeal , it means we have agreed with you that you
still need to be in the hospital after the discharge date, and will keep providing
your covered inpatient hospital services for as long as it is medicaly necessary. It
also means that we have agreed to reimburse you for our share of the costs of
care you have received since the date when we said your coverage would end.
(You must pay your share of the costs and there may be corerage limitations that

apply.)
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1 If we say no to your fast appeal , we are saying that your planned discharge
date was medically appropriate. Our coverage for your inpatient hospital services
ends as of the day we said coverage woud end.

o If you stayed in the hospital after your planned discharge date, then you
may have to pay the full cost of hospital care you received after the
planned discharge date.

Step 4: If we say no to your fast appeal, your case will automatically be sent on to
the next level of the appeals process.

1 To make sure we werefollowing all the rules when we said no to your fast appeal,
wearerequir ed t o send your appeal to the o0l nde)|
Or g ani z aWhenave dodhis, it means that you are automatically going on
to Level 2 of the appeals process.

Step-by-Step: How to make a Level 2 Alternate Appeal

During the Level 2 Appeal, the Independent Review Organization reviews the decision
wemade when we sai d no Thisorganiaation detiflea whetheatpep e al . 6
decision we made should be changed.

Legal Terms
The for mal name for th
Organi zatbobndepenthbhaet
Ent i ttigsometimescalledthedo | RE. 6

Step 1: We will automatically forward your case to the Independent Review
Organization.

1 We are required to send the information for your Level 2 Appeal to the
Independent Review Organization within 24 hours of when we tell you that we
are saying no to your first appeal. (If you think we are not meeting this deadline
or other deadlines, you can make a complaint. The complaint process is different
from the appeal process. Section 10 of this chapter tells how to make a
complaint.)
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Step2: The I ndependent Review Organization does :
The reviewers give you an answer within 72 hours

1 The Independent Review Organization is an independent organization that
is hired by Medicare. This organization is not connected with our plan and it is
not a government agency. This organization is a company chosen by Medicare
to handle the job of be ing the Independent Review Organization. Medicare
oversees its work.

1 Reviewers at the Independent Review Organization will take a careful look at all
of the information related to your app eal of your hospital discharge.

1 If this organization says yesto yo ur appeal , then we must reimburse you (pay
you back) for our share of the costs of hospital care you have received since the
date of your planned discharge. We must al so continue the pl
your inpatient hospital services for as long as it ismedically necessary. You must
continue to pay your share of the costs. If there are coverage limitations, these
could limit how much we would reimburse or how long we would continue to
cover your services.

1 If this organization says no to your appeal , it means they agree with us that
your planned hospital discharge date was medically appropriate.

0 The notice you get from the Independent Review Organization will tell you in
writing what you can do if you wish to continue with the review process. It
will give you the details about how to go on to a Level 3 Appeal, which is
handled by an Administrative Law Judge or attorney adjudicator.

Step 3: If the Independent Review Organization turns down your appeal, you
choose whether you want to take your appeal fur  ther.

1 There are three additional levels in the appeals process after Level 2 (for a total of
five levels of appeal). If reviewers say no to your Level 2 Appeal, you decide
whether to accept their decision or go on to L evel 3 and make a third appeal.

1 Secton 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals
process.
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SECTI8BONHow to ask us to keep cover
services i f you think your
too soon

Section 8.1 This section is about three services only:
Home he alth care, skilled nursing facility care, and
Comprehensive Outpatient Rehabilitation Facility
(CORF) services

This section is about the following types of care only:
1 Home health care services you are getting.

9 Skilled nursing care you are getting as a patient in a skilled nursing facility. (To
|l earn about requirements for being conside
Chapter 12, Definitions of important words.)

1 Rehabilitation care you are getting as an outpatient at a Medicare -approved
Comprehensive Qutpatient Rehabilitation Facility (CORF). Usually, this means you
are getting treatment for an illness or accident, or you are recovering from a
major operation. (For more information about this type of facility, see Chapter
12, Definitions of important words.)

When you are getting any of these types of care, you have the right to keep getting
your covered services for that type of care for as long as the care is needed to diagnose
and treat your illness or injury. For more information on your covered s ervices,
including your share of the cost and any limitations to coverage that may apply, see
Chapter 4 of this booklet: Medical Benefits Chart (what is covered and what you pay)

When we decide it is time to stop covering any of the three types of care f or you, we are
required to tell you in advance. When your coverage for that care ends, we will stop

paying our share of the cost for your care.

If you think we are ending the coverage of your care too soon, you can appeal o ur
decision. This section tells you how to ask for an appeal.
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http://www.medicare.gov/MedicareComplaintForm/home.aspx
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http://www.php-fl.org/for-members
http://www.floridashine.org/

