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Your Medicare Health Benefits and Services and Prescription Drug Coverage
as a Member ofState of Oklahoma Group Retirees (HMO)

This bookletgives you the details about your Medicare heedtleand prescription drug
coverage from JanuaryilDecember 312019 It explains how to getoverage fothe health
careservicesand prescription drugsoy needThis is an important legal document. Please
keep it in a safe place.

This plan,State of Oklahoma Group Retirees (HM@)offered byGlobalHealth, Inc(When
thisEvidence of Coverageaysh we , 0 A us, 0 dlobalHealthy Inc®hen it sayme a n s
Apl ano or 0o Brate of Dkdahoma Group Retireea (H&IO)

GlobalHealth is an HMO plan with a Medicare contract. Enrollment in GlobalHealth depends on
contract renewal.

Please contact our Customer Care numbgtQs) 2805555(local) or 1-844-280-5555(toll-
free)for additional information(TTY users should call 7115ours are8:00 am to 8:00 pm,
seven days a week, from Octobédr March 31 and 8:00 am to 8:00 pm Mondayriday from
April 17 September 30

Customer Care has free language interpreter services availabtenglish speakers (phone
numbers are printed on the back cover of this booklet.)

This information is also available in large print.
Benefits, premium, deductible, and/or copayments/coinsurance may change on Jazne@y 1,

The formulary, pharmaayetwork, and/or provider network may change at any time. You will
receive notice when necessary.
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SECTION 1 Introduction

Section 1.1 You are enrolled in State of Oklahoma Group Retirees (HMO),
which is a Medicare HMO

You are covered by Medicare, and you have chosen to get your Medicare health care and your
prescription drug coverage through our platate of Oklahom&roup Retirees (HMO)

There are different types of Medicare health pl&tate of Oklahoma Group RetirggdVO)
is a Medicare Advantage HMO Plan (HMO stands for Health Maintenance Organization)
approved by Medicare and run by a private company

Section 1.2 What is the Evidence of Coverage booklet about?

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

The word fAcoverageo and fAcovered sadthe ceso r e
prescription drugsavailable to you as a memberState of Oklahoma Group Retirees (HMO)

It 6s i mporttoanlte aroor whoaut t he plands rules are a
We encourage you to set aside some time to look througBttidence of Coverageooklet.

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

Section 1.3 Legal information about the Evidence of Coverage

|l tés part of our contract with you

This Evidence of Coverage part of our contract with you about h&tate ofOklahoma Group

Retirees (HMOXovers your care. Other parts of this contract include your enroliment form, the

List of Covered Drugs (Formularyand any notices you receive fromalmut changes to your

coverage or conditions that affect your coverage $he not i ces ar e someti me
Aamendments. 0O

The contract is in effect for months in which you are enroll€state of Oklahoma Group
Retirees (HMO)etween January 2019and December 32019

Each calendar year, Medicare allows us to make changes to the plans that we offer. This means
we can change the costs and benefitState of Oklahoma Group Retirees (HM#der

December 312019 We can also choose to stop offering the plan, or to wfierl different

service area, after December 3019
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Medicare must approve our plan each year

Medicare (the Centers for Medicare & Medicaid Services) must apftave of Oklahoma
Group Retirees (HMOgach year. You can continue to get Medicare ageras a member of
ourplan as long as we choose to continue to offer the plaMaddarerenews its approval of
the plan.

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

Section 2.1 Your eligibility requirements

You are eligible for membership our plan as long as:
1 You have both Medicare Part A and Medicare Pgi$&:tion 2.2 tells you about
Medicare Part A and Medicare Part B)

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

-- and-- you are a United States citizen or are lawfully present in the United States

1 --and-- you do not have En8tage Renal Disease (ESRD), with limited exceptions,
such as if you develop ESRD when you are already a member of a plan that we offer, or
you werea member of a different plan that was terminated.

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

When youfirst signed up for Medicare, you received information alvcht services are
covered undekedicare Part A and Medicare Part B. Remember:

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

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

Section 2.3 Here is the plan service area for State of Oklahoma Group
Retirees (HMO)

Although Medicare is a Federal prograstate of Oklahoma Group Retirg@gfVO) is available
only to individuals who live in our plan service area. To remain a member of ouyplamust
continue to reside in the plan service area. The service area is debetied

Our service area includes these counties in Oklahoma:



Adair Creek Kingfisher Noble Pottawatomie
Alfalfa Dewey Kiowa Nowata Pushmataha
Blaine Garfield Lincoln Okfuskee Rogers
Caddo Garvin Logan Oklahoma Seminole
Canadian Grady Major Okmulgee Tillman
Cherokee Grant Mayes Osage Tulsa
Cleveland Haskell McClain Pawnee Wagoner
Cotton Hughes Mclintosh Pittsburg Woods

Craig Jefferson Muskogee Pontotoc

If you plan to move out of the service area, please co@tzstomer Caréphone numberare
printed on the backover of this booklet)When you move, you will have a Special Enroliment
Period that will allow youo 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 contatdrmation for SociaBecurity in Chapter 2, Secti@n

Section 2.4 U.S. Citizen or Lawful Presence

A member of a Medicare health plan must be a U.S. citizen or lawfully present in the United
StatesMedicare (the Centers for Medicare & Medic&ervices)will notify State of Oklahoma
Group Retirees (HMOif you are not eligible to remain a member on this b&tate of
Oklahoma Group Retirees (HM@just disenroll you if you do not meet this requirement.

SECTION 3 What other materials will you get from us?

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

prescription drugs

While you are a member of our plan, you must use gember ID cardor our plan whenever
you get any services covered by this plan and for preserigtugs you get at network
pharmaciesYou should also show the provider your Medicaid cdrdpplicableHe r e 6 s a
samplemember ID cardo show you what yours will look like:

Sample front and back:
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g ™
R B Dy LA LSS M 4 M e & Ma™ PP PH-E B
Health o GlobalHealth (Health)
'\IL‘ d.““i “’I\ Customer Care: 1-844-280-5555 (TTY: 711)
N e Address: P.O. Box 1747. Oklahoma City. OK 73101-1747
RX BIN: 004336
RX PCN: MEDDADV CVS Caremark (Pharmacy)
Issuer: 47303 RX GRP: HMOMAPD Customer Service: 1-866-494-3927 (TTYZ711)
PBP: Address: P.CO. Box 52066 Phoenix, AZ 85072-2066
Member ID:
. Beacon Health Options (Behavioral Health)
Member Name:, Customer Service: 1- B8B_434-9202 (TTY:711) @ beacon
PCP Name: Address: P.O. Box 1850 Hicksville, NY 11802-1850
PCP Phone:
Copaymens ¥ CVS caremark
PCP SPEC ER H3706- )
$50 $50 $50 Effective: 42522 www.GlobalHealth.com/medicare
— N S

As long as you are a member of our plamostcasesyou mustnot use yournew red, white,
and blue Medicare cardto get covered medical services (with the exception of routine clinical
research studies and hospice servicési may be asked to show your new Medicare card if
you need hospital senas.Keep youmewred, white, and blue Medicare card in a safe place in
case you need it later.

Heredbs why t hi Hyougetcoveredisenviges using ymewred, white, and
blue Medicare card instead of using y&tate of Oklahoma Group Rees (HMO)member ID
cardwhile you are a plan member, you may have to pay the full cost yourself.

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

Section 3.2 The Provider & Pharmacy Directory: Your guide to all
providers and pharmaciesi n t he pl ands networKk

TheProvider & Pharmacy Directoryists our network providerand durable medical equipment
suppliers

What are Anetwork providerso?

Network providers are the doctors and other health care professionals, medical giavgisie
medical equipment supplietspspitals, and other health care facilities that have an agreement
with us to accept ourgyment and any plan cesharing as payment in full. We have arranged
for these providers to deliver covered services to members in ouiTplamostrecentist of
providersandsuppliersis availableon our websiteat www.GlobalHealth.com/medicare

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 yowstuse network providers to get your medical care and
services. The only exceptions are emergencies, urgently needed services when the network is not
available (generally, when you are out of the area}pbarea dialysis services, and cases in

which Stateof Oklahoma Group Retire€slMO) authorizes use of outf-network providers
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SeeChapter@si ng the plands cove)famaespesiic your med.i

information about emergency, eof-network, and ouf-area coverage.

| f you dorrcapy of theRrovaler § Bharmacy Directoryyou can request a copy from
Customer Caréphone numbers are printed on the back cover of this booXlmt) may ask
Customer Caréor more information about our network providers, including their qualifications
You can also see tirovider & Pharmacy Directorat www.GlobalHealth.com/medicarer
download it from this website. Both Customer Care and the website can give you theteest up
date information abdichanges in our netwogkoviders.

What are Anetwork pharmaci eso?

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

Why do you need to know about network pharmacies?

You can use thBrovider & Pharmacy Directoryo find the network pharmacy you want to use.
There are changes tair network of pharmacies for next yeAn updatedProvider & Pharmacy
Directoryis located on our website atvw.GlobalHealth.com/medicar¥ou may also call
Customer Caréor updated provider information or to ask us to mail y®ravider & Pharmacy
Directory. Please review th&019 Provider & Pharmacy Directoryo see which pharmacies
are in our network.

TheProvider & Pharmacy Directoryvill also tell you which of the pharmacies in our network
have preferred costharing, which may be lower than the standard-sbating offered by other
network pharmacies for some drugs.

| f you doRravitder &RharmacytDirextoryyou can get a copy fro@ustomer Care
(phone numbers are printed on the back cover of this booklet). At any time, you can call
Customer Care get upto-date information about changes in the pharmatyori. You can

also find this information on our websitevatvw.GlobalHealth.com/medare Both Customer
Care and the website can give you the modbegate information about changes in our network
pharmacies

Section 3.3 The planés List @Férm@Bawer ed Drugs

The plan has hist of Covered Drugs (Formulary) We c al | it the ADrug
which Part D prescription drugs are coveveder the Part D benefit includedState of

Oklahoma Group Retire¢slMO). The drugs on this list are selected by the plan with the help of
a team of doctors amgharmacists. The list must meet requirements set by Medicare. Medicare
has approved thgtate of Oklahoma Group Retirg@fMO) Drug List.

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

Li


file://///mercury/globalhealth/Medicare%20Advantage/CY2018%20Marketing%20Materials/www.GlobalHealth.com/medicare
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We will send you a copy d@he Drug List.To get the most complete and current information
about which drugs are covered, you can vVvisit
(www.GlobalHealth.com/medicayer callCustomer Caréhone numbers are printed on the

back cover of this booklet).

Section 3.4 The Part D Explanation of Benefits ( t hRart Bl E O B 0Reports
with a summary of payments made for your Part D prescription
drugs

When you use youPart Dprescription drug benefits, we will send yoauanmaryreport to help
you understand and keep track of payments for aut Dprescription drugs. This sumary
report is called th@art D Explanation of Benefits o r ParthD& O 0 ) .

ThePart D Explanation of Benefitiells you the total amount ypar others on your behatiave
spent on youPart Dprescription drugs and the total amount we have paiddon of youPart

D prescription drugs during the month. ChapteYwhat you pay for your Part D prescription
drugs gives more information about tiRart D Explanation of Benefitand how it can help you
keep track of your drug coverage.

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

SECTION 4 Your monthly premium for State of Oklahoma Group
Retirees (HMO)

Section 4.1 How much is your plan premium?

As a member of our plan, you pay a monthly plan premium. F@,20& monthly premium for
State of Oklahoma Group Retirees (HM©®$192 In addition, you must continue to pay your
Medicare Part B premium (unless your Ragremium is paid for you by Medicaid or another
third party).

Your coverage is provided through a contract with your current employer or former employer or
uni on. Pl ease contact the employerds or union
plan premium.

In some situations, your plan premium could be less
The AExtra Hel pd program helps people with 1
Section 7 tells more about this program. If you qualify, enrolling in the program might lower

your monthly plan premium.

If you are already enrollednd getting help from one of these prograthe information about
premiums in this Evidence of Coveragmay not apply to you.We sent you a separate insert,
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called the nEvVIi de nReepleWwho GEtdxtira iHetp PayingXor Brescriptibro r
Drugso (also known as the fALow I ncome Subsidy
about your drug coverage. |l f you dondét have t
ALI S Ri denumbers forChstomer Care are printed on the back cover of this booklet.)

In some situations, your plan premium could be more

I n some situations, your plan premium could b
4 . Mhis situatiedmwis described b

1 Some members are required to pd3eat Dlate enrollment penaltybecause they did
not join a Medicare drug plan when they first became eligible or because they had a
continuous period of 63 days or mome when
drug cover age. stlefd@Qg ceverage expecteddo payeoa average, at
|l east as much as Medi car e 03Fostheserménabers, theg r e s ¢
PartDl at e enroll ment penalty i s adrmunto the
amount will be the monthly plan premiystus the amount of thekart Dlate enrolliment
penalty.

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

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

SECTION 5 Do you have to pay the Part D i
penal tyo?
Section 5.1 What is the Part D idl ate enrol lfment

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

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

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

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

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

penalty for as long as you have Part D coverage.

The Part D late enroliment penalty is added to your monthly premium. When you first enroll in
State of Oklahoma Group Retirees (HMO), we let you know the amount of the penalty.
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Your Part D la¢ enrollment penalty is considered part of your plan premium. If you do not pay
your Part D late enrollment penalty, you could lose your prescription drug benefits for failure to
pay your plan premium.

Section 5.2 How much is the Part D late enroliment penalty?

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

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 youodlid n
have creditable prescription drug coverage, if the break in coverage was 63 days or more.
The penalty is 1% for every month that you
example, if you go 14 months without coverage, the penalty will be 14%.

1 Then Medicae determines the amount of the average monthly premium for Medicare
drug plans in the nation from the previous y&ar. 2018 this average premium amount
was $5.02 This amount may change for 2019

1 To calculate your monthly penaltyou multiply the pealty percentage and the average
monthly premium and then round it to the nearest 10 cents. In the example here it would
be 14% times 35.02,which equals .90 This rounds to 4.90. This amount would be
addedo the monthly premium for someone with aPart D late enrollment penalty.

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

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

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

1 Third, if you areunder65 andcurrently receiving Medicare benefits, thart Dlate
enrollment penalty will reset when you turn 65. After age 65, ffaut Dlate enrollment
penalty will be based only on the months t
enrollment period foaging into Medicare.

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

Even if you have delayed enrolling in a plan offering Medicare Part D coverage whemnrgou
first eligible, sometimes you do not have to payRaetD late enrollment penalty.
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You will not have to pay a penalty for late enrollment if you are in any of these situations:

1 If you already have prescription drug cover#ug is expected to pay, on average, at
|l east as much as Me thidugacovergesMedidare catisahisd pr es c
ficreditable drug coverage Blease note

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

A Pleaseat e : I f you receive a Acertificat
your health coverage ends, it may not mean your prescription drug
coverage was creditable. The notice

prescription drug coverage that expectedto payasimu as Me di car e ¢
standard prescription drug plan pays.

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

o For additional information about creditable coverage, pleadeitoyour
Medicare & Yow019Handbook or call Medicare at800-MEDICARE (1-800-
6334227). TTY users call-B77-486-2048. You can call these numbers for free,
24 hours a day, 7 days a week.

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

T I'f you are recefvomgMé&Extame Hel p

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

If you disagree about youdrart Dlate enroliment penalty, you or your representat&n ask for

a review of the decision about your late enrollment penalty. Generally, you must request this
reviewwithin 60 daysfrom the date on thirst letter you receive stating you have to pay a late
enrollment penaltyif you were paying a penaltyefore joining our plan, you may not have
another chance to request a review of that late enroliment pedalkCustomer Car& find

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

Important: Do not stop paying your Part D | ate enro
review of the decision about your late enroliment penalty. If you do, you could be disenrolled for
failure to pay your plan premiums.
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SECTION 6 Do you have to pay an extra Part D amount because
of your income?

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

Most people pay a standard monthly Part D premium. However, some people pay an extra
amount because of their yearly incortiegour income is$85,0000r alove for an individual (or
married individuals filing separately) 8470,0000r above for married couples, you must pay an
extra amount directly to the government for your Medi¢tag D coverage.

If you have to pay an extra amount, Social Security, aot Wedicare plan, will send you a

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

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

Management benefit checko matter how qu usually pay your plan premiummless your

mont hly benef it thesxtradamouatovwetd f hyoor cbeerefit chec
to cover the extra amouyntou will get a bill from MedicareYou must pay the extra amount

to the government.lt cannot be paid with your monthly plan premium.

Section 6.2 How much is the extra Part D amount?

If your modified adjusted gross income (MAGI) as reported on your IRS tax return is above a
certain amount, you will pay an extra amount in addition to your monthly plan prefaum.
more information on the extra amount you may have to pay based on gooneinvisit
https://www.medicare.gov/pad/costs/premiums/dryglanpremiums.html

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

If youdisagree about paying an extra amount because of your income, you can ask Social
Security to review the decision. To find out more about how to do this, contact Social Security at
1-800-772-1213 (TTY :800-325-0778).

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

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


https://www.medicare.gov/part-d/costs/premiums/drug-plan-premiums.html

2019 Evidence of Coverage for State of Oklahoma Group Retirees (HMO) 16
Chapter 1. Getting started as a member

SECTION 7 More information about your monthly premium

Many members are required to pay other Medicare premiums

In addition to paying the monthly plan premiumamy members are required to pay other

Medicare premiumsAs explained in Section 2 above, in order to be eligible for our plan, you

must be entitled to Medicare Part A and enrolled in Medicare Part B. For that reason, some plan
members (those who afreePadA)pay b premiuimfoeMedreaRart pr e mi u
A and most plan members pay a premium for Medicare Part B.

Some people pay an extra amount for Part D because of their yearly income. This is known as
Income Related Monthly Adjustment Amounts, also known as IRMAA. If your income is
greater than 86,000 foran individual (or married individuals filing separately)gveater than
$170,0000r married couplesjou must pay an extra amount directly to the government

(not the Medicare plan)for your Medicare Part D coverage.

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

1 If you have to pay an extra amount, Social Secuniby,your Medicare plan, will send
you a letter telling you wat that extra amount will be.

1 For more information about Part D premiums based on income,Gjostoterl,
Section6 of this booklet.You can also visihttps://www.medicare.gown theWeb or call
1-800-MEDICARE (1-8006334227),24 hours a day, 7 days a we&R'Y users should
call 1-877-486-2048.0r you may calSocial Security at-B00-7721213. TTY users
should call 3800-325-0778.

Your copy ofMedicare & You2019 gives informatiorabout theMedicarepremiums in the

secti orOleMeldliecdarie Cost s. 0 Mé&dicareParieBangl PaatDns how t h
premiuns differ for people with different incomes. Everyone with Medicare receives a copy of
Medicare & Youweach year in the fall. Those new to Medicare receive it within a month after first
signing up. You can also download a copyedicare & Yow019from the Medicaravebsite
(https://www.medicare.ggvOr, you can order a printed copy by phone-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users «&ll/4486-2048.

