2019 Summary of Benefits
The Health Plan SecureChoice - Option Il (PPO) (H8604, Plan 011)

The Health Plan SecureChoice (PPO) is a PPO plan with a Medicare contract. Enrollment in The
Health Plan SecureChoice (PPO) depends on contract renewal.

To join The Health Plan SecureChoice - Option Il (PPO), you must be entitled to Medicare Part A, be
enrolled in Medicare Part B, and live in our service area.

Our service area includes the following counties in Ohio: Belmont, Guernsey, Harrison, Jefferson,
Monroe, Muskingum, Noble, and Washington; and West Virginia: Barbour, Berkeley, Braxton, Brooke,
Cabell, Calhoun, Doddridge, Gilmer, Grant, Greenbrier, Hampshire, Hancock, Hardy, Harrison,
Jefferson, Lewis, Lincoln, Logan, Marion, Marshall, Mason, McDowell, Mercer, Mineral, Mingo,
Monongalia, Monroe, Morgan, Nicholas, Ohio, Pleasants, Pocahontas, Preston, Raleigh, Randolph,
Ritchie, Roane, Summers, Taylor, Tucker, Tyler, Upshur, Wayne, Webster, Wetzel, Wirt, Wood, and
Wyoming.

The benefit information provided is a summary of what we cover and what you pay. It does not list

every service that we cover or list every limitation or exclusion. To get a complete list of services we
cover, please request the “Evidence of Coverage” or access it online at healthplan.org/medicare.

The Health Plan SecureChoice - Option Il (PPO) has a network of doctors, hospitals, pharmacies, and
other providers. You may use providers that are not in our network However, if you use the providers in
our network, you may pay less for your covered services.

The formulary, pharmacy and/or provider network(s) may change at any time. You will receive
notfice when necessary.

You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our
website at healthplan.org/medicare.

You can see our plan’s provider directory at our website at findadoc.healthplan.org. You can see our
plan’s pharmacy directory at our website at healthplan.org/medicare.
If you want to know more about the coverage and costs of Original Medicare, look in your current

“Medicare & You" handbook. View it online at http://www.medicare.gov or get a copy by calling
1.800.MEDICARE (1.800.633.4227), 24 hours a day, 7 days a week. TTY users should call 1.877.486.2048.

The Health Plan SecureChoice - Option Il (PPO) covers Part D drugs. The Health Plan SecureChoice
— Option Il (PPO) covers Part B drugs such as chemotherapy and some drugs administered by your
provider.

Out-of-network/non-contracted providers are under no obligation to tfreat SecureChoice (PPO)
members, except in emergency situations. For a decision about whether we will cover an out-
of-network service, we encourage you or your provider to ask us for a pre-service organization
determination before you receive the service. Please call our customer service number or see your
Evidence of Coverage for more information, including the cost-sharing that applies to out-of-network
services.

This information is not a complete description of benefits. Contact the plan for more information.
Limitations, copayments and restrictions may apply. Benefits, premiums and/or copayments/co-
insurance may change on January 1 of each year.

For more information, please visit us at healthplan.org/medicare, or call us toll-free:

* Current members should call 1.877.847.7907 (TTY 711)
* Prospective members should call 1.877.847.7915 (TTY 711)

Hours of operation:
* October 1 to March 31, 8:00 a.m. to 8:00 p.m. Eastern, 7 days a week.
* April 1 to September 30, 8:00 a.m. to 8:00 p.m. Eastern, Monday through Friday.

This document is available in other formats such as Braille, large print or audio. For additional

information, call us at 1.877.847.7915. -
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THE HEALTH PLAN SECURECHOICE - OPTION Il (PPO) (H8604, PLAN 011)

Monthly Plan Premium $110 You must continue to
pay your Medicare
Part B premium.

Deductible $500 out-of-network deductible. Applies to all out-
of-network covered
services except

for emergency

care, urgently
needed services,

and emergency
ambulance transport.

Maximum Out-of- $6,700 for services you receive fromin- [The most you pay for

Pocket Responsibility network providers. $10,000 for services | copays, co-insurance,

(does not include Part | you receive from any provider. Your limit [ and other costs for

D prescription drugs) for services received from in-network medical services for

providers will count towards this limit. the year.