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

State of Oklaoma Group RetiredgiMO) plan members must pay their plan premium through
the retirement system. Please contact EGID at (4058780 (local) or 1800-752-9475 (tol}
free) with any questions.

If you decide to change the way you pay your premium, it&@iee ap to three months for your
new payment method to take effect. While we are processing your request for a new payment
method, you are responsible for making sure that your plan premium is paid on time.


https://www.medicare.gov/
https://www.medicare.gov/
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Option 1: You can have the plan premium taken out of your monthly Social
Security check

You can haveheplan premiuntaken out of your monthly Social Security cheCeontacte GID
for more information on how to pay yopllan premiunthis way. We will be happy to help you
set this up.

What to do if you are having trouble paying your plan premium

Your plan premiumis due in our office by the 5th day of the moritiwe have not received your
penaltypaymentby the5th, we will send you a notice telling you that your plan membership will
end if we do not receive yopremiumwithin 2 calendar monthgf you are required to pay a

Part Dlate enrollmenpenalty you must pay the penalty to keep your prescription drug
coverage

If you are having trouble paying yoplan premiunon time, please contact Customer Care to
see if we can direct you to programs that will help with ydan premium(Phone numbers for
Customer Carare printed on the back cover of this booklet.)

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

No.We are notallowedtohange t he amount we charge for t he
during the yearlf the monthly plan premium changes for next year we will tell you in September
and the change will take effect on January 1.

However, insome cases part of the premium that you have to pay can change during the year.

This happens if you become eligible for the 0
for the AExtra Hel pd program durHlHelgp d hwi tyle atrh e
prescription drug costs, the AExtra Helpo pro

premium.A member who loses their eligibility during the year will need to start paying their full
monthly premium. You can find out more abdute i E x t prograniie Chppder 2,
Section?.

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

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

The doctor s, hospital s, phar maci sts, and ot he
correct information about yorhese network provders use yourcoveragerecord to know
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what services and drugs are covered and the cesharing 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 tyourname, your address, or your phone number

Changes in any other health insurance coverage you have (such as from your employer,
your spouseod6s employer, workersd compensat

If you have any liability claims, such as claims from an automobd&lant
If you have been admitted to a nursing home
If you receive care in an cwoff-area or oubf-network hospital or emergency room

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

= =4 4 -4 -

If you are participating in a clinical research study

If any of this information changes, please let us know by calling Customerpgarme(numbers
are printed on the back cover of this boagklet

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

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

Medicare requires that we collect information from you about any other medical or drug
insuranceeaver age that you have. Thatodés because we
have with your benefits under our pléRor more information about how our coverage works

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

Once each year, we Isend you a letter that lists any other medical or drug insurance coverage
that we know about. Please read over this inf
do anything. If the information is incorrect, or if you have other coveragastimot listed, please

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

SECTION 9 We protect the privacy of your personal health
information

Section 9.1 We make sure that your health information is protected

Federal and state laws protect the privacy of your medical records and personal health
information. We protect your personal health information as required by these laws.
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For more information about how we protect your personal health information, geé&se
Chapter 8, Section 1.4 of this booklet.

SECTION 10 How other insurance works with our plan

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

When you have other insurance (like employer group health coverage), there are rules set by
Medicare that decide whether our plan or your other insurance pays first. The insurance that pays
first is called the Aprimary payero and pays
second, called the fAsecooodtaleftyuncovergddytheprimarg| y p a
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.

If your group healthplancoverge i s based on your or a f ami
employment, who payfirst depends on your age, thember of people employed by

your employer, and whether you have Medicare based on age, disability,-&tdgyel

Renal Disease (ESRD):

o | f youo raaddsablédand yéusor your family member is still working,
your group healttplan pays first if the employer has 100 or more employees or at
least one employer in a multiple employer ptlaathas more than 100 employees.

ol f youbr e oV e rspduseisatil dorkingyaur gomup healtplan
pays first if the employer has 20 or more employees or at least one employer in a
multiple employer plathathas more than 20 employees.

1 If you have Medicare because of ESRD, your group health plan wifinsafor 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 lenefits

T Workersd compensation

Medicaid and TRICARE never pay first for Medicaravered 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 pharmagu Hhave questions about
who pays first, or you need to update your other insurancemiation, caliCustomer Care
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(phone numberare printed on the badover of this booklet)You may need to give your plan
member ID number to your other insurers (oypoe have confirmed their identity) so your bills
are paid correctly and on time.
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SECTION 1 State of Oklahoma Group Retirees (HMO) contacts
(how to contact us, including how to reach Customer Care
at the plan)

How t o cont acQustamerCarel anoé s

For assistance with claims, billing, or member card questions, please call or \Bitit¢et@f
Oklahoma Group Retire€siMO) Customer Care. We Wbe happy to help you.

Method Customer Carei Contact Information

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

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

Customer Caralso has free language interpreter services available
nonEnglish speakers.
TTY 711

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

Calls to this number arfeece We are availabl&:00 amto 8:00 pm
seven days week, from Octoberil March 31 and 8:00 anto 8:00
pm Mondayi Fridayfrom April 17 September 30

FAX (405) 2862960

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

Oklahoma City, OK 731061747

MedicareAnswers@globalhealth.com

WEBSITE www.GlobalHealth.com/medicare

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

A coverage decision is a decision we make about your benefits and coverage or about the
amount we will pay for your medical servic€®r more information on asking for coverage


mailto:MedicareAnswers@globalhealth.com
file://///mercury/globalhealth/Medicare%20Advantage/CY2018%20Marketing%20Materials/www.GlobalHealth.com/medicare
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decisions about your medical care, see Chaptéfita{ to do if you have aroblem or
complaint (coverage decisions, appeals, complgints

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

Method Coverage Decisions For Medical Caré Contact Information
CALL (405) 2805555 (local) or 4844-280-5555 (tol-free)

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

Customer Caralso has free language interpreter services availab
for nonEnglish speakers.
TTY 711

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

Calls to this number arfeece We are availabl8:00 amto 8:00 pm
seven days week, from Octoberil March 31 and 8:00 anto 8:00
pm Mondayi Fridayfrom April 17 September 30

FAX (405) 2802960
WRITE GlobalHealth, Inc.

Attn: Customer Care

P.O. Box 1747

Oklahoma City, OK7310%1747
WEBSITE www.GlobalHealth.com/medicare

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 cdaipt (coverage decisions, appeals, complghts


file://///mercury/globalhealth/Medicare%20Advantage/CY2018%20Marketing%20Materials/www.GlobalHealth.com/medicare
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Method Appeals For Medical Carei Contact Information

CALL (405) 28065555 (local) or 4844-280-5555 (tollree)

Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm
seven daya week, from Octoberil March 31 and 8:00 anto 8:00
pm Mondayi Fridayfrom April 17 September 30

Customer Caralso has free language interpreter services availak
for nonEnglish speakers.
TTY 711

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

Calls to this number afeee We are availabl8:00 amto 8:00 pm
seven daya week, from Octoberil March 31 and 8:00 anto 8:00
pm Mondayi Fridayfrom April 17 September 30

FAX (405) 2862960
WRITE GlobalHealth, Inc.

Attn: Customer Care

P.O. Box 1747

Oklahoma City, OK 73101747
WEBSITE www.GlobalHealth.com/medicare

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( | f your probl em i srpayment youshdule logklbtéghe 6 s cov el
section above about making an appdaby) more information on making a complaint about

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

decisions, appeals, complaijjts

Method Complaints About Medical Carei Contact Information
CALL (405) 2805555 (local) or 1844-280-5555 (tolHree)
Calls tothesenumbes arefree We are availabl8:00 amto 8:00 pm

seven daya week, from Octoberil March 33 and 8:00 ano 8:00
pm Mondayi Fridayfrom April 1 7 September 30


file://///mercury/globalhealth/Medicare%20Advantage/CY2018%20Marketing%20Materials/www.GlobalHealth.com/medicare
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Method Complaints About Medical Carei Contact Information

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

TTY 711

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

Calls to this number afeee We are availabl8:00 amto 8:00 pm
seven daya week, from Octoberil March 31 and 8:00 anto 8:00
pm Mondayi Fridayfrom April 1 7 September 30

FAX (405) 2802960
WRITE GlobalHealth, Inc.
Attn: CustomeCare
P.O. Box 1747
Oklahoma City, OK 73101747
MEDICARE You can submit a complaint abdsitate of Oklahoma Group Retiret
WEBSITE (HMO) directly to Medicare. To submit an online complaint to

Medicare go to
https://www.medicare.gov/MedicareComplaintForm/home.aspx

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

A coverage decision is a decision we make about your benefits and coverage or about the
amount we will pay for your prescription druggvered under the Part D benefit included in
your plan.For more information on asking for coverage decisiabout your Part D
prescription drugs, see ChapteM3Hhat to do if you have a problem or complaint (coverage
decisions, appeals, complaihts

Method Coverage Decision for Part D Prescription Drugsi
Contact Information
CALL 1-866-494-3927

Calls tothis number are free. We are available 24 hours a day, s¢
days a week.

TTY 711


https://www.medicare.gov/MedicareComplaintForm/home.aspx
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Method Coverage Decision for Part D Prescription Drugsi
Contact Information

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

Calls to this number are free. We are availablé@4rs a day, seven

days a week.
FAX 1-855-633-7673
WRITE CVS Caremark

Part D Services Appeals and Exceptions
Department MC 109

P.O. Box 52000

Phoenix, AZ 85072000

WEBSITE www.GlobalHealth.com/medicare

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\\hat to do if you have a problem or qaaint (coverage decisions, appeals,
complaintg).

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

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

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

days a week.
FAX 1-855-633-7673
WRITE CVS Caremark

Part D Services Appeals abBtceptions
Department MC 109
P.O. Box 52000
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Method Appeals for Part D Prescription Drugsi Contact Information
Phoenix, AZ 850722000
WEBSITE www.GlobalHealth.com/medicare

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

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

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

di sputes. (I f your problem is about the pland
section above about making an appdaby) more information on making a complaint about

your Part D prescription drugse Chapter QWhat to do if you have a problem or complaint

(coverage decisions, appeals, complgnts

Method Complaints about Part D prescription drugsi
Contact Information

CALL 1-866-494-3927
Calls to this number are free. We are available 24 hoday,aseven
days a week.

TTY 711

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

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

days a week.
FAX 1-855633 7673
WRITE CVS Caremark

Medicare Part D Grievance Department
P.O. Box 30016
Pittsburgh, PA 1522P330

MEDICARE You can submit a complaint abdsitate of Oklahoma Group Retire¢

WEBSITE (HMO) directlyto Medicare. To submit an online complaint to
Medicare go to
https://www.medicare.gov/MedicareCpiaintForm/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 adrug you have received

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

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

Method Payment Request$ Contact Information
CALL Medical Claims: (405) 286555 (local) or 1844-280-5555 (toltree)

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

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

Part D Prescription Drug Claims:866-494-3927

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

TTY 711

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

Calls to this number arfece We are availabl&:00 amto 8:00 pm
seven days week, from Octoberil March 31 and 8:00 anto 8:00
pm Mondayi Fridayfrom April 17 September 30

FAX Medical Claims: (405) 28@960

Part D Prescription Drug dfas: 1-:8556337673

WRITE Medical Claims:
GlobalHealth, Inc.
Attn: Customer Care
P.O. Box 1747
Oklahoma City, OK 731061747
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Method Payment Request$ Contact Information

Part D Prescription Drug Claims:
CVS Caremark

P.O. Box 52066

Phoenix, AZ 85072066

WEBSITE www.GlobalHealth.com/medicare

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

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

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

(someti mes called ACMSO0). This agency contrac
including us.

Method Medicare i Contact Information

CALL 1-800-MEDICARE, or :800-6334227

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 thisnumber are free.

WEBSITE https://www.medicare.gov

This is the official governmentebsite for Medicarelt gives you up

to-date information about Medicare acuirent Medicare issues. It als

has information about hospitals, nursing homes, physicians, home

health agencies, and dialysis facilities. It includes booklets you car

print directly from your computer. You can also find Medicare cont:

in your state.

The Medicaravebsite also has detailed information about your

Medicare eligibility and enrollment options with the following tools:
1 Medicare Eligibility Tool: Provides Medicare eligibility status

information.
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Method Medicarei Contact Information

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

You can also use theebsite to tell Medicare about any complaints y
have abouState of Oklahoma Group Retirees (HMO)

1 Tell Medicare about your complaint: You can submit a
complaint abouState of Oklahoma Group Retirees (HMO)
directly to Medicare. Toubmit a complaint to Medicare, go tc
https://www.medicare.gov/MedicareComplaintForm/home.a
Medicare takes your complaints seriously and will use this
information to help improve the quality of the Medicare
program.

I f you dondét have a computer,
able to help you visit thisebsite using its computer. Gou can call
Medicare and tell them what information you are looking for. They
find the information on thevebsite, print it out, and send it to you.
(You can call Medicare d800-MEDICARE (1-800-633-4227), 24
hours a day, 7 days a week. TTY usshsuld call 1877-486-2048.)

SECTION 3 State Health Insurance Assistance Program
(free help, information, and answers to your questions
about Medicare)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselorsn every stateln Oklahoma, thé&SHIP is called Senior Health Insurance Counseling
Program (SHIP).

Senior Health Insurance Counseling Program (SHIP) is independent (not connected with any
insurance company or health plan). It is a state program that ge¢yrinom the Federal
government to give free local health insurance seling to people with Medicare.

Senior Health Insurance Counseling Program (SHIP) counselors can help you with your
Medicare questions or problems. They can help you understand ydigaxerights, help you
make complaints about your medical care or treatment, and help you straighten out problems
with your Medicare bills. Senior Health Insurance Counseling Program (SHIP) counselors can
also help you understand your Medicare plan clsoacel answerwgstions about switching

plans.
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Method Senior Health Insurance Counseling Program (Oklahoma SHIP)
i Contact Information

CALL (405) 5216628 (local) or 8800-763-2828 (tolHree)

WRITE Senior Health Insurance Counseling Program

Five Corporate Plaza
3625 NW 58' St, Suite 100
Oklahoma City, OK 73112

WEBSITE www.ship.oid.ok.gov

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

There is a designated Quality Improvement Organization for serving Medicare beneficiaries in
each stateg~or Oklahoma, the Quality Improvement Organization is called KEPRO.

KEPRO has a group of doctors and other health care prarfieésiwho are paid by the Federal
government. This organization is paid by Medicare to check on and help improve the quality of
care for people with Medicare. KEPRO is an independent organizatismat connected with

our plan.

You should contadkEPRO in any of these situations:

1 You have a complaint about the quality of care you have received.
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
Comprehensiv®utpatient Rehabilitation Facility (CORF) services are ending too soon.

Method KEPRO ( Okl ahomads Qual i tiyContaotp
Information

CALL 1-844-430-9504 (toltree)

TTY 1-8558434776

This number requires special telephone equipmenisamaly for
people who have difficulties with hearing or speaking.

FAX (844) 8787921
WRITE Attn: Beneficiary Complaints


http://www.ship.oid.ok.gov/
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Method KEPRO ( Okl ahomads Qual i tiyContaotp
Information

Rock Run Center, Suite 100
5700 Lombardo Center Dr.
Seven Hills, OH 44131

WEBSITE www.keprogio.com

SECTION 5 Social Security

Social Security is responsible for determining eligibility and handling enrollment for
Medicare. U.S. citizenand lawful permanent residen$o are 65 or older, or who have a
disability orEnd-StageRenalDisease and meet certain conditions, are eligible for Medicare.
If you are already getting Social Security checks, enroliment into Medicare is automatic. If
you are not getting Social Security checks, you have to enroll in MedBaogl Security
handles the enrollment process for Medicare. To apply for Medicare, you can call Social
Security or visit your local Social Security office.

Social Security is also sponsible for determining who has to pay an extra amount for their
Part D drug coverage because they have a higher income. If you got a letter from Social
Security telling you that you have to pay the extra amount and have questions about the
amount or ifyour income went down because of a-tifeanging 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 Securityi Contact Information

CALL 1-800-772-1213
Calls to this number are free.
Available 7:00 am to 7:00 pm, Monday through Friday.

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

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

Calls to this number are free.

Available 7:00 am to 7:00 pm, Monday through Friday.

WEBSITE https://lwww.ssa.gov



http://www.keproqio.com/
https://www.ssa.gov/
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SECTION 6 Medicaid
(a joint Federal and state program that helps with medical
costs for some people with limited income and resources)

Medicaid is a joint Federal and state government program 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 Meditiaat help people with Medicare pay
their Medicare costs, such as their Medicare premiums. Thése d i c ar Brog@masy i n g s
help people with limited income and resources save money each year:

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

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

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

To find out more about Medicaid and its progranm)tact Oklahoma Health Care Authority
(OHCA).

Method Oklahoma Health Care Authority (OHCA) i Contact
Information

CALL 1-800-987-7767 (SoonerCare Helpline)

TTY 711

This number requires special teleph@ggipment and is only for
people who have difficulties with hearing or speaking.

WRITE Oklahoma Health Care Authority (OHCA)
4345 N. Lincoln Blvd.
Oklahoma City, OK 73105

WEBSITE www.okhca.org



http://www.okhca.org/
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SECTION 7 Information about programs to help people pay for
their prescription drugs

Medi careds AExtra Hel pdo Program

Medi care provides AExtra Helpo to pay prescri
income and resources. Resources include youngswand stocks, but not your home or car. If

you gqualify, you get help paying for any Medi
deductible, and prescription copayments. This x t r aalsdHoeunts tbward your cof-

pocket costs.

People with limited income and resources may qualifyifoitra Helpd Some people
automatically qualifyfoih Ex t r aa nHle |dpoon 6t need t o appl y. Me di c
who automatically qualify fofiExtra Helpo

You may be able to géit E x t er | afp pldy for your prescription drug premiums and costs. To
see if you qualify for gettingExtra Help¢ call:

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

1 The Social Security Office 4800-7721213, between 7 am to 7 pm, Monday through
Friday. TTY users should calt800-3250778(applications) or

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

If you believe you have qualified fér E x t r aandH/eulbgliéve that you are paying an

incorrect cossharing amount when you get your prescription at a pharmacy, our plan has
established a process that allows you to either request assistance in obtaining evidence of your
propercopaymentevel, or, ifyou already have the evidence, to provide this evidence to us.

1 Contact Customer Care to request assistance in obtaining best available evidence and for
providing this evidence. (Phone numbers are located on the back cover of this booklet.) If
you do nothave documentation available we will attempt to verify the status of your
AExtra Hel pd by working with Medicare to v

1  When we receive the evidence showing your copayment level, we will update our
system so that you can pay the correct copayment when you get your next prescription at
the pharmacy. If you overpay your copayment, we will reimburse you. Either we will
forwarda check to you in the amount of your overpayment or we will offset future
copayment s. | f the pharmacy hasnét coll ect
copayment as a debt owed by you, we may make the payment directly to the pharmacy. If
a statepaid on your behalf, we may make payment directly to the state. Please contact
Customer Card you have question@hone numberare printed on the badover of
this booklet)
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Medicare Coverage Gap Discount Program

The Medicare Coverage Gap DiscountdPamn provides manufacturer discounts on brand name
drugs to Part bnembersvsh o have reached the coverage gap
H e | porboand namelrugs, the 7% discount provided by manufacturers excludes any
dispensing fee for costs in theggMemberspay 5% 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 ExplanatioBenefits (Part D EOB) will show

any discount providedoth the amount you pay and the amount discounted by the manufacturer
count toward your oubf-pocket costs as if you had paid them and move you through the
coverage gaplheamount paid by the plai®%) does not count toward your eot-pocket costs.

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

63% of the price for generic drugs and you pay the remaBifBg of the price. For generic

drugs, the amouraid by the plang3%) does not count toward your eaftpocket costs. Only

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

The Medicare Coverage Gap Discount Programvailable nationwide. BecauStte of

Oklahoma Group Retire€BlMO) offers additional gap coverage during the Coverage Gap

Stage, your oubf-pocket costs will sometimes be lower than the costs described here. Please go
to Chapter 6, Section 6 for mardormation about your coverage during the Coverage Gap

Stage.

If you have any questions about the availability of discounts for the drugs you are taking or about
the Medicare Coverage Gap Discount Program in general, please €ustmner Caréhone
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 (ADARIps ADAReligible individuals living wih

HIV/AIDS have access to lifsaving HIV medications. Medicare Part D prescription drugs that
are also covered by ADAP qualify for prescription esisaringassistancéllV Drug Assistance
Program (HDAP)Note: To be eligible for the ADAP operating in ydatate, individuals must
meet certain criteria, including proof of State residence and HIV status, low income as defined
by the State, and uninsured/undesured status.

If you are currently enrolled in an ADAP, it can continue to provide you with MedRart D
prescription cossharing assistance for drugs on the ADAP formulbrprder 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 nurib®rDrug Assistance Program
(HDAP) can be reached at (405) 2463%.
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For information on eligibility criteria, covered drugs, or how to enroll in the program, please call
HIV Drug Assistance Program (HDAP) at (405) 24836.

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

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

What iif you dondét get a dihgave2ount, 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 it D Explanation of Benefitdart D

EOB)hot i ce. I f t he di s cParuDnExplamhtios of Bebdfitsyaushp@da r o n y
contact us to make sure that your prescription records are correct-tmd @pt e . | f we don
agree that you are owed a discount, you can appeal. You can get help filing an appeal from your
State Health Insurance Assistaftegram (SHIP) (telephone numbers are in Section 3 of this

Chapter) or by calling-BOO-MEDICARE (1-800-6334227), 24 hours a day, 7 days a week.

TTY users should call-877-486-2048.

SECTION 8 How to contact the Railroad Retirement Board

The Railroadretirement Board is an independent Federal agency that administers
comprehensive benefit programs for the nation
guestions regarding your benefits from the Railroad Retirement Board, contact the agency.

If you receive your Medicare through the Railroad Retirement Board, it is important that you let
them know if you move or change your mailing address

Method Railroad Retirement Boardi Contact Information

CALL 1-877-772-5772
Calls to this number are free
Available 9:00 am to 3:30 pm, Monday through Friday
If you have a toucttone telephone, recorded information and
automated services are available 24 hours a day, including week
and holidays.

TTY 1-312751-4701
This number requires special telephone equipment and is only fc
people who have difficulties with hearing or speaking.
Calls to this number arot free.

WEBSITE https://secure.rrb.gov/



https://secure.rrb.gov/
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SECTION 9 Do you have Agroup insuranceo o0
insurance from an employer?

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

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

| f you have other prescription drug cetreeer age
group, please contacth at gr oup 6s b e nTéd benefgs admdnistratori canthelpa t o r .
you determine how your current prescription drug coverage will work with our plan.
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SECTION 1 Things to know about getting your medical care
covered as a member of our plan

This chapteexplains whatou need to know 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, Chapteditdl Benefits Chart, what
is covered and what you pay

Section 1.1 Whatar e finet wiodrekr spdi oawiver ed serviceso?

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

1 A Pr o v iatkeacters and other health care professionals licensed by the state to
provi de medical services and care. The tern
health care facilities.

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

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

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

As a Medicare health plaBtate of Oklahoma Group Retirees (HM@\ist cover all services
covered by Original Medicare and must follow Onic | Medi careds coverage

State of Oklahoma Group Retirees (HM&@)l generally cover your medical care as long as:

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

1 The care youreceive is considered medically necessaiy Me di cal Il 'y necessal
that theservices, supplies, or drugs are needed fopteeentiondiagnosisor treatment
of your medical condition and meet accepted standards of medical practice.



2019 Evidence of Coverage for State of Oklahoma Group Retirees (HMO) 42
Chapter3. Using the plands coverage for your medical

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

0 In most situationspur planmust give you approvah advance before you can use

ot her providers in the planés networ k,
nursing facilities, or home health care agencies. This is called giving you a
Areferral .o For more infor medpieron about

o Referrals 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
2.2 of ths chapter).

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

o The plan covers emergency care or urgently needed services that you get from an
out-of-network provider. For more information about this, and to see what
emergency or urgently needed services means, see Section Ihafttisr.

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 providerPrior authorization should be obtained from us prior
to seeking cae from a non-network provider. 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 anaftmetwork doctor, see Section
2.4 in this chapter.

o0 The plan coverkidney dialysis services that you get at a Mediaandified
dialysis facility when you are temporar

SECTION 2 Use providers in the plands net
medical care

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

What i s a APCPO and what does the PCP do for
When you become a member of our plan, you must choose a Primary Care Physician (PCP).

Your PCP will not only provide basic and routine services, butaeadinate any specialty care
for covered services you may need. In most cases, you will need to see your PCP to get a referral

n
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for covered services. Your PCP may be a family practice, general practice, or internal medicine
physician who participates iruonetwork.

How do you choose your PCP?

You may choose a PCP from demovider & Pharmacy Directorywhich can be found at
www.GlobalHealth.com/medicarer contact Customer Care for assistance in setea PCP

(phone numbers are printed on the back cover of this booklet). You may only choose a PCP who
is accepting new patients. If you do not choose a PCP when you enroll, one will be assigned to
you.

Changing your PCP

You may change your PCP foramya s on, at any time. Al so, 1itos
|l eave our planés network of pr owvfiyahehossetand you
change your PCP, you may contact Customer Care to make the change (phone numbers are

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

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

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

T Routine womenbdés health care, which taycl udes
of the breast), Pap tests, and pelvic examlong as you get them from a network provider.

1 Flu shotsHepatitis B vaccinations, and pneumonia vaccinations as long as you get them
from a network provider.

1 Emergency servicesom network providers or from owtf-network providers.

1 Urgently needed servicéom network providers or from owtf-netwok providers when
network providers are temporarily unavailable or inaccesggde, when you are
temporarily outsidg of the planbés service ar

1 Kidney dialysis services that you get at a Medigadified dialysis facility when you are
temporarilyous i de t he pl aCodtect ysuedialysis taelity proveer so they
can work with our Care Management team to arrange out of area d)alysis

91 Chiropractic services as long as you get them from a network provider.

1 Outpatient mental health and stdysce abusindividual or group therapy visitss long as
you get them from a network provider.

1 Eye exams andye weas long as you get them from network provader

1 Preventive care as long as you get it from network provi@exsept for abdominaortic
aneurysm screeninflexible sigmoidoscopy, screening colonoscopy, aralical nutrition
therapythat do require prior authorization)


http://www.globalhealth.com/medicare
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Section 2.3 How to get care from specialists and other network providers

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

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

1 Orthopedists care for patients witertain bone, joint, or muscle conditions.
Referrals from your PCP

You will usually see your PCP first for most of your routine health care needs. There are only a
few types of covered services you may get on your own, without getting approval froRG@eur
first, which are described in Section 2.2 of this chaptéren your PCP believes you need
specialized treatment, he/she vgive you areferal to the appropriate specialidthe referral

will be for specific treatment. Your referral may includeansging referral if ongoing care from

the specialist is prescribed. For example, if you have -#hifsatening, degenerative, or

disabling condition, you can get a standing referral to a specialist if ongoing care from the
specialist is required.

Prior authorization

Prior authorization fronstate of Oklahoma Group Retirees (HM®J)equired foalmostall

specialty services before the appointment. When yourde@és a referrdbr specialty care, we

will notify your PCP and you of our decision. If spaty care or hospitalization services are
authorized, instructions will be sent to the appropriate provider and you will also be notified. In
most cases, specialty services will be directed-teetwork providers. Refer to Chapter 4,

Section 2.1 for infanation about which services require prior authorization.

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

We may make changes to the hospitals, doctors, and specialists (providers) that are part of your
plan during the year. There arewamber 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:

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

1 We will make a good faith effortpor ovi de you with at | east 30
provider is leaving our plan so that you have time to select a new provider.

1 We will assist you in selecting a new qualified provider to continue managing your health
care needs.
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1 If you are undergoing medical treatment you have the right to request, and we will work
with you to ensure that the medically necessary treatment yoacaiging is not

interrupted.

1 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 manggetiave the
right to file an appeal of our decision.

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

If you need assistance, please contact Customer Care. (Phone numpendett®n the back
coverof this booklet.)

Section 2.4

How to get care from out-of-network providers

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

1 Emergency or urgently neeatigervices that you get from an @ftnetwork provider. For
more information about this, and to see what emergency or urgently needed services mean,
seeSection3 in this chapter.

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

chapter.

1 Kidney dialysis services that you get at a Medieaadified dialysis facility when you are
temporarily outside our service ar&au should contact youtialysis facility provider so
they can work with our Care Management tearartange out of area dialysis

SECTION 3 How to get covered services when you have an
emergency or urgent need for care or during a
disaster

Section 3.1 Getting care if you have a medical emergency

What i s a fAmedical emergencyo0ubhavedone?hat

Admedi cal

eismvhien goel,rorcapymther prudent layperson with an average

shoul

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, oofdssiction of a limb.
The medical symptoms may be an iliness, injury, severe pain, or a medical condition that is
quickly getting worse.

If you have a medical emergency:

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

referral first from your PCP.

As soon as possible, make sure that our plan has been told about your emergency.
Weneed to follow up on your emergency care. You or someone else should call to tell us
about your emergency care, usually within 48 hours. Our phone number is on your

membeiD card.

What is covered if you have a medical emergency?

You may get covered emgency medicatarewhenever you need, anywhere in the United
States or its territorie©ur plan covers ambulance services in situations where getting to the
emergency room in any other way could endanger your health. For 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 emergency care
will decide when your conddn is stable and the medical emergency is over.

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

Wh at i f it wasnot a medical

emergency?

Sometimes it can be hard to know if you have a medical emergasogx&mple, you might go
in for emergency cariethinking that your health is in serious dangemnd the doctor may say
that it wasnodét a medical eme
as you reasonably thought your hkatas in serious danger, we will cover your care.

rgency after all/l

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

il
1

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

ToriThe additional care you

gearvicedi sa ncdo nysoiud e r e

follow the rules for getting this urgdpineeded servicggor more information about this,

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

Whatareiur gent | ysermieesod?e d

AUr gent Isgrvicesarerbrethergency, unforeseen medical illness, injury, or condition
that requires immediate medical caddegently neededervicesmay be furnished by network
providers or by oubdf-network providers whenetwork providersretemporarily unavailable or
inaccessible. The unforeseen condition could, for example, be an unforeseep i@ known
condition that you have.

What i f you are in the planbés service area whe

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

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

Or, contact Customer Care (phone numbers are located on the back cover of this booklet).
If the need for urgent care ogsuafter hours or you cannot reach your PCP, go to-an in
network urgent care facility listed in oBrovider & Pharmacy DirectoryTo find the most
up-to-dateProvider & Pharmacy Directorplease visit our website,
www.GlobalHealth.com/medicarer contact Customer Care (phone numbers are located on
the back cover of this booklet).

1
1

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

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

Our plan does not cover urgently neededvicesor any otheservicesf you receive the car
outside of the United States.

Section 3.3 Getting care during a disaster

If the Governor of your state, the U.S. Secretary of Health and Human Services, or the President
of the United States declares a state of disaster or emergency in your geograpyoriaes,
still entitled to care from your plan.

Please visit the following websiteww.GlobalHealth.com/medicafer information on how to
obtain needed care during a disaster

y O

k


http://www.globalhealth.com/medicare
http://www.globalhealth.com/medicare
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Generally,if you cannotuse a network provideturing a disaster, your plan will allow you to
obtain care from oubf-network providers at imetwork costsharing. If you cannot use a
network pharmacy during a disaster, you may be able to fill your prescription drugs aioén out
network pharmacy. Please see Chapter &tj&@e2.5 for more information.

SECTION 4 What if you are billed directly for the full cost of your
covered services?

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

If you have paid more than your share for covered services, or if you have received a bill for the
full cost of covered medical services, gdlioapter 7 Askingusto payour share of a bill you
have received for covered medical services or drigganformation about what to do.

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

State of Oklahoma Group Retirees (HMg@)ers all medical services that are medically

necessary, arelistedn t he pl ands Medchartadin CBhapterel bfithiss Char t
booklet) and are obtained consistent with plan rules. You are responsible for paying the full cost
of services that arenodot covered by our pl an,
they were obtained owf-networkand werenot 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 youget ialso

have the right to ask for thin writing. If we say we will not cover your services, you have the

right to appeal our decision not to cover your care.

Chapter 9\\Vhat to do if you have a problem or compldatverage decisions, appeals,
complaints) has more information about whatdo if you want a coverage decision from us or
want to appeal a decision we have already made. You may al€ustdimer Caréo get more
information(phone numberare printed on the badover of this booklet)

For covered services that have a benigfitation, you pay the full cost of any services you get
after you have used up your benefit for that type of covered sePagments for costs of
serviceghat exceed benefgipecific dollar limitswill notbe applied to your annual eaf-

pocket maximumYou can callCustomer Cargvhen you want to know how much of your
benefit limit you have already used.
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SECTION 5 How are your medical services covered when you are

i n a Aclinical research studyo?
Section 5.1 What is a fAclinical research stiudyo?
A clinical research study (also called a dcli

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

Not all clinical research studies are open to members oflanr ldedicare first needs to approve
the research study. If you participate in a study that Medicanedtapprovedyou will be
responsible for paying all costs for your participation in the study

Once Medicare approves the study, someone who worlteestudy will 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 participate in the study as long as you meet the requirements for the study
andyou have a full underahding and acceptance of what is involved if you participate in the
study.

If you participate in a Medicarapproved study, Original Medicare pays most of the costs for the
covered services you receive as part of the study. When you are in a cis@aich 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 Medicaapproved clinical research study, yourdineed to get
appoval from us or your PCP. The providers that deliver your care as part of the clinical
research study dootneed to be partofwor pl anés net work of provider

Al t hough you do not need to get our ypuddands pe
need to tell us before you start participating in a clinical reseah study.

If you plan on patrticipating in a clinical research study, cor@astomer Caréphone numbers
are printed on the back cover of this bookletlet them know that you will begarticipating 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 yu join a Medicareapproved clinical research study, you are cegidor routine items
and services you receive as part of the study, including:
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T Room and board for a hospital stay that Me
study.

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

1 Treament 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 betweendbstsharingin Original Medicare and your
costsharingas a member of our plan. This megos will pay the same amoufdr the services

you receive as part of the study youwould if you received these servidesm our plan

Her eds an e x aoagHamngworks:Lheotwd st hseay t hat you have
costs $100 as part of the research study. L e
test is $20 undeDriginal Medicare, butheteswoul d be $10 wunder our pl
In this case, Original Medicare would pay $80 for the test and we would pay another $10.

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

pl anofts. bene

In order for us to pay for our share of the costs,wituneed to submit a requektr 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 asfihe 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 stumither Medicare nor our plan will pay for any
of the following:

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

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

Items or services provided only to collectalaand not used in your direct health care.
For example, Medicare would not pay for monthly CT scans done as part of the study if
your medicalcondition wouldnormallyrequire only one CT scan.

Do you want to know more?

You can get more information abgatning a clinical research study by reading the publication
AMedi care and Clinical R webstefhitps:Hww®.tnedidaresggvo o n  t

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


https://www.medicare.gov/
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SECTION 6 Rules for getting carecoveredi n a fireld4 gi ous |

medi cal heal th care institution
Section 6.1 What is a religious non-medical health care institution?

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

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

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

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

services (nommedical health care services). Medicare will only pay form&adical health care

services provided by religious nomedical health care institutions.

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

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

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

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

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

1 The facility providing the care must be certified by Medicare.
Our pl an 6 serndceswaireaey/eis linited wonreligiousaspects of care.

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

o0 You must have a medical condition that would allow you to receive covered
sewices for inpatient hospital care or skilled nursing facility care.

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

0 Medicare inpatientdspitalcostsharing anatoverage limis apply to services
obtained in a religious nemedical health care institution. (Sése Medical
BenefitsChartin Chapter 4.)
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SECTION 7 Rules for ownership of durable medical equipment

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

Durable medical equipme(ME) includes items such as oxygen equipment and supplies,
wheelchairs, walkergowered mattress systems, crutches, diabetic supplies, speech generating
devices, IV infusion pumpsiebulizersand hospital beds ordered by a provider for use in the
home.The member always owns cert#@iems, such as prosthetics. In this section, we discuss
other types oDME thatyou mustrent

In Original Medicare, people who rent certain type®BFE own the equipment after paying
copayments for the item for 13 months. As a membé&tate of Oklahoma Group Retirees
(HMO), however, yowsuallywill not acquire ownership of rentdaME items no matter how
many copayments you make for the item whileeatber of our planUnder certain limited
circumstances we will transfer ownership of the DME item to you. Call Customer Care (phone
numbers are printed on the back cover of this booklet) to find out about the requirements you
must meet and the documentatiou need to provide.

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

If you did not acquire ownership of tlEBME item while in our plan, you will have to make 13
new consecutive paymerdfter youswitch to Original Medicare in order town the item.
Payments you madehile in our plan do not count toward these 13 consecutive payments.

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

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

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

This chapter focuses on your covered services and what you pay for your medical benefits. It
includes a Medical Begfits Chart that lists your covered services and shows how much you will
pay for each covered service as a memb@&tatie of Oklahoma Group RetirggfMO). Later in

this chapter, you can find information about medical services that are not cdvalsmlexplains
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 outof-pocket costs you mayay for your covered services.

1 Afc op ay mthafixedl amount you pay each time you receive certain medical
services. You pay a copayment at the time you get the medical s€fviedMedical
Benefits Chart in Section 2 tells you more about yamgrayments.)