Inpatient Hospital In-network Out-of-network Our plan covers an

Coveragg . Days 1-5: 20% co-insurance | Ynlimifed ngmber of

(per admission) $250 copay per day per stay doys_for an inpatient
hospital stay.

Days 6 and beyond:
$0 copay

Outpatient Hospital In-network Out-of-network $0 copay for

Coverage $0-$250 copay 30% co-insurance | oPservation visits;
$0 copay for
colonoscopy; $250
copay for outpatient
surgeries.

Doctor Visits

*Primary Care Visit In-network Out-of-network

$0 copay $20 copay per visit
*Specialist Visit In-network Out-of-network Prior authorization is
$35 copay per visit | $45 copay per visit |r€quired for certain

specialist visits.
$0 copay for Medicare
covered vision exam
with
in-network providers.
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JANUARY 1, 2019 — DECEMBER 31, 2019

Services

$65 copay per visit

$65 copay per visit

Preventive Care In-network Out-of-network

(Medicare-covered) $0 copay 30% co-insurance

Emergency Care In-network Out-of-network If you are admitted

(worldwide) $90 copay per visit | $90 copay per visit to the hospital within
24 hours, you do not
have to pay your
share of the cost for
emergency care.
Covered emergency
services outside of the
U.S. have a $25,000
annual plan maximum.

Urgently Needed In-network Out-of-network If you are admitted to

the hospital within 24
hours, you do not have
to pay your share of
the cost for urgently
needed services.

Diagnostic Services Labs/Imaging

* Diagnostic Radiology
Service (such as
MRIs, CT scans)

In-network
$0-$200 copay

Out-of-network
30% co-insurance

In-network: $200

for CT Scans, MRI,
MRA, PET and SPECT
Scans; $0 copay

for all diagnostic
mammograms and
diagnostic bone
density exams.

* Lab Services In-network Out-of-network
$0 copay 30% co-insurance

* Diagnostic Tests and In-network Out-of-network
Procedures $0 copay 30% co-insurance

SUMMARY OF BENEFITS
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THE HEALTH PLAN SECURECHOICE - OPTION Il (PPO) (H8604, PLAN 011)

Diagnostic Services Labs/Imaging (continued)

* Outpatient X-rays

In-network
$0-$50 copay

Out-of-network
30% co-insurance

In-network a $50
copay will apply to
X-ray services. One
copay per date of
service.

A $0 copay will apply
to X-ray services

that are part of a
scheduled outpatient
surgery, ER visit, or
inpatient hospital stay.

* Therapeutic
Radiology Services
(such as radiation
treatment for cancer)

In-network
20% co-insurance

Out-of-network
30% co-insurance

Hearing Services

preventive: 2
exams, 2 cleanings,
one set of bitewing

X-rays

for preventive: 2
exams, 2 cleanings,
one set of bitewing

X-rays

*Medicare-covered In-network Ouvut-of-network Exam to diagnose
Exam $35 copay $45 copay and treat hearing and
balance issues.
Dental Services
*Medicare-covered In-network Out-of-network This does not include
Services $35 copay $45 copay services in connection
with care, freatment,
filling, removal, or
replacement of teeth.
¢ Routine Dental In-network Out-of-network Non-Medicare
Services $0 copay for 30% co-insurance covered routine dental

is provided through the
plan’s participating
providers. Please
contact the plan for
more details.
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Vision Services

JANUARY 1, 2019 — DECEMBER 31, 2019

Therapy Visit

* Medicare-covered In-network Out-of-network
exam to diagnose $0 copay $20-$45 copay
and treat conditions
of the eye (including
yearly glaucoma
screening)
* Medicare-covered In-network Out-of-network
Eyewear $0 copay 30% co-insurance
* Routine Eye Exam (for In-network Out-of-network Non-Medicare
up to 1 every year) $0 copay $45 copay covered routine vision
is provided through the
plan’s participating
providers. Please
contact the plan for
more details.
* Routine Eyewear In-network Out-of-network For plans with routine
$0 copay $15 copay eyewear coverage,
the plan coverage
limit for non-Medicare
covered/
routine eyewear:
$100 toward glasses
(lens and frames) or
contacts (including
fitting exam).
Mental Health Services
* Inpatient Services In-network Out-of-network
(per admission) Days 1-5: 20% co-insurance
$250 copay per day
Days 6-90:
$0 copay
e Outpatient Individual In-network Out-of-network
Therapy Visit $35 copay per $45 copay per
outpatient/ outpatient/
. individual or group | individual or group
* Outpatient Group therapy visit therapy visit

SUMMARY OF BENEFITS
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THE HEALTH PLAN SECURECHOICE - OPTION Il (PPO) (H8604, PLAN 011)

Skilled Nursing Facility In-network Out-of-network Our plan covers up to
Days 1-20: 20% co-insurance | 100 days in a skilled
$0 copay nursing facility.