1 A Coi n s uistherpereeritage you pay of the total cost of certain medical services.
You pay a coinsurance at the time you get the medical service. (The Medical Benefits
Chart in Section 2 tells you more about your coinsurance.)

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

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

asked to pay improperlgontact Customer Care

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

Because you are enrolled in a Medicare Advantage #larg is a limit to how much you have
to pay ouwtof-pocket each year for4inetwork medical services that are coveogur plan(see
the Medical Benefits Chart in Section 2, below). This limit is called the maximuof-gacket
amount for medical services.

As a member obtate of Oklahoma Group RetirggdVO), the most you wilhave to pay out
of-pocket forin-networkcovered services iB019 is $3,400 The amounts you pay for
copayments and coinsurarfoe in-networkcovered services count toward thiaximum ouwtof-
pocket amount(The amounts you pdgr your plan premiums arrescription drugslo not

count toward youmaximum owtof-pocket amounj If you reach the maximum owif-pocket
amountof $3,40Q you will not have to pay any cof-pocket costs for the rest of the year for in
network coveredervices. However, you must continue to payr plan premium anthe
Medicare Part B premiunuflless your Part B premium is paid for you by Medicaid or another
third party)
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Section 1.3 OQur plan does not allow providers to

As a member foState of Oklahoma Group RetirggfMO), an important protection for you is
that you only have to pay your cesftaring amount when you get services covered by our plan.

We do not allow providers to add addi Thosal s
protection (that you never pay more than your-sbstring amount) applies even if we pay the
provider | ess than the provider charges for a

pay certain provider charges.
Here is how this protectioworks.

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

1 If your costsharingis a coinsurance (a percentage of the total charges), tliemeyer
pay more than that percentage. However, your cost depends on which type of provider
you see:

o If you receive theeovered services from a network provider, you pay the
coinsurance percentage multipliedy t he pl anédés asei mbur s e me
determinedn the contract between the provider and the)plan

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

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

T I'f you beli eve abiplrloevd o€ eyramean@asgpladhbl ruintzers c e
are printed on the back cover of this booklet

SECTION 2 Use the Medical Benefits Chart to find out what is
covered for you and how much you will pay

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

The Medical Benefits Chart on the following pages lists the ser@iage of Oklahoma Group
Retirees (HMOYXovers and what you pay eot-pocket for each service. The services listed in
the Medical Benefits Chart are covered only when theviatig coverage requirements are met:
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1 Your Medicare covered services must be provided according to the coverage guidelines
established by Medicare.

1 Your services (including medical care, services, supplies, and equipmesibe
medically necessarfi Me dilcya necessaryo means that the
are needed for thgreventiondiagnosisor treatment of your medical condition and meet
accepted standards of medical practice.

1 You receive your care from a network provider. In most casesyocareceive from an
out-of-network provider will not be covered. Chapter 3 provides more information about
requirements for using network providers and the situations when we will cover services
from an ouwtof-network provider.

1 You have a primary care prioler (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

providers in the plands network. This is <c
more information ahat 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 coosheid your doctor
or other network provider gets approval in
aut hor ifranaus.iCovaréd)services that need approval in advance are marked in
the Medical Benefits Chart in bolth addition, the following services not listed in the
Benefits Chart require prior authorization:

o Referrals to any nenetwork providers.

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

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

1 Like all Medicare health plans, we cover evemytiithat Original Medicare covers. For
some of these benefits, you paprein our plan than you would in Original Medicare.
For others, you paless.(If you want to know more about the coverage and costs of
Original Medicare, look in youxedicare & Yow019 Handbook. View it online at
https://www.medicare.gowr ask for a copy by calling800-MEDICARE (1-800-633
4227), 24 hours a day, 7 days a week. TTY users sloalll@d877-4862048.)

1 For all preventive services that are covered at no cost under Original Medicare, we also
cover the service at no cost to yblowever, if you also are treated or monitored for an
existing medical condition during the visit when yegeive the preventive service, a
copayment will apply for the care received for the existing medical condition.

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

Important Benefit Information for Enrollees with Certain Chronic Conditions


https://www.medicare.gov/
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1 If you are diagnosed by a plan provider with the following chronic condition(s)
identified below and meet certain medicateria, you may be eligible for other targeted
supplemental benefits and/or targeted reduced cost sharing:

o Diabetes, Hypertension, Chronic Obstructive Pulmonary Disease, Coronary
Artery Disease, Heart Failure

T Please go to the NnEehpgi wi ohs&€erowi nnChhenb
Benefits Chart for further detail.

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

Medical Benefits Chart

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

Y
@ Abdominal aortic aneurysm screening

A onetime screening ultrasound for people at risk. The
plan only covers this screening if ybave certain risk . :
factors and if you get a referral for it from your physici: membersallglble fqr this
physician assistant, nurse pracher, or clinical nurse preventive screening.
specialist. Prior authorization is required.

There is no coinsurance,
copayment, or deductible for

Ambulance services

1 Covered ambulance services include fixed wing,  You pay a $® copay for
rotarywing, and ground ambulance services, to the Medicarecovered ambulance
nearest appropriate facility that can provide care if services per on@ay trip.
they are furnished to a member whose medical If you are admitted to the
condition is such that other means of transportatiol hospital, you do not have to pay

could endanger the per <theambulance services copay.

the pan. . T .
T Non-emergency transportation by ambulance is Prior authorization is required
gency P ) y: ula for non-emergency
appropriate if it i s dc

o . transportation.
condition is such that other means of transportatiol transportatio

could endanger the per:
transportation by ambulance is medically required.

~ -
& Annual wellness visit

f youdve had Part B f or Thereisnocoinsuree,
get an annual wellness visit to develop or update a ~ copayment, or deductible for the
personalized prevention plan based on your current he @nnual wellness visit.
and risk factors. This is covered once every 12 month:
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Services that are covered for you

What you must paywhen you
get theseservices

Note: Your first annual wellnesgisitc an ot t ak
within 12 months of your
preventive visit. Howeve
AWel come to Medicareo Vi
well ness visits after yo

5 Bone mass measurement

For qualified individuals (generally, this means people
risk of losing bone mass or at risk of osteoporosis), tht
following services are covered every 24 months orema
frequently if medically necessamyrocedures to identify

bone mass, detect bone loss, or determine bone quali
including a physicianods

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

5 Breast cancer screening (mammograms)

Covered services include:

1 One baseline mammogram between the ages of 3!
and 39

1 One screening mammogram every 12 months for

women age 40 and older
q Clinical breast exams once every 24 months

There is no coinsurance,
copayment, or deductible for
Medicarecovered screening
mammograms.

Cardiac rehabilitation services

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

You paya $L0 copay peoffice
visit for Medicarecovered
cardiac rehabilitation services
intensive cardiac rehabilitation
services

Prior authorization is required.

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

We coveronevisit per year with your primary care doct
to help lower your risk for cardiovascular disease. Dur
this visit, your doctor may discuss aspirin use (if
appropriate), check your blood pressure, and give you
to make surkealthyoudr e eat i

There is no coinsurance,
copayment, or deductible for the
intensive behavioral therapy
cardiovascular disease preventi
benefit.
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_ What you must paywhen you
Services that are covered for you get thesaservices

5 Cardiovascular disease testing

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

cardiovascular disease) once every 5 years (60 montt cardiovascular disease testingttij
is covered once every 5 years.

5 Cervical and vaginal cancer screening

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

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

1 If you are at high risk of cervicalr vaginalcancer or .
you are of childbearing age ahdve had an abnorm: Must receive Pap tests and

Pap testwithin the past 3 yearsne Pap test every 1; P€lvic exams from your PCP or
months an in-network OB/GYN.

Chiropractic services
Covered services include: You paya $20 copayer visit for

f We cover onlymanual manipulation of the spine to Medicarecovered chiropractic
correct subluxation services.

5 Colorectal cancer screening

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

Prior authorization is required
1 Guaiaebased fecal occult blood test (gFOBT) for flexible sigmoidoscopy and

f Fecalimmunochemical test (FIT) screening colonoscopy

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

One of the following every 12 months:

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

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

For people not at high risk of colorectaincer, we cover:

9 Screening colonoscopy every 10 years (120 montf
but not within 48 months of a screening
sigmoidoscopy
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_ What you must paywhen you
Services that are covered for you get thesaservices

Dental services

In general, preventive dental services (such as cleanir You paya £0 copayper office
routine dental exams, and dentalays) are not covered visit for Medicarecovered dental
by Original Medicare. We cover: services.

{1 Medicarecovered dentaervices that are an integra Services at other locations durin
part of a covered medical service performed by eitl Medicarecovered stays are
the hospital 6s st aff deincludedinthe cossharing for
not include services in connection with care, those services.
treatment, filling, removal, or replacement of teeth) prior authorization is required.

~ . .
& Depression screening

We cover one screening fdepression per year. The  There is no coinsurance,
screening must be done in a primary care setting that copayment, or deductible for an
provide followup treatment aridr referrals. annual depression screening Vis

& Diabetes screening

We cover this screening (includes fasting glucose test There is no coisurance,

you have any of the following risk factors: high blood copayment, or deductible for the
pressure (hypertension), history of abnormal cholester Medicarecovered diabetes

and triglyceride levels (dyslipidemia), obesity, or a screening tests.

history of high blood sugar fgcose). 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 eligibl
up to two diabetes screenings every 12 months.

5 Diabetes seHmanagement training, diabetic

services and supplies There is no coinsurance,
For all people who have diabetes (insulin and-imsalin ~ copayment, or deductible for
users). Covered services include: Medicarecovered diabetes

1 Suppliesto monitor your blood glucose: Blood monitoring supplies.

glucose monitor, blood glucose test strips, lancet
devices and lancets, and glucasatrol solutions for
checking the accacy of test strips and monitors
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_ What you must paywhen you
Services that are covered for you get thesaservices

q For people with diabetes who have severe diabetic There is no coinsurance,
foot disease: One pair per calendar year of therap¢ copayment, or deductibfer
custommolded shoes (including inserts provided w Medicarecovered therapeutic
such shoes) and two additional pairs of inserts, or shoes or inserts.
pair of depth shoes and three pairs of inserts (N0t prior quthorization is required.
including the norcustomized removable inserts
provided with such shoes). Coverage includes fittir

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

1 Diabetes sefmanagement training i®eered under
certain conditions

training.
Durak_)le medical equipment(DME) and related
supplies You pay 20% of the total cost fo
(Foradef inition of #Adur abl «durable medical equipment.
Chapter 12 of this booklet.) Prior authorization is required.

Covered items include, but are not limited to:
wheelchairs, crutcheppwered mattress systems, diabe
supplies hospitalbeds ordered by a provider for use in
the homelV infusion pums, speech generating devices
oxygen equipment, nebulizzrand walkes.

We cover all medically necessary DME covered by
Original Medicare. If our supplier in your area does no
carry a particular brand or manufacturer, you may ask
them if they @n special order it for you. The most rece!
list of suppliers is available on our website at
www.GlobalHealth.com/medicare

Durable medical equipment and related supplies provi There is no coinsurance
by your home health agency. copaymentor deductible for

Medicarecovered durable
medical equipment.

Prior authorization is required.

Emergency care

Emergency care refers to services that are: You pay a $5 copay per visit for
all Medicarecovered emergency
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What you must paywhen you

Services that are covered for you get theseservices

1 Furnished by a provider qualified to furnish care services received during th
emergency services, and visit.

I Needed to evaluate or stabilize emergency medica |f you are admitted to the hospit
condition as inpatént or to outpatient

A medical emergendg when you, or any other prudent observatiorwithin 24 hours for
layperson with an average knowledge of health and  the same condition, you do not
medicine, believe that you have medical symptoms th: have to pay the emergency care
require immediate medical attention to prevent loss of copay.

life, loss d a limb, or loss of function of a limb. The If you have outpatient surgical
medical symptoms may be an iliness, injury, severe pi services within 24 hours for the
or a medical condition that is quickly getting warse same condition, you do not have

Cost sharing for necessary emergency services furnis to pay the emergency care copaj
outof-network is the same as for such seesi furnished |f you receive emergency care 3

in-network. an outof-network hospital and
Emergency care is only covered within the United Star need inpatient care after your
and its territories. emergency condition is stabilize

you must return to a network
hospital in order for your care to
continue to be covereat you
must have your inpatient care a
the outof-network hospital
authorized by the plan and your
cost is thecostsharing you woul
pay at a network hospital.

Hearing services There isno coinsurance,

Diagnostic hearing and balance evaluations performe: Copayment, or deductibfer
your PCPto determi if you need medical treatment ar Medicarecovered PCP diagnosty
covered as outpatient care when furnished by a physic Nearingand balancevaluatios.
audiologist, or other qualified provider. You paya £0 copayper visit for
speciailst exans to diagnose and
treat hearing ahbalanceassues.

Prior authorization is required
for specialist visits

Help with Certain Chronic Conditions

If you have ben diagnosed by a plan providerd meet There is no coinsurance,
certain criteria for the following: copayment, or deductible for

1 Chronicobstructive pulmonary disease eligible members.

1 Coronary artery disease
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1 Diabetes Prior authorization is required.
1 Heart failure
1 Hypertension
You are eligible for 6 rides to and from doctor
appointments.
Our case management team will arrange for your
transportation.
5 HIV screening
For people who ask for an HIV screening test or who ¢« There is no coinsurance,
at increased risk for HIV infection, we cover: copayment, or deductible for
1 One screening exam every adnths membersligible for Medicare
9 y covered preventive HIV
For women who are pregnant, we cover: screening.
1 Up to three screening exams during a pregnancy
Home health agency care
Prior to receivindhome health services, a doctor must There isno coinsurance,
certify that you need home health services and will orc copayment, or deductibfer
home health services to be provided by a home healtt Medicarecovered bmehealth
agency. You must be homebound, which means leavi visits.
home is a major effort. Copayments and/or coinsurance
Covered services include, but ai@ limited to: will apply if additional benefits

 Parttime or intermittent skilled nursing and home ~'€quiring cossharing are not

health aide services (To be covered under the hor Provided by a home health
health care benefit, your skilled nursing and home 29€ncy-
health aide services combined must total fewer the Prior authorization required.
hours per day and 35 hours perek)

1 Physical therapy, occupational therapy, and speec
therapy

1 Medical and social services

1 Medical equipment and supplies
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_ What you must paywhen you
Services that are covered for you get thesaservices

Hospice care

You may receive care from any Medicarertified When you enroll in a Medicare
hospice progranou are eligible for the hospice benefi certified hospice program, your
whenyour doctor and the hospice medical director hay hospice services and your Part 4
given you a terminal pr o andPartBservices related to yq
terminally ill and have 6 months or less to live if your t€rminalprognosisarepaid for by
iliness runs its normal courséour hospice doctor can b Original Medicare, noState of

a network provider or an owf-netwak provider. Oklahoma Group Retirees

. . (HMO).
Covered services include: . .
_ _ You pay nothing fohospice care
91 Drugs for symptom control and pain relief from a Medicarecertified
1 Shortterm respite care hospice.
f Home care There is no coinsurance,

For hospice services and for services that are coverec copayment, or deductible for
Medicare Part A or B and are related to your terminal hospice consultation services.
prognosis Original Medicare (rather than our plan) will Yoy may have to pay part of the
pay for your hospice services and any Part A and Part cost for drugs and respite care.
services related to your termiriognoss. While you are

in the hospice programypur hospice provider will bill

Original Medicare for the servicesathOriginal Medicare

pays for.

For services that are covered by Medicare Part A or B
and are not related to your termipabgnosis If you

need noremergency, nonirgently needed services that
are covered under Medicare Part A or B and that are r
relatad to your terminaprognosis your cost for these
services depends on whether you use a provider in oL
pl anés net wor k:

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

1 If you obtain the covered services from an-oft
network provider, you pay the cestharing under Fee
for-Service Medicare (Original Medicare)

For services that are covered ®tate of Oklahoma

Group Retirees (HMObut are not covered by Medicare
Part A or B Stat of Oklahoma Group Retirees (HMO)
will continue to cover plaitovered services that are not
covered under Part A or B whether or not they are rele
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_ What you must paywhen you
Services that are covered for you get thesaservices

to your terminajprognosis You pay your plan cost
sharing amount for these services.

Fordrugsthatmage covered by th

benefit:Drugs are never covered by both hospice and

plan at the same time. For more information, please si
Chapter 5, Section9@4Wh at i f youdre
certified hospicg

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

Our plan covers hospice consultation services (one tin
only) for a terminally i
hospice beefit.

5 Immunizations

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

1 Pneumonia vaccine

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

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

91 Other vaccines if you are at risk afgy meet
Medicare Part B coverage rules

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




2019 Evidence of Coverage for State of Oklahoma Group Retirees (HMO) 67
Chapter 4. Medical Benefits Chart (what is covered and what you pay)

Services that are covered for you

What you must paywhen you
get theseservices

Inpatient hospital care

Includesinpatient acute, inpatient rehabilitatidong-
term care hospitalsnd other types of inpatient hospital
services. Inpatient hospital care starts the day you are
formally admitted to the
The day before you are discgadis your last inpatient
day.

Our plan covers an unlimited number of days or servic
that are generally and customarily provided during an
acute care hospital stay.

The copays for hospital benefits are based on benefit
periods.

Covered services include bueaot limitedto:

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

1 Meals including special diets

=

Regular nursing services

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

=

Drugs and medications

Lab tests

X-rays andbther radiology services

Necessary surgical and medical supplies

Use of appliances, such as wheelchairs

Operating and recovery room costs

Physical, occupational, and speech language ther:

= =2 =4 -4 A4 A8 -5 -1

Inpatient substance abuse services for medical
management of withdwal symptoms associated wi
substance abuse (detoxification)

1 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/multivisaknf you
need a transplant, we will arrange to have your cas
reviewed by a Medicarapproved transplant center
that will decide whether you are a candidate for a
transplant Transplant providers may be local or

You pay a $250 copay per
admission for Medicareovered
hospital stays at an-imetwork
hospital.

Hospital copays apply on the d
of admgsion.

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

Note: If you are admitted to the
hospital in 208 and are not
discharged until sometime in
2019, the 208 costsharing will
apply to that admission until youl
are discharged from the hospita
or transferred to a skilled raing
facility.

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

If you get authorized inpatient
care at an oubf-network hospital
after your emergency condition §
stabilized, your cost is the cest
sharing you would pay at a
network hospitallf you get
authorized inpatient care at an
out-of-network hospital after youl
emergency condition is stabilize
your cost is the costharing you
would pay at a network hosplita
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_ What you must paywhen you
Services that are covered for you get thesaservices

outside of the service ardaour in-netvork
transplant services aceitside the community patterr
of care you may choose to go locally as long as the
local transplant providers are willing to accept the
Original Medicare ratdf State of Oklahoma Group
RetireedHMO) provides transplant services at a
locationoutsidethe pattern of care for transplants in
your communityand you choose to obtain transplar
atadistant location, we will arrange or pay for
appropriate lodging and transportation costs for yo
and a comanion.

1 Blood- including storage and administration.

9 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, yot
might stillbeconsidr ed an fAout pat.
sure if you are an inpatient or an outpatient, yoould
ask the hospital staff.

9 You can also find more information in a Medicare
fact s h & loua ddsdita Idpatient or
Outpatient? If You Have MedicaifeAsk ! 6 T hii
sheet is available on tWebat
https://www.medicare.gov/Pubs/pdf/11435.pdby
calling 1-800-MEDICARE (1-800-633-4227). TTY
users call 1877-486-2048. You can call these
numbers for free, 24 hours a day, 7 days a week.

Inpatient mental health care There is no coinsurance,
Covered services include mental health care services €opayment, or deductible for
require a hospital stay. Medicarecovered hospital stays

The copays for hospital benefits are based on benefit na network _hosp|ta|_.
periods. A benefit period begins the day

: . .. you are admitted as an inpatien
Our plan covers up to 90 days for an inpatienthospita , ' 4 e nds when
stay per benefperiod. received any inpatient care fod
Our plan also covers 60 daysinarow.Ifyougointoa

are fiextrao days that we hospital after one benefit period
longer than 90 days, you can use these extra days. Bt has ended, a new benefit perio
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Services that are covered for you get thesaservices
once you have used up these extra 60 days, yourinpebegi ns. Thered
hospital coverage wilbbe limited to 90 days. number of benefit periods.

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

If you get authorized inpatieny
care at an oubf-network
hospital after your emergenc
condition is stabilized, your
cost is the costharing you
would pay at a network
hospital.

Inpatient stay: Coveredservicesreceived in a SNF

during a non-covered inpatient stay You pay the same copays or

If you have exhausted your inpatient benefits or if the coinsurances for services as list
inpatient stay is not reasonable and necessary, we wil elsewhere in this benefit chart.
cover your inpatient stay. However, in some cases, W¢ prior guthorization is required.
will cover certain services yaeceive while you are in

the skilled nursing facility (SNF). Covered services

include, but are not limited to:

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

You pay a 80 copayper visitfor
Medicarecovered specialist
services

You pay regular costharingto
see a physician assistant, nurse
pracitioner, or other provider.

Prior authorization is required
for specialist services, except
from an OB/GYN.

1 Physiciarservices
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Services that are covered for you

What you must paywhen you
get theseservices

1 Diagnostic tests (like lab tests)

1 X-ray

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

There is na@oinsurance,
copayment, or deductible for
Medicarecovered services.

1 Radium, and isotope therapy including technician
materials and services

You pay a $40 copay per visit fo
Medicarecovered therapeutic
radiology services.

Prior authorization is required.

1 Surgical dressings

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

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

1 Prosthetics and orthotics devices (other than dente
that replace all gpart 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; trussesaaifetial
legs, arms, and eyes including adjustments, repair
and replacements required because of breakage, \
|l oss, or a change in tt

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

You 20% of the total cost for
external prostheticavices and
related medical supplies.

Prior authorization is required.

1 Physical therapy, speech therapy, and occupations
therapy

Medicarecovered occupational
therapy, physical therapy, and/o
speech and language therapy.

Prior authorization is required.

You pay a $20 copay per visit f(]

5 Medical nutrition therapy

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

We cover 3 hours of op@nt-one counseling services
during your first year that you receive medical nutritior
therapy services under Medicare (this includes our ple

There is no coinsurance,
copayment, or deductible for
membersligible for Medicare
covered medicatutrition therapy
services.

Prior authorization is required.
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Services that are covered for you

What you must paywhen you
get theseservices

any other Medicare Advantage plan, or Original
Medicare), and 2 hours each year after that. If your
condition, treatment, or diagnosis changes, you may k
able to receive more hours of treatmentvaifhh y s i
referral A physician must prescribe these services anc
renew theireferralyearly if your treatment is needed in
the next calendar year.

@ Medicare Diabetes Prevention Program (MDPP)

MDPP services will be covered for eligible Medicare
beneficiaries uder all Medicare health plans.

MDPP is a structured health behavior chaimgervention
that provides practical training in lotgrm dietary
change, increased physical activity, and probsatving
strategies for overcoming challenges to sustaining we
loss and a healthy lifestyle.

There is no coinsurance,
copayment, or dedtible for the
MDPP benefit.

Medicare Part B prescription drugs

These drugs are covered under Part B of Original
Medicare. Members of our plan receive coverage for
these drugs through our plan. Covered drugs include:

T Drugs t hat selfsadmnistergd byatlee n
patient and are injected or infused while you are
getting physician, hospital outpatient, or ambulator
surgical center services

1 Drugs you take using durable medical equipment
(such as nebulizers) that were authorizethieyplan

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 transplani

1 Injectable osteoporosis drugs, if you are homeboul

have a bone fracture that acttar certifies was relatec

to postmenopausal osteoporosis, and cannot self
administer the drug

Antigens

Certain oral antcancer drugs and aftausea drugs

Certain drugs for home dialysis, including heparin,

the antidote for heparin when medically neeegs

topical anesthetics, and erythropoiestisnulating

= =4 =4

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

Prior authorization is required.

For chemotherapy: You pay 209
of the total cost for Medicare Pa
B covered drugand
administration.

Prior authorization is required.
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Services that are covered for you get thesaservices

(such as Epogét, Procrif\, Epoetin Alfa,

AranesfN, or Darbepoetin Alfa) There is no
coinsurance, copayment, or deductible for Medicar
covered home dialysis drugs.

M Intravenous Immune Globulin foréthome treatment
of primary immune deficiency diseases

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 plan is explained in
Chapter 6.

5 Obesity screening and therapy to promote

sustained weight loss There is no coinsurance,
If you have a body mass index of 30 or more, we cove copayment, or deductible for
intensive counseling to help you lose weight. This preventive obesity screening an{

counseling is covered if you get it in a primary care  therapy.
setting, where it can be coordiadtwith your

comprehensive prevention plan. Talk to your primary

care doctor or practitioner to find out more.

Outpatient diagnostic tests and therapeutic setices

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

1 Laboratory tests

You pay a $4@opay per visit for
Medicarecovered therapeutic
radiology services.

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

Prior authorization is required.

1 Radiation (radium and isotope) therapy including
technician materials arslipplies
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There is no coinsurance,

Surgicalsupplies, such as dressings )
I .g PP . g copayment, or deductible for
1 Splints, casts a_nd oth_er devices used to reduce Medicarecovered surgical
fractures and dislocations supplies, devices usedreduce
1 Blood- including storage and administration. fractures and dislocations, or
blood.
{1 Other outpatient diagnostic testscluding but not ~ YOU paya $150 copaper visit
limited to: for Medicarecoveredservices.
o Magnetic resonance imaging (MRI), Prior authorization is required.
computed tomography (CT), positron
emission tomograph{PET), and diagnostic
colonoscopy
1 Sleep studies There is no coinsurance,

copayment, or deductibfer
Medicarecoveredsleep studies i
your home.

You pay a $100 copay per visit
for Medicarecovered sleep
studies inan outpatient facility
setting.

Prior authorization is required.

Outpatient hospital services

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

Note: Unless the mvider has written an order to admit
you as an inpatient to the hospital, you are an outpatie
and pay the costharing amounts for outpatient hospita
services. Even if you stay in the hospital overnight, yo
mi ght stil] be ¢ onysuakadt e
sure if you are an outpatient, you should ask the hosp
staff.

You can also find more information in a Medicare fact
s heet Aceabulaéldspital Inpatient or Outpatient
If You Have Medicarée As k! 0 Thi s f ac
on theWeb at
https://www.medicare.gov/Pubs/pdi/11435.pdby

You pay the following, dependinf
on what services you receive.
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calling -800-MEDICARE (1-800-6334227). TTY users
call 1-877-486-2048. You can call these numbers for fr
24 hours a day, 7 days a week.

Covered services include, but are not limited to:

You pay a $5 copay per visit for
all Medicarecovered emergency
care services received during th
visit.

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

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

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

1 Services in an emergency department

You pay a copay of $150 per vi
for Medicarecovered observatio
services.

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

i Observation services
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You pay a $200 copay per visit
for Medicarecovered services.

If you are admitted to the
inpatient acute level of care fron‘

1 Outpatientsurgery

outpatient services, you do not
have to pay the outpatient hospi
services copay.

Prior authorization is required.

There is no coinsurance,

1 Laboratory and dignostic tests billed by the hospita il f

1 X-rays and other radiology services billed by the copayment, or deduqtlb € for
hospital Medicarecovered safices.

1 Medical supplies such as splints and casts

9 Certain screenings and preventive services

1 Certain drugs and bi ol ¢Youpay20% of the total cost fo
yourself the drug and the administration

the drug.

Prior authorization is required.

1 Mental health care, including care in a partial You pay a 80 copay per day for
hospitalization program, # doctor certifies that Medicarecovered partial
inpatient treatmmt would be required without it hospitalization program services

Prior authorization is required.

1 Wound therapy You pay a $20 copay per visit fo
woundcare.

Outpatient mental health care

Covered services includedividual and/or group therapy You pay a $2 copay per
sessions Medicarecovered session.

Mental health servicgzrovided by a statkcensed
psychiatrist or doctorMedication management and
therapy services provided by a sthtensedpsychiatrist
or doctor
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Covered services includadividual and/or group therapy There is no coinsurance,
sessions copayment, or deductible for
Mental health servicgsrovided by a statbcensed Medicarecovered sessions.

clinical psychologist, clinical social worker, clinical nur
specialist, nurse practitioner, physician assistant, or of
Medicarequalified mental health care professional as
allowed under applicable state laws.

Outpatient rehabilitation services

Covered services include: physical therapy, occupatio You pay a $20 copay per visit f
therapy, and speech language therapy. Medicarecovered occupational1
Outpatient rehabilitation services are provided in vario therapy, physical therapy, and/o
outpatient settings, such as hospital outpatient speech and language therapy.
departments, independent thgist offices, and Prior authorization is required.
Comprehensive Outpatient Rehabilitation Facilities

(CORFs).

Coveredservices include: physical therapy, occupation There is no coinsurance,
therapy, and speech language therapy provided in yot copayment, or deductible for
home. Medicarecovered services.

Prior authorization is required.

Outpatient substance abuseservices

Covered services includedividualand/or group You paya $D copay per
chemical dependency counseling sessions provided b Medicarecovered session.
statelicensed psychiatrist or doctdviedication

management and therapy services provided by a state

licensed psychiatrigir doctor

Covered services include individuaid/or group There is no coinsurance,
chemical dependency counseling sessions provided b copayment, or deductible for
statelicensed clinical psychologist, clinical social Medicarecovered sessions.

worker, clinical nurse specialist, physician assistant,
other Medicare qualified mental hdattare professional
as allowedunder applicable state laws.

Outpatient surgery, including services provided at There is no coinsurance,
hospital outpatientfacilities and ambulatory surgical  copayment, or deductible for
centers Medicarecoveredservicesn an

ambulatory surgical center
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Note: If you are having surgery in a hospital facility, yo
should check with your provider about whether you wi
be an inpatient or outpatient. Unless the provider write
an order to admit you as an inpatienthehospital, you
are an outpatient and pay the esisaring amounts for
outpatient surgery. Even if you stay in the hospital
overnight, you might sti

You pay a $200 copay per visit
for Medicarecovered services in
an outpatient surgery departmer

If you are admitted to the
inpatient acute level of care fro
outpatient surgery or ambulato:]
surgery,you do not have to pay
the outpatient surgery or
ambulatory surgergopay

Prior authorization is required.

Over-the-counter (OTC) drugs and supplies

You are eligible for a 30 quarterlybenefit to be used
toward the purchase of ovtre-counter (OTC) health
and wellness products available through our mail orde
service.One order in each three mosrgbkriod. The
unused balance does not carry over to the next three
months. Prices includdgpping, handling, and sales tax
Items may be purchased for the member only.

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

You pay the prices listed in the
catalog. See our website,
www.GlobalHealth.com/medicar,
for the catalog and order form.

Partial hospitalization services

AParti al hospitalization
psychiatric treatment providexsa hospital outpatient
serviceor by a community mental health center, that is
more intense than the <ca
therapistés office and i
hospitalization.

You pay a 80 copay per day for
Medicarecoveredpartial
hospitalization program services

Prior authorization is required.

Physician/ Practitioner s
office visits

Covered services include:

1 Medically-necessary medical care or surgery servic
furni shed 1 n eertfiddyambulatory
surgical center, hospital outpatient department, or
other location

1 Certain telehealth services including consultation,

diagnosis, and treatment by a physician or practitic v o

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

There is no coinsurance,
copayment, or deductibte see a
physician assistant, nurse
practitioner, or other providén
ur PCPO6s off I
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for patients in certain rural areas or otlomations
approved by Medicare

 Medically-necessary medical care or surgery servic YOU Pay & 80 copayper office
furnished in a physici ¢ Visit for Medicarecovered

surgical center, hospital outpatient department, or SPecialisservices during an
other location office or telehealth visit
You paya £0 copayper office or

_ _ telehealth visito see a physician
1 Basic hearing and balance exams performed by yc assistant, nurse practitioner, or

specialistif your doctor orders itto sefyouneed ot her provi der
medical treatment office.

1 Consultation, diagnosis, and treatment lspacialist

I Certain telehealth services including consultation, visits at other locations during
diagnosis, and treatment by a physician or practitic Medicarecovered stays are

for patientsn certain rural areas or othlecations included in the cossharing for
approved by Medicare those services.

I Second opinioty another network provid@rior to  Prior authorizatio n is required
surgery except for OB/GYN office visits.

1 Nonroutine dental care (covered services are limit YOU Paya ®0copay penoffice

to surgery of the jaw or related structures, setting  ViSit for Medicarecovered dental

fractures of the jaw or facial bones, extraction of te S€VICES.

to prepare the jaw for radiation treatmeoits Services at other locations during

neoplastic cancer disease, or services that would t Medicarecovered stays are

covered when provided by a physician) included in thecostsharing for
those services.

Prior authorization is required
for services performed in an
office setting.

Podiatry services
Covered services include:
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_ What you must paywhen you
Services that are covered for you get thesaservices

{1 Diagnosis and the medical or surgical treatment of You paya $20 copayper office
injuries and diseases of the feet (such as hartorer Vvisit for Medicarecovered
or heel spurs) podiatryservices

T Routine foot care for members with certain medica Prior authorization is required.
conditions affecting the lower limbs

5 Prostate cancer screening exams

Formen age 50 and older, covered services include tr There is no coinsurance,

following - once every 12 months: copayment, or deductible for an

1 Digital rectal exam annual PSA test.

1 Prostate Specific Antigen (PSA) test You must recgive your prostate
cancerscreening from your

PCP.

Prosthetic devices and related supplies

Devices (other than dental) that replace all or part of a There isno coinsurance,

body part or function. These include, but are not limite copayment, or deductible for
to: colostomy bags and supplies directly related to surgically implanted prosthetic
colostomy care, pacerkers, braces, prosthetic shoes, devices and related medical
artificial limbs, and breast prostheses (including a supplies.

surgical brassiere after a mastectomy). Includes certa v, 209% of thetotal cost for
supplies related to prosthetic devices, and repair and/i gyternal prostheticavices and
replacement of prosthetic devices. Also includes Some (g|ated medical supplies.
coverage following cataract removal or cataract surgel

see fVision Cared | ater Prior authorization is required.

Pulmonary rehabilitation services

Comprehensive programs of pulmonary rehabilitation You paya $10 copayper office
covered for members who have moderate to very seve visit for Medicarecovered
chronic obstructive pulmonary disease (COPD) and  pulmonaryrehabilitation srvices.
referralfor pulmonary rehabilitation from the doctor Prior authorization is required.
treating he chronic respiratory disease.

3 Screening and counseling to reduce alcohol misuse

We cover one alcohol misuse screening for adults witt There is no coinsurance,

Medicare (including pregnant women) who misuse ~ copayment, or deductible fdne
alcohol, but aren6t al co Medicarecovered screeningan

counseling to reduce alcohol

If you screen positive for alcohol misuse, yon gat up misuse preventive benefit

to 4 brief faceto-face counseling sessions per year (if
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_ What you must paywhen you
Services that are covered for you get thesaservices

youdre competent and al e
by a qualified primary care doctor or practitioner in a
primary care setting.

\f
9 Screening for lung cancer with low dose computed

tomography (LDCT) There is no coinsurance,
For qualified individuals, a LDCT is covered every 12 copaymentor deductible for the
months. Medicarecoveredcounseling andj

. , shared decision making visit or
Eligible membersare: people aged 5677 years Who ¢4 the LDCT.

have no signs or symptoms of lung cancer, but who hi
a history of tobacco smoking of at least 30 pgekrs and
who currently smoke or have quit smoking within the [
15 years, who receive a written order for LDCT dumng
lung cancer screening counseling and shared decisior
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 LDC
screening the members must receive a written order fc
LDCT lung cancer screening, which may be furnished
during any appropriate visit with a physician or qualifie
non-physician practitioner. If a physician or qualified
nonphysician practitioner elects to proeia lung cancer
screening counseling and shared decision making visi
subsequent lung cancer screenings with LDCT, the vit
must meet the Medicare criteria for such visits.

Prior authorization is required.

3 Screening for sexually transmitted infections

(STIs) and counseling to prevent STIs There is no coinsurance,
We cover sexually transmitted infection (STI) screenin copayment, or deductible for the
for chlamydia, goorrhea, syphilis, and Hepatitis B. Medicarecovered screening for

These screenings are covered for pregnant women ar STIs and counselinfpr STls
certain people who are at increased risk for an STI wh preventivebenefit.

the tests arerdered by a primary care provider. We

cover these tests once every 12 months or at ceirtaas t

during pregnancy.

We also cover up to 2 individual 20 to 30 minute, faee
face highintensity behavioral counseling sessions eacl
year for sexually active adults at increased risk for ST
We will only cover these counseling sessions as a
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_ What you must paywhen you
Services that are covered for you get thesaservices

preventi\e service if they are provided by a primary cal
provider and take place in a primary care setting, suct
a doctorodos office.

Services to treat kdney disease

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

f Kidney disease education services to teach kidney There is no coinsurance,
care and help members make informed decisions copayment, or deductible for
about their care. Fanembers with stage IV chronic Medicarecovered kidney diseasq
kidney disease when referred by their doctor, we education services including sel
cover up to six sessions of kidney disease educatic dialysis training.
services per lifetime Prior authorization is required.

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

{1 Outpatient dialysis treatments (including dialysis  You paya $3 copay foreach
treatments when temporarily out of the service are Medicarecovered renal dialysis
as explained in Chapter 3) treatment in an outpatient facility

Prior authorization is required.

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

inpatient to a hospital for special care) Al npatient hosf§|
Medical Benefits Chart for cost
share.

Prior authorization is required.