Days 21-100

$150 copay per day

Physical Therapy In-network Out-of-network
$35 copay per visit | $45 copay per visit

Ambulance In-network Out-of-network Covered emergency
(worldwide) $200 copay $200 copay services outside of U.S.
have a $25,000 annual
plan maximum.
Cost-sharing applies to
each one way trip.

Air ambulance: Air ambulance:
20% co-insurance 20% co-insurance

Transportation (routine)
Not covered Not covered

Medicare Part B Drugs In-network Out-of-network
20% co-insurance 30% co-insurance

Foot Care (podiatry services)

*Medicare-covered In-network Out-of-network Foot exams and
Foot Exams and $35 copay per visit | $45 copay per visit ’rrgo’rmen’rs if you have
Treatment diabetes-related nerve
damage and/or meet
certain conditions.

* Routine Foot Care In-network Out-of-network Routine foot care
covered for up to 2

$35 copay per visit | $45 copay per visit | =~
visits every year.
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JANUARY 1, 2019 — DECEMBER 31, 2019

Medical Equipment Supplies

* Durable Medical
Equipment (e.g.,
wheelchairs, oxygen)

In-network
20% co-insurance

Ouvut-of-network
40% co-insurance

Durable medical
equipment must meet
certain criteria to

be covered. Please
contact the plan for
more details.

* Prosthetics (e.g.,
braces, artificial
limbs)

In-network
20% co-insurance

Out-of-network
40% co-insurance

Diabetes Supplies

* Diabetes Monitoring
Supplies

In-network
$7.50 copay

Out-of-network
40% co-insurance

For monitoring
supplies, coverage

is limited to LifeScan
preferred monitoring
devices and test strips.
Coverage is limited to
100 test strips for a 30-
day supply. Additional
quantity requires
coverage review.

* Medicare-Covered
Diabetes Self-
Management

In-network
$0 copay

Out-of-network
40% co-insurance

Diabetes self-
management training
is covered under
certain condifion.
Contact the plan for
details.

* Therapeutic Shoes or
Inserts

In-network
20% co-insurance

Out-of-network
40% co-insurance

Health/Wellness
Programs (e.g., fitness,
tobacco cessation,
etc.)

In-network
$0 copay

Ouvut-of-network
30% co-insurance

SilverSneakers is
the fitness program
covered by this plan.

Home Health

In-network
$0 copay

Out-of-network
30% co-insurance

Cardiac/Pulmonary
Rehabilitation Services

In-network
$0 copay

Ouvut-of-network
30% co-insurance

Chiropractic Services

In-network
$20 copay

Out-of-network
$45 copay

Covers only manual
manipulation of

the spine to correct
subluxation.

SUMMARY OF BENEFITS
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THE HEALTH PLAN SECURECHOICE - OPTION Il (PPO) (H8604, PLAN 011)

Prescription Coverage

Outpatient Prescription
Drugs

This plan provides Part D Rx coverage

Cost-sharing may
change depending
on the pharmacy you
choose and when you
enter another phase of
the Part D benefit.

For more information
on a pharmacy-
specific cost-sharing
and the phases of

the benefit, please
call us or access our
Evidence of Coverage
or formulary online

at healthplan.org/
medicare.

Cost Sharing

Deductible applies to
drugs in Tier 3, Tier 4,
and Tier 5 only.
Deductible $100

In the initial coverage
“phase,” you pay the
cost share amount
indicated until your
total yearly drug costs
reach $3,820. Total
yearly drug costs are
the total drug costs
paid by both you and
our Part D plan.

Initial Coverage $3,820
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Tier 1:

JANUARY 1, 2019 — DECEMBER 31, 2019

Cost-sharing may
differ relative to the

pharmacy’s status
as preferred or non-

preferred, mail-order,
Long Term Care (LTC)
or home infusion,

and if a 30- or 90-day
supply of prescription
medication is ordered.