You pay the home health agenc

1 Home didysis equipment and supplies ; _
i1 Certain home support services (such as, when care cost share fo_r home dialysi
necessary, visits by trained dialysis workers to che equipment if prowdeo_l by & homgq
on your home dialysis, to help in emergencies, anc health agenC}Othervv_lse, you
check your dialysis equipment and water supply) pay_the durable medical
equipment cost share.
Certain drugs for dialysis are covered under your There is no coinsurance,

Medicare Part B drug benefit. For information about ~ copayment, or deductibfer
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Services that are covered for you get thesaservices

coverage for Part B Drugs, please go to the section, Medicarecovered seflialysis or
AMedi care Part B prescr i homesupportservices.

Prior authorization is required.

Skilled nursing facility (SNF) care

(For a definition of fisk ForMedicarecoveredskilled
Chapter 12 of this booklet. Skilled nursing facilities are nursingfacility staysper benefit
somet i mes c ®rothespitalit&yNshst. O period

required. . .
. L 1 There isno coinsurance,
Covered services include but are not tedito: copayment, odeductible for
1 Semiprivate room (or a private room if medically days 1 through 20.
necessary) 1 You pay a $160 copay per d

for days 21 through 100.

A benefit period begins the day
_ , you are admitted as an inpatienty
{1 Physical therapy, occupational therapy, andspeec 3 nd ends when
therapy received any skilled care in a SN
f Drugs administered to you as part of your plan of ¢ for 60 days in a row. If you go
(This includessubstances that are naturally present into a hospital or a SN&fter one

the body, such as blood clotting factors.) benefit period has ended, a newj
benefit period

limit to the number of benefit
1 Medical and surgical supplies ordinarily provided b periods.

SNFs
91 Laboratory tests ordinarily provided by SNFs

1 Meals, including special diets
1 Skilled nursing services

1 Blood- including storage and administration.

Prior authorization is required.

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

1 Use of appliances such as wheelchairs ordinarily
provided by SNFs

1 Physician/Practitioner services

Generally, you will get your SNF care from network
facilities. However, under certain conditions listed belc
you mg be able to pay metwork costsharing for a
facility that isn6t a ne
accept s amountsfor paymedts

1 A nursing home or continuing care retirement
community where you were living right before you
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_ What you must paywhen you
Services that are covered for you get thesaservices

went to the hospitdas long as it provideskilled
nursing facility care)

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

b4 . . .
& Smoking and tobacco use cessation (counseling to
stop smoking or tobacco use) There is no coinsurance,

If you use tobacco, bdib not have signs or symptoms ¢ copayment, or deductible for the
tobaccerelated diseas&\e cover two counseling quit ~Medicarecovered smoking and
attempts within a I-2nonth period as a preventive servi fobacco use cessation preventij
with no cost to you. Each counseling attempt includes benefits.
to four faceto-face visits.

If you use tobacco andalie been diagnosed with a
tobaccerelated disease or are taking medicine that me
be affected by tobaccdVe cover cessation counseling
services. We cover two counseling quit attempts withii
12-month period, however, you will pay the applicable
costshaing. Each counseling attempt includes up to fc
faceto-face visits.

Supervised Exercise Therapy (SET)

SET is covered fomembers who have symptomatic You paya $L0 copayper office
peripheral artery disease (PAD) and a referral for PAL visit for Medicarecovered SET
from the physician responsible for PAD treatment. services.

Up to 36 sessions over a-hek period are covered if  Prior authorization is required.
the SET program requirements are met.

The SET program must:

1 Consist of sessions lasting-80 minutes, comprising
a therapeutic exercigeaining 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
necessarto ensure benefits exceed harms, and wr
are trained in exercise therapy for PAD

1 Be under the direct supervision of a physician,
physician assistant, or nurse practitioner/clinical nt
specialist who must be trained in both basic and
advanced life suppt techniques
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Services that are covered for you

What you must paywhen you
get theseservices

SET may be covered beyond 36 sessions over 12 we
for an additional 36 sessions over an extended period
time if deemed medically necessary by a health care
provider.

Urgently neededservices

Urgently neededervicesareprovided to treat a nen
emergency, unforeseen medical iliness, injury, or
condition that requires immediate medical care. Urger
neededservicegnay be furnished by network providers
or by outof-network providers when network providers
are temporarily unavailable or inaccessible.

Cost sharing for necessary urgently needed services
furnished ouf-network is the same as for such servic
furnisha in-network.

Urgently needed services are only covered within the
United States anits territories.

You paya £0 copayper visitfor
Medicarecovered urgently
needed services.

4 ..
J Vision care
Covered services include:

91 Outpatient physician services fitre diagnosis and
treatment of diseases and injuries of the eye,
including treatment for ageslated macular
degeneration. Original
eye exams (eye refractions) for eyeglasses/contac

There isno coinsurance,
copayment, or eductiblefor
Medicarecovered exams to
diagnose and treat diseases anc
conditions of the eye.

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

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

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




2019 Evidence of Coverage for State of Oklahoma Group Retirees (HMO)

85

Chapter 4. Medical Benefits Chart (what is covered and what you pay)

Services that are covered for you

What you must paywhen you
get theseservices

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

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

Thereis no coinsurance,

(frames and lensesgy one set of contact lenses per
year.

1 One supplemental routine eye axgaer year to be :
fitted for eyeglasses. copayment, or deduble.
{1 Choice of one supplemental pair of eyeglasses | Nereis no coinsurance,

copayment, or dedubte.

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

5ﬁWeI eomo Medicareodo Prev

The plan covers the ofie me @A Wel c ome t
preventive visit. The visit includes a review of your
health, as well as education and counseling about the
preventive services you need (including certain
screenings and shots), and rediés for other care if
needed.

Important: We cover the AWelco
preventive visit onlyvithin the first 12 months you have
Medicare Part B. When you make your appointment, |
your doctorbés office kno
your @ Wed cMertei careo pr ev«

There is na@oinsurance,

copayment, or deductible for the
nWel come to Med
preventive visit.

Wigs for Hair Loss Related to Chemotherapy
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_ What you must paywhen you
Services that are covered for you get thesaservices

You pay a $10 copay

We will only payup to a total of
$150 for wig(s) for hair loss
related to chemotherapy per yee
If the wig(s) you purchase costs
more than this allowed amount,
you pay the amount that excee
this allowance.

Prior authorization is required.

We provide a reimbursement for wigs for hair loss rele
to chemotherapy treatments.

SECTION 3 What services are not covered by the plan?

Section 3.1 Services we do not cover (exclusions)

This section tells you whaervicesa r e fi e Xran Medicard coverage and therefore, are
not covered by this plan. Ifservicei s xcliided omearnsthatiepl| an doesndt cover
service

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

If you getserviceghat are excludethotcovered) you must pay for them vy
pay for theexcludedmedicalservicedistedin the chart below except under the specific

conditions listedThe only exceptionwe will pay if aservicein thechartbelowis found upon

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

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

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

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

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

reasonable and necessary,
according to the standards of
Original Medicare
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Services not covered by
Medicare

Not covered under
any condition

Covered only under specific

Experimental medical and
surgical procedures, equipme
and medications.

Experimentaprocedures and
items are those items and
procedures determined by ouj
plan and Original Medicare tc
not be generally accepted by
the medical community.

conditions
v

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

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

Private room in a hospital.

v

Covered only when medically
necessary.

Personal items in your room

a hospital or a skilled nursing1
facility, such as a telephone @
atelevision.

Full-time nursing care in your,
home.

X

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

AN

Homemaker services include
basichousehold assistance,
including light housekeeping
or Iig_]ht meal preparation.

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

Cosmetic surgery or
procedures

v

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

1 Covered for all stages of
reconstruction for a breast afte
mastectomy, as well as for the




2019 Evidence of Coverage for State of Oklahoma Group Retirees (HMO)

88

Chapter 4. Medical Benefits Chart (what is covered and what you pay)

Services not covered by
Medicare

Not covered under
any condition

Covered only under specific
conditions

unaffected breast to produce a
symmetrical appearance.

Routine dental care, such as v
cleanings, fiIIingsor dentures.
Non-routine dental care v
Dental care required to treat illness
or injury may be covered as
inpatient or outpatient care
Routine chiropractic care 7
Manual manipulation of the spine t
correct a subluxation is covered.
Routinefoot care v
Some limited coverage provided
according to Medicare guidelines
(e.g., if you have diabetes
Homedelivered meals v
Orthopedic shoes v
If shoes are part of a leg brace anc
are included in the cost of the brag
or the shoes are forpgerson with
diabetic foot disease.
Supportive devices for the feq v
Orthopedic or therapeutic shoes fa
people with diabetic foot disease.
Routine hearing exams, v
hearing aids, or exams to fit
hearing_] aids.
Routine eye examinations, v
eyeglassesadial keratotomy, Eye exam and one pair of eyeglas
LASIK surgery, and other lowg (or contact lenses) are covered for
vision aids. people after cataract surgery.
Reversal of sterilization v
procedures and or nen
prescription contraceptive
supplies.
Acupuncture v
Naturopath services (uses v

natural or alternative
treatments).
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Services not covered by Not covered under | Covered only under specific
Medicare any condition conditions

Full-time nursing care in your v

home.

Reconstructive surgery. v

We cover reconstructive surgery tc
correct or repair abnormal structur
of the body caused by congenital
defect, developmental abnormalitig
accidental injury, traumanfection,
tumors, or disease.

Transportation by car, taxi, v

bus, gurney van, wheelchair

van, and any other type of We cover 6 rides to and from doctq
transportation (other than a appointments if you have been
licensed ambulance), even if diagnosed by a plan provider and
is the only wa to travel to a meet certain criteria for thdiseases
network provider. states specifically mentione@ur

case management team will arrang
for yourtransportation.

Physical exams and other v
services (1) required for
obtaining or maintaining
employment or participation i§
employee programs, (2)
required for insurance or
licensing, or (3) on court orde
or required for parole or
probation.

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

Disposable supplies for home v
use.

 Covered if medically necessaryf
and covered under Original
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Services not covered by Not covered under | Covered only under specific
Medicare any condition conditions

Medicare (for example, ostomyj
or diabetic supplies).
Covered if included in the catalog

and within the $50 per quarter
allowance.

Items and services that are n v
health care items and service
For example, we do not cove

1 Teaching manners,
etiquette, planning skills,
how to read, or skills for
employment.

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

1 Academic coaching or
tutoring for skills such as
grammar, math, and time
management.

1 Vocational training or
teaching vocational skills
and professional growth
courses.

Outpatient oral nutrition, such v
as dietary supplements, herb
supplements, weight loss aid Covered if included in the catalog
formulas, and food. and within the $5@er quarter
allowance.

Services not approved by the v
federal Food and Drug
Administration (FDA). Drugs
supplements, tests, vaccines
devices, radioactive materials
and any other services that b
law require FDA approval in
order to be sold in thgnited
Statesbut are not appx@d by
the FDA.
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Services not covered by Not covered under | Covered only under specific
Medicare any condition conditions
Any treatment or services v

rendered by, or at the directic

of, a provider of health care

services who is not licensed ]
[

provide the services, or who
not operating within the scop
of that license.

Services provided under v
anothermplan for which other
coverage is required by
federal, state, or local law to §
purchased or provided throug
other arrangements. Examplé
i nclude cover
Compensation, medical
payment coverage under-no
fault or underinsured
automobile insunace, or
coverage required under
similar legislation. If coverage
under this legislation is
optional for you because you
could have elected it, or coulc
have had it elected for you,
benefits will not be paid for
any injury or sickness that
would have beenavered
under the other plan had it
been elected.

Adult foster care.

AN AN

Non-medical administrative
fees and charges including bg
not limited to medical record
preparation charges,
appointment cancellation fees
after hours appointment
charg_;es, anthterest charg_;es.

*Custodial care is personal care that does not require the continuing attention of trained medical
or paramedical personnel, such as care that helps you with activities of daily living, such as
bathing or dessing.
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0 Did you know there are programs to help people pay for their drugs?

The AExtra Hel pod program helps people with
more inform&on, see Chapter 2, Section 7.

Are you currently getting help to pay for your drugs?

If you are in a program that helps pay for your drggspe information in this

Evidence of Coveragabout the costs for Part D prescription drugsmay not apply
toyou.Wesentyoon s eparate insert, call ed the HAEVI
People Who Get Extra Help Paying for Presc
|l ncome Subsidy Ridero or the ALIS Ridero),
| f you don 6t plehsa eal®ustorher Garainrds ears k f or t he ALI S
(Phone numbers f@zustomer Carare printed on the back cover of this booklet.)
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SECTION 1 Introduction

Section 1.1 This chapter describes your coverage for Part D drugs

This chapteexplains rulesfor using your coverage for Part D drugs The next chapter tells
what you pay for Part D drugs (ChapteM@hat you pay for your Part D prescription drigs

In addition to your coverage for Part D dru§sate of Oklahoma Group Retirees (HM&g0

coverssome drugs under t hTdroygH ita covesmgernfdviddiceRartA benef i |
benefits, ouplangenerallycovers drugs you are given during covered stays in the hospital or

in a skilled nursing facilityThrough its coverage dfiedicare Part Berefits, our plan covers

drugs includhg certain chemotherapy drugs, certain drug injections you are given during an

office visit, and drugs you are given at a dialysis faciltigapter 4 Medical Benefits Chart,

what is covered and what you paglls abotithe 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 hoSpicelan only

covers Medicar®arts 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(9Wh at i f y o ucértified hospe) Moe di car e
information on hospice coverage, see the hospice section of Chébtedi¢al Benefits Chast

what is covered and what you pay

The foll owing sections discuss coverage of vyo
Section 9Part D drugcoverage in special situatiomscludes more information on your Part D
coverage and Original Medicare.

Section 1.2 Basic rules for the planés Part D dr

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

1 You musthave a provider (a doctadentistor other prescriber) write your prescription.

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

1 You generally must use a network pharmacy to fill yaespription. (See Section Rill
your prescriptions at a network pharmagyr  t hr ou g h -ordeeseriddandés ma

T Your drug mu s tlListbf€overed Diuds ¢Forpllaayhvdoes c a | | It t he
Listo for sh3Yourdrugs(eBteee ISeecdan othhe . pl)hlands ADr
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1 Yourdrug muste used for a medically accepted indicatidriimedicallyaccepted
indicatiordis auseof thedrugthatis either approved by the Fd@and Drug
Administrationor supported by certain reference bodqlsge £ction3 for more
information about a medically accepted indication.)

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

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

In most cases, your prescriptions arecoverdgdi f t hey are filled at the
pharmacies(See Section 2.5 for information about when we would cover prescriptions filled
at outof-network pharmacies.)

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

Our network includes pharmacies that offer standardsteatng and pharmess that offer
preferred cossharing. You may go to either type of network pharmacy to receive your covered
prescription drugs. Your cesharing may be less at pharmacies with preferredst@sing.

Section 2.2 Finding network pharmacies

How do you find a network pharmacy in your area?

To find a network pharmacy, you can look in y@uovider & Pharmacy Directoryvisit our
website(www.GlobalHealth.com/medicayeor callCustomer Caréphone numbers are
printed on the back cover of this booklet)

You may go to any of our network pharmacidewever, your costs may be even less for your
covered drugs if you use a network pharmacy that offers preferredr@arstg rather than a
network pharmacy that offers standard esisring. ThéProvider & Pharmacy Directorwill

tell you which of the network pharmacies offer preferred-sbsating.Y ou can find out more

about how your oubf-pocket costs could be different for different drugs by contacting us. If you
switch from one network pharmacy to another, and you need a refill of a drug you have been
taking, you can ask either to have a new g@ipson written by a provider do 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

pharmacy that is in the networ®r if the pharmacy you have been using stays within the
network but is no longer offering preferred eektiring, you may want to switch to a different
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pharmacy. To find another network pharmacy in your area, you can gétdmigustomer Care
(phone numbers are printed on the back cover of this booklet) or useothder & Pharmacy
Directory. You can also find information on our websitevatw.GlobalHealth.com/medicare

What if you need a specialized pharmacy?

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

1 Pharmacies that supplywdys for home infusion therapy.

1 Pharmacies that supply drugs for residents of ateng care (LTC) facility.
Usually, aLTC facility (such as a nursing home) has its own pharmiaggu are in
an LTC facility, we must ensure thyou are able to routinely receive your Part D
benefits through our network of LTC pharmacies, which is typically the pharmacy
that the LTC facility usedf you have any difficulty accessing your Part D benefits in
an LTC facility, please contac@ustomer Care.

1 Pharmacies that serve the Indian Health Service / Tribal / Urban Indian Health
Program (not available in Puerto Rico). Except in emergencies, only Native
Americans or Alaska Natives have acces$i&sé¢ pharmacies in our network.

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

To locate a specialized pharmacy, look in yBusvider & Pharmacy Directoryor call Customer
Care(phone numberare printed on the badover of this booklet)

Section 2.3 Using t he ptdarsescesmai |

For certain kinds of dr ug sordersevicescGemerally,she t he p
drugsprovided through mail ordere drugs that you take on a regular basis, for a chronic or

long-term medical condition. The drugs thatacta v ai | abl e t hr ecodgeh t he pl
service ar e IinNatakitkle aa mabrdaxiMaur Drug List.

OQur p | aondérservicallows you to ordeup to a 9Gday supply.
To getorder forms and information about filling your prescriptions by pgailto

www.GlobalHealth.com/medicam contact CVS Caremark Customer Carefialé at 1866-
4943927, TTY dial 711.

Usually a maHorder pharmacy order will get to you in no more tth@mlays If the maitorder
pharmacy expects the order to be delayed, they will contact you and help you decide whether to
wait for the medication, cancel the maitler, or fill the prescription at a local pharmacy. If you
need to request a rush order because of a mail order delay, you may contact CVS Caremark
Customer Care tofree at 866494-3927 to discuss options which may include filling at a local
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retail pharnacy or expediting the shipping method. Provide the representative with your ID
number and prescription number(s). If you want second day or next day delivery of your
medications, you may request this from the CVS Caremark Customer Care representative for a
additional charge.

New prescriptions the pharmacy receives direc
The pharmacy will automatically fill and deliver new prescriptions it receives from health care
providers, without checking with you first, if either:

1 You usedmail order services with this plan in the past, or

1 You sign up for automatic delivery of all new prescriptions received directly from health
care providers. You may request automatic delivery of all new prescriptions now or at
any time bycontinuing to lave your doctor send us your prescriptions. No special request
is needed. You may contact CVS Caremark Customer Caiffectelat 1866-494-3927,

TTY dial 711

If you receive a prescription automatically by mail that you do not want, and you were not
contacted to see if you wanted it before it shippedj yway be eligible for a refund.

If you used maibrder in the past and do not want the pharmacy to automatically fill and ship
each new prescription, please contact usdiyng CVS Caremark Customer Caodl-free at 1
866-494-3927, TTY dial 711.

If you have never used our mailder delivery and/or decide to stop automatic fills of new
prescriptions, the pharmacy will contact you each time it gets a new prescription from a health
care provider to see ifoy want the medication filled and shipped immediately. This will give

you an opportunity to make sure that the pharmacy is delivering the correct drug (including
strength, amount, and form) and, if necessary, allow you to cancel or delay the orderdoefore y
are billed and it is shipped. It is important that you respond each time you are contacted by the
pharmacy, to let them know what to do with the new prescription and to prevent any delays in

shipping.

To opt out of automatic deliveries of new prescaps received directly from your health care
provider 6s of f i ccaling@Vvb Eaesnark Gustamer&are fode a 1866y
4943927, TTY dial 711.

Refills on mail order prescriptions. For refills of your drugs, you have the option to sigrfamp

an automatic refill programalled ReadyFill at Mail®Under this program we will start to

process your next refill automatically when our records show you should be close to running out
of your drug. The pharmacy will contact you prior to shippinche&fill to make sure you are in
need of more medication, and you can cancel scheduled refills if you have enough of your
medication or if your medication has changed. If you choose not to use our auto refill program,
please contact yoyrharmacy 1%laysbefore you think the drugs you have on hand will run out

to make sure your next order is shipped to you in time.
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To opt out ofReadyFill at Mail®that automatically prepares mailder refills, please contact us
by calling CVS Caremark Customer Cawdl-free at 1866-494-3927, TTY dial 711

So the pharmacy can reach you to confirm your order before shipping, please make sure to let the
pharmacy know the best ways to contact Rlaase call CVS Caremark Customer Carefteb

at 1-:866-494-3927, TTY dial711, or log on to your Caremark.com account to give us your

preferred contact information.

Section 2.4 How can you get a long-term supply of drugs?

When you get a lonterm supply of drugs, your cesharing may be lower. The plan offers two
waystogetdongt er m supply (also called an fAextended
pl anéds Drug List. (Maintenance drugs are drug
long-term medical condition.) You may order this supply through mail dsser Section 2.3) or

you may go to a retail pharmacy.

1. Some retail pharmaciesn our network allow you to get a lorigrm supply of
maintenancérugs.Some of these retail pharmacies (which offer preferredstasing)
agree to accept a lower cesdtaringamount for a londerm supply of maintenance drugs.

Other retail pharmacies may not agree to accept the lowesltashg amounts for a
long-term supply of maintenance drugs. In this case you will be responsible for the
difference in priceYour Provider & Pharmacy Directorytells you which pharmacies in
our network can give you a losigrm supply of maintenanckugs. You can also call
Customer Carér more information (phone numbers are printed on the back cover of
this booklet).

2. Forcertainkindsofdrgs, you c¢an u snail-arderesernpcesdimeé s net wo
drugsthatareotavai | abl e t hr eourgdhe rt hsee rpvliiacned sa rnea inha r |
Not available at mail orden our Drug ListOu r p | aondérservivaadlldws you to
orderup to a 9eday supplySee Section 2.3 for more information about using our-mail
order services.

Section 2.5 When can you use a pharmacy that s
network?

Your prescription may be covered in certain situations

Generally, we cover drugs filled at an -aftnetwork pharmacgnly when you are not able to

use a network pharmacyo help you, we have network pharmacies outside of our service area
where you can get your prescriptions filled as a member of ourlplgou cannot use a network
pharmacy, herare the circumstances when we would cover prescriptions filled at-afi-out
network pharmacy:

1. To qualify for the oubf-network pharmacy claim benefit, you must have experienced
one ofthe following:
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1 Unable toaccess in a timely manner an opemetwork pharmacy within a

reasonablelriving distance;

Drug is not stocked at an accessible network retail pharmacy or mail order pharmacy;

Drug is dispensed by an eat-network institutiorbased pharmacy while in an

emergency room, providdyased clinicputpatient surgery or other @attient urgent

care setting; or
1 You are displaced from place of residence due to a Federal disaster or other public
healthemergency and you cannot reasonably obtain a Part D drugtatalne
pharmacy.

2. Prescriptions filled at otnf-networkpharmacies are limited to a enenth supply
unlessextraordinary circumstances, approved by our Medical Director, warrant
additional supplies.

3. Prescriptions filled at pharmacies located outside obithieed States and its territories
arenot covered.

E

In these situationglease check first withCustomer Careto see if there is a network
pharmacy nearby. (Phone numbersGoistomer Carare printed on the back cover of this
booklet.)You may be requikto pay the difference between what you pay for the drug at the
out-of-network pharmacy and the cost that we would cover at-astimork pharmacy.

How do you ask for reimbursement from the plan?

If you must use an owtf-network pharmacy, you will genéiahave to pay the full cost (rather

than your normal share of the caat)the timeyou 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 back.)

SECTION 3 Your drugs need to be on the pl a

Section 3.1 The ADrug Listo tells which Parlft D d

The pl ani shtasofa (over ed InDhiskwdence(oFCovemragek el ity ) . 0
the ADrug Listo for short.

The drugs on this lisire selected by the plan with the help of a team of doctors and pharmacists.
The | ist must meet requirements set by Medica

The drugs on the Drug List are only those covered under Medicare Part D (eariechafter,
Section 1.1 explains about Part D drugs).

We will generally cover a dyoudojowthae otherrceverggé an 6 s
rules explained in this chapter and tise of thedrug isa medically accepted indicatioA.
A radicallya c c e pt e d idanse of tha drughatis either.
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approved by the Food and g Administration (That is, the Food and Drug

Administration has approved the driag the diagnosis or condition for whidhis being

prescribed.

-- or -- supported by certain reference bookkhese reference books are the American
Hospital Formulary Service Drug Informatidhe DRUGDEX Information Systenand

the USPDI or its success@nd, for cancer, the National Comprehensive Cancer Network
and Clinicd Pharmacology or their successors.)

The Drug List includes both brand name and generic drugs

D

(O

A generic drug is a prescription drug that has the same active ingredients as the brand name drug.
Generally, itworks just as well as the brand name drugwndlly costs less. There are generic
drug substitutes available for many brand name drugs.

What is not on the Drug List?

The plan does not cover all prescription drugs.

l

l

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

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

Section 3.2 Therearesixicosharing tierso for drugs

Every drugontapla n 6 s LiBtts in@ne of sixostsharing tiers. In general, the higher the
costsharing tier, the higher your cost for the drug:

1 Costsharing Tier 1: Preferred Generic Drugs$ier 1 is the lowest tier and includes
preferred generic drugs and brand drugs.

1 Costsharing Tier 2: Generic DrugsTier 2 includes generic drugs and brand drugs.

9 Costsharing Tier 3: Preferred Brand Drug3ier 3 includes preferred brand drugs and
nonpreferred generic drugs.

9 Costsharing Tier 4: Notpreferred Drug$ Tier 4 includes nopreferred brand drugs
and nonrpreferred generic drugs.

1 Costsharing Tier 5: Specialty DrugsTier 5 has the highest cost. It contains very high
cost brand and generic drugs, which may require special handling and/or close
monitoring.

1 Costsharing Tier 6Select Care Drugs Tier 6 includes brand drugs and generic drugs to
treat certain conditions such as diabetes, high cholesterol, and high blood pressure.

To find out which cossharing tier your drugisin,lodkt up in the plands

The amountou pay for drugs in each cesfaring tier is shown in ChapterWIlat you pay for
your Part D prescription drugs
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Section 3.3 How can you find out if a specific drug is on the Drug List?

You have three way® find out:

1. Check the most recent Drug Lise sent you in the mail.

2. Vi sit the pwnwaGlobatHealrecbnsmetdiedyelhe Drug List on the
website is always the most current.

3. CallCustomerCarte 0o find out if a particular drug i
ask for a copy of the list. (Phone numbersGastomer Carare printed on the
back cover of this booklet.)

SECTION 4 There are restrictions on coverage for some drugs

Section 4.1 Why do some drugs have restrictions?

For certain prescription drugs, special rules restrict how and when the plan covers them. A team
of doctors and pharmacists developed these rules tmbelpembers 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 to get a drug that works for your medical condition and is
safeand effective. Whenever a safe, loveast drug will work just as wethedicallyas a higher

cost drug, the planbs rules are desigrmresdt to e
option. We also need to comply with Medicarebo
costsharing

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

to take extra steps in order for us to cover the druglf you want us to waive the restriction for
you, you will need to use thmverage decisioprocess and ask us to make an exception. We
may or maynot agree to waive the restriction for you. (See Chapter 9, Section 6.2 for
information about asking for exceptions.)

Please note that sometimes a drug may appear more than once in our drug list. This is because
different restrictions or costharing may pply based on factors such as the strength, amount, or
form of the drug prescribed by your health care provifigrigstance, L0 mg versus 100 mg; one

per day versus two per day; tablet versus liquid).

Section 4.2 What kinds of restrictions?

Our plan usg 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.
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Restricting brand name drugs when a generic version is available

Generbt |l y, a fAgenerico drug works the slamsst as a |
cases, whera generic version of a brand name drug is available, our network pharmacies

will provide you the generic version We usually will not cover the brand namheig 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 fireyowe

will cover the brand name drug. (Your shaféhe cost may be greater for the brand name drug

than for the generic drug.)

Getting plan approval in advance

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

to cover the dr ugpridr authorigatiom.. 0 THho metiismesalt ea e gl
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 requiremeneéncouragegou to try less costly but just as effective drugs before the plan
covers another drug. For example, if Drug A and Drug B treat the same medical condition, the
plan may require you to try Drug A first. If Drug A does not work for you, the plan will then
cover Drug B. This requirement to try a different drug first is cafigdp therapy. 0

Quantity limits

For certain drugs, we limit the amount of the drug that you can have by limiting how much of a
drug you can get each time you fill your prescription. &ample, 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 pl an 6 scludesinfogmation about themestrictions described above. To find out if
any of these restrictions apply to a drug you take or want to take, check the Drug List. For the
most upto-date information, calCustomer Caréphone numberare printed on the becover

of this bookle} or check ouwebsite(www.GlobalHealth.com/medicaye

If th ere is a restriction for your drug, it usually means that you or your provider will have

to take extra steps in order for us to cover the druglf there is a restriction on the drug you

want to take, you should contagtistomer Caréo learn what you or yo provider would need

to do to get coverage for the drufgyou want us to waive the restriction for you, you will need

to use theoverage decisioprocess and ask us to make an exception. We may or may not agree
to waive the restriction for you. (Sed&&pter 9, Section 6.2 for information about asking for
exceptions.)
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SECTION 5 What if one of your drugs is not covered in the way
youbdbd I|li ke it to be covered?

Section 5.1 There are things you can do if your drug is not covered in the
way youod éedokwed it to b

We hope that your drug coverage will work wel
prescription drug you are currently taking, or one that you and your provider think you should be
takingthat is not on our formulary or is on our formulary with restrictidfes 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, bthere are extra rules or restrictions on coverage for that Asug.
explained in Section 4, some of the drugs covered by the plan have extra rules to restrict
their use. For examplgpu might be required to try a different drug first, to see if it will
work, before the drug you want to take will be covered for @nthere 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 usvive the restriction for you.

1 The dryg is covered, but it is in a cesharing tier that makes your cestaring more
expensive than you think it should.@de plan puts each covered drug into ongsixof
different costsharing tiers. How much you pay for your prescription depends in part on
which costsharing tier your drug is in.

There are things you can do if your drug 1 s n
covered.Your options depend on what type of problem you have:

1 If your drug is not on the Drug List or if your drug is reted, go to Section 5.2 to learn
what you can do.

1 If your drug is in a cossharing tier that makes your cost more expensive than you think
it should be, go to Section 5.3 to learn what you can do.

Section 5.2 What can you do if your drug is not on the Drug List or if the
drug is restricted in some way?

If your drug is not on the Drug List or is restricted, here are things you can do:

1 You may be able to get a temporary supply of the drug (only members in certain
situations can get a temporary supply).shiill give you and your provider time to
change to another drug or to file a request to have the drug covered.

1 You can change to another drug.
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1 You can request an exception and ask the plan to cover the drug or remove restrictions
from the drug.

You may be able to get a temporary supply

Under certain circumstanceabg plan can offer a temporary supply of a drug to you when your
drug is not on the Drug List or when it is restricted in some way. Doing this gives you time to
talk with your provider about thehange 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 takingis longeront he pl and.s Drug Li st

1 or--the drug you have been takingisw restricted in some way(Section 4 in this
chapter tells about restrictions).

2. You must be in one of the situations described below:
1 For those members whare new or whowere in the planlast year:

We will cover a temporary supply of your drdgring the first 90 daysof your
membership in the plan if you were new and during the firs®0 daysof the calendar
year if you were in the plan last year This temporargupply will be for a maximuon of
a30-daysupply.If your prescription is written for fewer dayse will allow multiple fills
to provide up to a maximum of30-daysupplyof medication.The prescription must be
filled at a network pharmacy{Please note that the loigrm cargpharmacy may provide
the drug in smaller amounts at a time to prevent waste.)

1 For those members who havéeen in the plan for more than 90 daysind reside in a
long-term care (LTC) facility and need a supply right away:

We will coverone 3tdaysupplyof aparticular drugor less if your prescription is
written for fewer days. This is in addition to the abtemporary supply situation

1 For current members with a change in their level of care:

o Current enrollees transitioning to annetwork longtermcarefacility with a new
prescription for a drug that is not on our formulary, or a drug that is subject to prior
authorization, step therapy or quantity limit requirements, will receive a temporary
31-day supply (unless the prescription is written for fewarsdl from the network
pharmacy.

o Medication transition supps that are subject to poiot-sale quantity limit edits
allowing for less than the prescribed quantity can be refilled up to the prescribed
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amount for a or 3tay supply within the first 90 dayehile an exception is requested
and processed.

o If you enroll after we distribute thiennual Notice of ChangdaNOC) and have a
level of care change prior to the new plan year, you will be provided a transition
supply consistent with the transition progesed for other enrollees with level of
care changes. Our transition process is updated annually, or as needed, and is
available on our websitevivw.GlobalHealth.com/medicaye

To ask for a temporary supply, ca@lustomer Car@phone numbers are printed on the back cover
of this booklet).

During the time when you are getting a temporanypdy 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 sectis 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 cé@lustomer Caréo ask for a list of ceered drugs

that treat the same medical condition. This list can help your provider find a covered drug that
might work for you(Phone numbers f@€ustomer Carare printed on the badover of this
booklet.)

You can ask for an exception

You and youprovider can ask the plan to make an exception for you and cover the drug in the

way you would like it to be covered. If your provider says that you have medical reasons that
justify asking us for an exception, your provider can help you request an ercieptine rule.

For example, you can ask the plan to cover a
Or you can ask the plan to make an exception and cover the drug without restrictions.

If you are a current member and a drug you are takindeitemoved 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 ask for an exceptibefore next year and we will give you an answer within 72
hours after we receive your request (or your
your request, we will authorize the coverage before the change takes effect.

If you and your providewant to ask for an exception, Chapter 9, Sectionedlglwhat to dolt
explains the procedures and deadlines that have been set by Medicare to make sure your request
is handled promptly and fairly.
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Section 5.3 What can you do if your drug is in a cost-sharing tier you think
is too high?

If your drug isin a costsharing tieryou think is too highhere are things you can do:
You can change to another drug

If your drug is in a cossharing tier you think is too hightast by talking with your praider.
Perhaps there is a different drug in a lower-sbsiring tier that might work just as well for you.
You can callCustomer Caréo ask for a list of covered drugs that treat the same medical
condition. This list can help your provider find a covedeag that might work for youPhone
numbers folCustomer Carare printed on the badover of this booklet.)

You can ask for an exception

You and your provider can ask the plan to make an exception in theheostg tier for the drug
so that you payelss foiit. If your providersays that you have medical reasons that justify asking
us for an exception, your provider can help you request an exception to the rule.

If you and your providewant to ask for an exception, Chapter 9, Sectidnedls whatto da It
explains the procedures and deadlines that have been set by Medicare to make sure your request
is handled promptly and fairly.

Drugs in our Tier 5 (Specialty Drugs) are not eligible for this type of exception. We do not lower
the costsharing amant for drugs irthis tier.

SECTION 6 What if your coverage changes for one of your
drugs?

Section 6.1 The Drug List can change during the year

Most of the changes in drug coverage happen at the beginning of each year (January 1).
However, during the yeathe plan might make changes to the Drug List. For example, the plan
might:

1 Add or remove drugs from the Drug List. New drugs become available, including new
generic drugs. Perhaps the government has given approval to a new use for an existing
drug. Someines, a drug gets recalled and we decide not to cover it. Or we might remove
a drug from the list because it has been found to be ineffective.

Move a drug to a higher or lower costsharing tier.

1 Add or remove a restriction on coverage for a drugfor moreinformation about
restrictions to coverage, see Sec#dn this chapter).
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1 Replace a brand name drug with a generic drug.

We mustfollow Medicare requirements before we chahge e pl andés Drug List.

Section 6.2 What happens if coverage changes for a drug you are taking?

Information on changes to drug coverage

When changes to tHerug Listoccur during the year, waost information on our website about
those changes. We wilpdateour online Drug List on a regularly scheduleakis tanclude any
changedhat have occurredfter 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 t#kingan also calCustomer
Carefor more information (phone numbers are printed on the back cover of this booklet).

Do changes to your drug coverage affect you right away?

Changes that can affect you this ydarthe belowcases, you will be affected by the coverage
change during thecurrent year

1 A newgeneric drug replaces a brand name drug on the Drug List (or we change the
costsharing tier or add new restrictions to the brand name drug)

o We may immediately remove a brand name drug on our Drug List if we are
replacing it with a new generic drug that will appear on the same or lower cost
sharing tier and with the same or fewer restrictiéitso, when adding the new
generic drug, we may deld to keep the brand name drug on our Drug List, but
immediately move it to a different cesharing tier or add new restrictions.

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

0 You or your pescriber 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
Chapter9 (What to do if you have a problem or complaint (coverage decisions,
appeals, complaints)).

o If you aretaking 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. Youyn#ot get this notice before we make the
change.

1 Unsafe drugs andother drugs on the Drug List that are withdrawn from the market

o Once in a whilea drugmay besuddenly withdrawtecause ihasbeen found to
be unsafe oremoved from the marké&r amother reasonf this happens, wevill
immediately remove the drug from the Drug Li§tyou are taking that drug, ev
will let you know of this change right away.
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0 Your prescribemwill also know about this change, and can work with you to find
another drg for your condition.
9 Other changes to drugs on the Drug List

0 We may make other changes once the year has started that affect drugs you are
taking. For instanceywe might add a generic drug that is not new to the market to
replace a brand name drugabrange the costharing tier or add new restrictions
to the brand name drug. We also migtgkechanges based on FDA boxed
warnings or new clinical gdelines recognized by MedicaMe must give you at
least30d ay s & not i c3®day refill gftheszdeug yoo are takinat a
network pharmacy.

o During this30-day period, you should be working with yqarescriberto switch
to a different drug that we cover.

o Or youor your prescribercan askusto make an exception and continue to cover
the drug for you. For information on how to ask for an exception, see Chapter 9
(What to do if you have a problem or compldsuverage decisions, appeals,
complaints).