For more information
please call us or

access our Evidence of
Coverage or formulary
online at healthplan.

org/medicare.

Preferred You pay:
Generic Preferred Retail
Pharmacy
Up to 30- $3
day supply
Up to 90- $9
day supply
Other Network
Retail Pharmacy
Up to 30- $13
day supply
Up to 90- $39
day supply
Mail Order
Pharmacy
Up to 90- $0
day supply
Tier 2:
Y :
Generic o5 el
Preferred Retail
Pharmacy
Up to 30-day $10
supply
Up to 90-day $30
supply
Other Network
Retail Pharmacy
Up to 30-day $20
supply
Up to 90-day $60
supply
Mail Order
Pharmacy
Up to 90-day $20
supply

SUMMARY OF BENEFITS |
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THE HEALTH PLAN SECURECHOICE - OPTION Il (PPO) (H8604, PLAN 011)

Tier 3:

Preferred Brand USIWRteRE
Preferred Retail
Pharmacy
Up to 30-day $35
supply
Up to 90-day $105
supply
Other Network
Retail Pharmacy
Up to 30-day $45
supply
Up to 90-day $135
supply
Mail Order
Pharmacy
Up to 90-day $70
supply
Tier 4: .
Non-Preferred Drug You pay:
Preferred Retail
Pharmacy
Up to 30-day $85
supply
Up to 90-day $255
supply
Other Network
Retail Pharmacy
Up to 30-day $95
supply
Up to 90-day $285
supply
Mail Order
Pharmacy
Up to 90-day $170
supply
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Tier 5:

Specialty

(Extended day supply
not available in this
Tier)

JANUARY 1, 2019 — DECEMBER 31, 2019

You pay:
Preferred Retail
Pharmacy
Up to 30- 31% of the cost
day supply
Up to 90- N/A
day supply
Other Network
Retail Pharmacy
Up to 30- 31% of the cost
day supply
Up to 90- N/A
day supply
Mail Order
Pharmacy
Up to 30- 31% of the cost
day supply

Coverage Gap

Most Medicare drug plans have a
coverage gap (also called the “donut
hole”). This means that there's a
temporary change in what you will pay
for your drugs. The coverage gap begins
after the total yearly drug cost (including
what our plan has paid and what you
have paid) reaches $3,820. After you
enter the coverage gap, you pay 25%
of the price for brand name drugs plus a
portion of the drug dispensing fee, and
37% of the price for generic drugs until
your costs total $5,100.

Catastrophic
Coverage

After your yearly out-of-pocket drug costs
(including drugs purchased through your
retail pharmacy and through mail order)
reach $5,100, you pay the greater of 5%
of the cost, or $3.40 copay for generic

(or a preferred multi-source drug) and a
$8.50 copayment for all other drugs.

SUMMARY OF BENEFITS
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Pre-Enroliment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits
and rules. If you have any questions, you can call and speak to a customer service
representative at 1.877.847.7915, TTY 711.

Understanding the Benefits

O Review the full list of benefits found in the Evidence of Coverage (EOC), especially for
those services that you routinely see a doctor. Visit healthplan.org/medicare or call
1.877.847.7915, TTY 711 to view a copy of the EOC.

O Review the provider directory (or ask your doctor) to make sure the doctors you see
now are in the network. If they are not listed, it means you will likely have to select a
new doctor.

O Review the pharmacy directory to make sure the pharmacy you use for any
prescription medicines is in the network. If the pharmacy is not listed, you will likely have
to select a new pharmacy for your prescriptions.

Understanding Important Rules

O In addition to your monthly plan premium, you must continue to pay your Medicare
Part B premium. This premium is normally faken out of your Social Security check each
month.

O Benefits, premiums and/or copayments/co-insurance may change on January 1, 2020.

O Our plan allows you to see providers outside of our network (non-contracted providers).
However, while we will pay for covered services provided by a non-contfracted
provider, the provider must agree to freat you. Except in an emergency or urgent
sifuations, non-contracted providers may deny care. In addition, you will pay a higher
co-pay for services received by non-contracted providers.

| SUMMARY OF BENEFITS



The
(HesitthPlan

Discrimination is Against the Law

The Health Plan complies with applicable Federal civil
rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. The
Health Plan does not exclude people or treat them
differently because of race, color, national origin, age,
disability, or sex. The Plan:

e 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)

e Provides free language services 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 The Health Plan
Customer Service Department.

If you believe that The Plan has failed to provide these
services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex,
you can file a grievance with: The Health Plan Appeals
Coordinator, 1110 Main Street, Wheeling, WV 26003,
Phone: 1.877.847.7907, TTY: 711, Fax
740.699.6163, Email: info@healthplan.org. You can
file a grievance in person or by mail, fax, or email. If
you need help filing a grievance The Health Plan
Customer Service Department is available to help you.
You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil 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 Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1.800.368.1019, 1.800.537.7697 (TDD).

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

ATTENTION: If you speak English, language
assistance services, free of charge, are available
to you. Call 1-877-847-7907 (TTY: 711).

ATENCION: Si habla espafiol, tiene a su
disposicion servicios gratuitos de
asistencia linguistica. Llame al 1-877-
847-7907 (TTY: 711).

AR REHERER TS LA DRSS
BhARAFS - $550EE 1-877- 847-7907 (TTY : 711)

ATTENTION: Si vous parlez francais, des
services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-877-
847-7907 (ATS: 711).

CHU Y: Néu ban noi Tiéng Viét, c6 cac dich vy h
tro ngén ngir mién phi danh cho ban. Goi s6 1-
877-847-7907 (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-877-847-7907 (TTY: 711).

FO: S =0E AZotAE B2, 20 K&
NHIAE 282 016t == AsLICH 1-877-
847-7907 (TTY: 711).812 2 H3lofl FAAIL.

BHUMAHMWE: Ecnn Bbl roBopuTte Ha
PYyCCKOM A3blKe, TO BaM AOCTYMHbI
6ecnnaTHble ycayru nepesoga. 3soHute 1-

877-847-7907 (tenetain: 711).
Sl il g5 A gall) sae Lall ciladd (d GAalll SO Caaati i€ 1)) ik pale
(711 2S5 paall Ciila 8 5) 7907-847-877-1 e dosil_nally

e & Ay e fEEY Arera € A sk o o # s g
AT IqAey &1 1-877-847-7907 (TTY: 711) U &I H3|

ATTENZIONE: In caso la lingua parlata sia
I'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il
numero 1-877-847-7907 (TTY: 711).

ATENCAO: Se fala portugués, encontram-se
disponiveis servicos linguisticos, gratis. Ligue para 1-
877-847-7907 (TTY: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd
pou lang ki disponib gratis pou ou. Rele 1-877-847-
7907 (TTY: 711).

UWAGA: Jezeli moéwisz po polsku, mozesz
skorzysta¢ z bezptatnej pomocy
jezykowej. Zadzwon pod numer 1-877-
847-7907 (TTY: 711).

AEPE: AABEHESNIBE. FHOSEREETH
AW Ed, 1-877-847-7907 (TTY: 711) £T. &
BECTIEBCEEL,

Wann du Deitsch (Pennsylvania German / Dutch)
schwetzscht, kannscht du mitaus Koschte ebber
gricke, ass dihr helft mit die englisch Schprooch.
Ruf selli Nummer uff: Call 1-877-847-7907 (TTY:
711).

AANDACHT: Als u nederlands spreekt,
kunt u gratis gebruikmaken van de
taalkundige diensten. Bel 1-877-847-
7907 (TTY: 711).

ATENTIE: Daca vorbiti limba romans, va stau la
dispozitie servicii de asistents lingvistica, gratuit.
Sunati la 1-877-847-7907 (TTY: 711).

YBATA! AKWwo0 BM po3moBAsETe YKPaAiHCbKOIO MOBOIO, BU
MOKeTe 3BEPHYTUCA A0 HE3KOLWTOBHOI C/NYKO6U MOBHOI
niatpumen. Tenedonyite 3a Homepom 1-877-847-7907
(renetann: 711).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-877-847-7907 (TTY: 711).



This page intentionally left blank.



This page intentionally left blank.



Th

HealthPlan

HEALTHPLAN.ORG

1110 Main Street, Wheeling, WV 26003 | 1.800.624.6961