Changes to drugs on the Drug List that Wl not affect people currently taking the drug: For
changes to the Drug List that are not described above, if you are currently taking theedrug,
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 cesttaring tier.
1 If we put a new restriction on your use of the drug.

1 If we remove your drug from the Drug List

If any of these changes happen for a drug you are t@uigiot because of a market

withdrawal, a generidrug replacing a brand name drug, or other change noted in the
sectionsabove) t hen the change wonodét affect your us
cost wuntil January 1 of the next year. Until
your payments or any added restriction to your use of the dfaugwill not get direct notice

this year about changes that do not affect ytmwever, on January 1 of the next year, the

changes will affectyou and it i s i mport an tListtormnychamgesk t he
to drugs

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

Section 7.1 Types of drugs we do not cover

This section tells you what kinds of prescrip
does not pay for these drugs.
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If you get drugs that are excluded, you must pay for them youvéelf wondét pay for t
that are listed in this sectiohlheonly exception: If the requested drug is found upon appeal to

be a drug that is not excluded under Part D and we should have paid for or covered it because of
your specific situation(For information about appealing a decision we have made to not cover a

drug, go to Chapter 9, Section 6.5 in this booklet.)

Here are three general rules about drugs that Medicare drug plans will not cover under Part D:

f Our planés Part D drug coverage cannot <cov
Medicare Part A or Part B.

1 Our plan cannot cover a drug purchased outside the United States and its territories.

Our plan usually cannot coverdffabel dsadeliiQfsfed i s any use
than those indicated on a drugbs la#ob.el as
o Generally, cloowtkaglagesdori shodlfl owed onl y v

by certain reference books. These reference books are the American Hospital
Formulary Service Drug Information, the DRUGDEX Information System,
cancer, the Natioh&omprehensive Cancer Network and Clinical Pharmacology,
or their successor#f the use is not supported by any of these reference books,
then our plan tabebtusever its nAoff

Also, by law, these categories of drugs are not covered by Medicagelans:

Non-prescription drugs (also called ovie-counter drugs)
Drugs when used to promote fertility
Drugs when used for the relief of cough or cold symptoms

Drugs when used for cosmetic purposes or to promote hair growth

= =2 =4 A

Prescription vitamins anehineral products, except prenatal vitamins and fluoride
preparations

Drugs when used for the treatment of sexual or erectile dysfunction
Drugs when used for treatment of anorexia, weight loss, or weight gain

91 Outpatient drugs for which the manufacturerksa®e require that associated tests or
monitoring services be purchased exclusively from the manufacturer as a condition of
sale

I f you receive AExtr a ,Vvoaristat®Megdicig proggam maycovey our d
some prescription drugs not normatiyvered 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.)
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SECTION 8 Show your plan member ID card when you fill a
prescription

Section 8.1 Show your member ID card

To fill your prescription, show your planember ID carét the network pharmacy you choose.
When you show your plamember ID cardthe network pharmacy will automatically bill the
plan forour 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 i f you donedler|b @ardevithyyour

| f you don 6 tmerbartDeardwith you when yauwnfill your prescription, ask the
pharmacy to call the plan to get the necessary information.

If the pharmacy is not able to get the necessary informatoanmay have to pay the full cost
of the prescription when you pick it up (Youcan therask us to reimburse youor our share.
See Chapter 7, Section 2.1 for information about how to ask the plan for reimbursement.)

SECTION 9 Part D drug coverage in special situations

Section 9.1 What i f youbre in a hospiltyfola or[] a sk
stay that is covered by the plan?

If you are admitted to a hospital or to a skilled nursing facility for a stay covered by thevplan,
will generally cover the cost of your prescription drugs during your stay. Once you leave the
hospital or skled nursing facility, the plan will cover your drugs as long as the drugs meet all of
our rules for coverage. See the previous parts of this section that tell about the rules for getting
drug coverage. Chapter W/hat you pay for your Part D prescriptiainugs gives more

information about drug coverage and what you pay.

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

Section 9.2 What i f youbdr e a-tarmesaieddQ)facility? a [l ong

Usually, a longterm cargLTC) facility (such as a mging home) has its own pharmacy, or a

pharmacy that supplies drugs for all of its residents. If you are a resident oftafongare
facility, you may get your prescription drugs
of our network.
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Check yourProvider & Pharmacy Directoryo find out if yourlongt er m car e f aci | it
pharmacy is part of our networ k. I [ 0
Customer Caréphone numberare printed on the badover of this booklet)

What i f youdr e a -tarre caiedLaQ) facilitynandabedomeragnew
member of the plan?

If you need a drug that is not on our Drug List or is restricted in some way, the plan will cover a
temporary supply of your drug during the fir®20 daysof your membershiplhe total supply

will be for a maximum oB1-day supply or less if your prescription is writtdar fewer days.

(Please note that the lotgrm care (LTC) pharmacy may provide the drug in smaller amounts at

a time to prevent waste.)ybu have been a member of the plan for more @adaysand need

a drug that is not on our Drwug List or if the
will cover one31-daysupply, or less if your prescription is written for fewer days.

During the time when you are getting a temporary supply of a drug, you should talk with your
provider to decide what to do when your temporary supply runs out. Perhaps there is a different
drug covered by the plan that might work just as well for you. Or ydwauar 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, Sedtiells6vhat

to da

Section 9.3 What i f youtihg @rugadverage framtan employer or
retiree group plan?

Do you currently have other prescription drug
employer or retiree group? If so, please cortabtat gr oupds b e nHebrishes admi
can help you etermine 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 groufagewegould
pay first.

Special note about O0creditable coveragebo:

Each year your employer or retiree group should send you a notice that tells if your prescription

drug coverage for the next calendar year i s i
coverage.

| f the cover age dreditabe, ©h € t g e plansap druy Boveragbath
isexpected to pay, on average, at | east as muc!

coverage

Keep these notices about creditable coverageecause you may need them later. If you enroll
in a Medicare plan that includes Part D drug coverage, you may need these notices to show that
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you have maintainedreditablec o ver age . I f you didndét get a not
from your employepr retiree group plan, you can get a copy from your employer or retiree
pl andéds benefits administrator or the employer

Section 9.4 What i f youbo0 r-certified hoSpcg? car e

Drugs are never covered by both hospice and our plan at the sanm# §iou are enrolled in
Medicare hospice and require an ardusea, laxative, pain medication or antianxiety drug that is
not covered by your hospice because it is unrelated to your terminal illness and related
conditions, our plan must receive notitica 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@ make sure we have the notification that the drug is unrelated before you ask a
pharmacy to fill your prescription.

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

information about drug coverage and what you pay.

SECTION 10 Programs on drug safety and managing medications

Section 10.1 Programs to help members use drugs safely

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

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

Drugs that may not be necessary because you are taking another drug to treat the same
medical condition

Drugs that may not b&afe or appropriate because of your age or gender
Certain combinations of drugs that could harm you if taken at the same time

Prescriptions written for drugs that have ingredients you are allergic to

= =4 4 =

Possible errors in the amounbgage) of a drug youeataking
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If we see a possible problem in your use of medications, we will work with your provider to
correct the problem.

Section 10.2 Drug Management Program (DMP) to help members safely use
their opioid medications

We have a program that can help makeesur members safely use their prescription opioid
medicationsor other medications that are frequently abu3éds program is called a Drug
Management Program (DMRJ.you use opioid medications that you get from several doctors or
pharmacies, we may talk y@ur doctors to make sure your use is appropriate and medically
necessaryworking with your doctors fiwe decideyou areat risk for misusing or abusing your
opioid or benzodiazepinenedicationswe may limit how you can get those medications. The
limitations may be:

1 Requiring you to get all your prescriptions for opioidbenzodiazepinmedications
from one pharmacy

1 Requiring you to get all your prescriptiorts bpioidor benzodiazepinmedications
from one doctor

1 Limiting the amount of opioidr benzodiazepinenedications we will cover for you

If we decide that one or more of these limitations should apply to you, we will send you a letter
in advance. The ledt will have information explaining the terms of the limitatiorestinnk

should apply to you. You will also have an opportunity to tell us which doctors or pharmacies
you prefer to use. If yothink we made a mistake or ydisagree with our determinatidnat

you are atisk for prescription drug abuse or the limitation, you and your prescriber have the
right to ask us for aappeal See Chapter 9 for information about how to ask for an appeal.

The DMP may not apply to you if you have certain medicatitmms, such as cancer, or you
are receiving hospice care or live in a ldegm care facility.

Section 10.3 Medication Therapy Management (MTM) program to help
members manage their medications

We have a program that can help our membersauithplexhealth needg~or example, some
members have several medical conditjdakedifferentdrugs at the same timand have high
drug costs.

This program ioluntary and free to members. A team of pharmacists and doctors developed
the program for us. This pgram can help make sure that our mempgetghe most benefit from
the drugs they tak@©ur program is called a Medication Therapy Management (MTM) program.
Some members who take medications for different medical conditionberalyle to get

services though an MTM programA 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 costand any problemsr questions you have about your prescriptiod an
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overthecounter medicaton¥ ou 61 I get a written summary of t
a medication action plan that recommends what you can do to make the best use of your
medications, with space for you to take notes or write down any falfpgvu e st i ons. You?o
get a personal medi cation | ist that wil/ i ncl
take them.

|l t 6s a ghaveydo urd eme diocati on review before your Yy
talk to your doctor about yowaction 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. Ald@&epyour medication list with yofor example, with your 1D)

in case yougo 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 progren. If you have any questions about these programs, please coushoier
Care(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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SECTION 7
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0 Did you know there are programs to help people pay for their drugs?

The AExtra Hel pod program helps ped@mle with
more information, se€hapter 2, Section 7.

Are you currently getting help to pay for your drugs?

If you are in a program that helps pay for your drggspe information in this

Evidence of Coveragabout the costs for Part D prescription drugsmay not apply
toyouuWesentyaa separate insert, called the HAEVI
People Who Get Extra Help Paying for Presc
|l ncome Subsidy Ridero or the ALIS Ridero),
| f you don ér, please vaustorher Garainrds ask for the ALI S
(Phone numbers f@zustomer Carare printed on the back cover of this booklet.)

SECTION 1 Introduction

Section 1.1 Use this chapter together with other materials that explain
your drug coverage

This chapter focuses on what you pay for your Part D prescription drugs. To keep things simple,
we use Adrugo in this chapter to meanna Part
all drugs are Part D drugssome drugs are covered under MadécPart A or Part B and other

drugs are excluded from Medicare coverage by law

To understand the payment information we give you in this chapter, you need to know the basics
of what drugs are covered, where to fill your prescriptions, and what ruigote when you
get your covered drugslere are materials that explain these basics:

T The plisaai @osered Drugs (Formulary)To keep things simple, we call this the
ADrug List. oo

o This Drug List tells which drugs are covered for you.

o Italso tells vhich of thesixii c esshtar i ng ti erso the drug 1is
any restrictions on your coverage for the drug.

o If you need a copy of the Drug List, c@lustomer Caréhone numbers are printed
on the back cover of this booklet). You can alsd the Drug List on our website at
www.GlobalHealth.com/medicar@he Drug List onlie 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 drugge not covered by our plan.
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T The pPravided & Pharmacy Directoryln most situations you must use a network
pharmacy to get your covered drugs (see Chapter 5 for the detailfrovheer &
Pharmacy Directonhas a | i st of p htworknatsotedlssyouivhicht he pl
pharmacies in our netwodan give yowa longterm supply of a drug (such as filling a
prescription forathreemont hés supply).

Section 1.2 Types of out-of-pocket costs you may pay for covered drugs

To understand theayment information we give you in this chapter, you need to know about the
types of outof-pocket costs you may pay for your covered services. The amount that you pay for
a drug i sshariagl | eerdd fAtcloesrte ar e t hree ways you ma\)

1 Thefi d e d u ci$ thebaimauidt you must pay for drugs before our plan begins to pay its
share.

1 A Co p ay meandthat you pay a fixed amount each time you fill a prescription.

T ACoi ns umeans tha you pay a percent of the total cost of the drug eackotim
fill a prescription.

SECTION 2 What vyou
nt

pay for a drug depends
payme t ag

S e0 you are i n when

Section 2.1 What are the drug payment stages for State of Oklahoma
Group Retirees (HMO) members?

As shown inthetablebelgw t her e are Adrug payment stages?o
coveragaunderState of Oklahoma Group Retirees (HM8pw much you pay for a drug
depends on which of these stages you are in at the time you get a prescription filled or refilled

Keep in mind you are always responsible for t
payment stage.
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Stage 1 Stage 2 Stage 3 Stage 4
Yearly Deductible Initial Coverage Coverage Gap Catastrophic
Stage Stage Stage Coverage Stage
Because theris no | You begin in this stage, For generic drugis During this
deductible for the | When you fill your first | Tiers 1 and5, you pay stagethe plan
plan, this payment| Prescription of the year eitherthe same will pay most
stage does not . . copaymenas in the of the costof
apply to you. During this stage, the | Initial Coverage Stager | your drugs for
plan pays its share of | 37% of the costs, the rest of the
the cost of your drugs | whichever is lowerFor | calendar year
andyou pay your brand name drugs in (through
share of the cost. Tiers 1 and 6, qu pay December 31,
either the same 2019).

You stay in this stage | copayment as in the
until your yeasto-date | Initial Coverage Stage o, (Detailsare in
At ot al dr u 25% of the price (plus a| Section 7 of
(your payments plus | portion of the dispensing this chapter.)
any Part D)|fee),whicheveris ler.
payments) tota$3820. | For other tiers, you pay

25% of the price for
(Detailsare in Section | brand name drugs (plus
5 of this chapter.) portion of the dispnsing

fee) and 37% of theosts

for generic drugs.

For insulinand insulin
syringesin Tier 3, you
pay eithethe same
copaymengs in the
Initial Coverage Stgeor
25% of theprice,
whichever is lower.

You stay in this stage
until your yearto-date
Aowftpoc ket ¢
(your payments)each a
total of $5,D0. This
amount and rules for
counting costs toward
this amount have been
set by Medicare.

(Details ae in Section 6
of this chapter.)
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SECTION 3 We send you reports that explain payments for your
drugs and which payment stage you are in

Section 3.1 We send you a mont hl PartrD&pptanationc al | e d
of Benéef hRasBEOBO)

Our plan keeps track of the costs of your prescription drugs and the payments you have made
when you get your prescriptions filled or refilled at the pharmacy. This way, 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 muchyou havepdichi s i s ou-o6f-poeketd yoast A

T We keep t rtatadrugoosts yodthi & i s t heof-pooketornt you
others pay on your behalf plus the amount paid by the plan.

Our plan will prepare a written report called &t D Explanaton of Benefitgit is sometimes
cal | eRrtDENOB O when you have had tmoughtleplanmor e pr
during the previous montlt includes:

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

1 Totals for the year since January 1T hi s i s -odalalted iyndéadr mati on.
you the total drug costs amatal payments for your drugs since the year began.

Section 3.2 Help us keep our information about your drug payments up to
date

To keep track of your drug costs and the payments you make for drugs, we use records we get
from pharmacies. Here is how yoarchelp us keep your information correct and up to date:

1 Show yourmember ID card when you get a prescription filled.To make sure we
know about the prescriptions you are filling and what you are paying, show your plan
member ID caravery time you get a prescription filled.

1 Make sure we have the information we needhere are times you may pay for
prescription drugs when we will not automatically get the information we need to
keeptrack of your ouof-pocket costs. To help us keepak of your ouof-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, SectioafZzhis booklet.) Here are some types of
situations when you may want to give us copies of your drug receipts to be sure we have
a complete record of what you have spent for your drugs:
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0 When you purchase a covered drug at a network pharmacy at a ppeeiair
using a discount card that is not part

0o When you made a copayment for drugs that are provided under a drug
manufacturer patient assistance program.

o Any time you have purchased covered drugs abbuetwork 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 yoBayments made by
certain other individuals and organizations also count toward yotofqudcket costaind
help qualify you for catastrophic coverage. For example, payments made by an AIDS drug
assistance progra(ADAP), the Indian Health Service, and most charities count toward your
out-of-pocket costs. You should keep a record of these payments antieenidtus so we
can track your costs.

1 Check the written report we send youWhen you receive Rart D Explanation of Benefits
(af P a rEOBOQ)DN the mail, please look it over to be sure the information is complete and
correct. If you think something isissing from the report, or you have any questions, please
call us atCustomer Caréphone numberare printed on the badoverof this booklet). Be
sure to keep these reports. They are an important record of your drug expenses.

SECTION 4 There is no deductible for State of Oklahoma Group
Retirees (HMO)

Section 4.1 You do not pay a deductible for your Part D drugs

There is no deductible f@tate of Oklahoma Group Retirggé#MO). You begin in the Initial
Coverage Stage when you fill your first prescriptadrihe year. See Section 5 for information
about your coverage the Initial Coverage Stage.

SECTION 5 During the Initial Coverage Stage, the plan pays its
share of your drug costs and you pay your share

Section 5.1 What you pay for a drug depends on the drug and where you
fill your prescription

During the Initial Coverage Staghe plan pays its shaoéd the cost of your covered prescription
drugs,and you pay your shargqur copayment or coinsurance amouiur share of the cost
will vary depending on the drug and &re you fill your prescription.
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The plan has six cost-sharing tiers

Everydrugonta pl ands Dr ug tostsharing tisrs. In generah the hogher thei v e
costsharing tier number, the higher your cost for the drug:

1 Costsharing Tier 1: Preferred Generic Drugs$ier 1 is the lowest tier and includes

preferred generic drugsd brandirugs.

Costsharing Tier 2: Generic DrugsTier 2 includes generic drugs and brand drugs.

Costsharing Tier 3: Preferred Brand Drug3ier 3 includes preferred brand drugs and

non-preferred generic drugs.

1 Costsharing Tier 4: Nospreferred Drug$ Tier 4 includes nompreferred brand drugs
and norpreferred generic drugs.

9 Costsharing Tier 5: Specialty DrudsTier 5 has the highest cost contains very high
cost brand and generic drugs, which may require special handling and/or close
monitoring.

1 Costsharing Tier 6: Select Care Druigdier 6 includes brand drugs and generic drugs to
treat certain conditions such as diabetes, highesitexiol, and high blood pressure.

T
T

To find out whichcoss har i ng tier your drug is in, | ook i
Your pharmacy choices

How much you pay for a drug depends on whether you get the drug from:
1 A network retail pharmacy that offersastiard cossharing
1 A network retail pharmacy that offers preferred esistring
T A pharmacy that is not in the planbs netwo
T The pl aondérphamacy |

For more information about these pharmacy choices and filling your prescriptions, see Chapter 5
int hi s book]!| eProviden & Pharimaey Diréctarg 6 s

Generally, we will cover your prescriptionsly if they are filled at one of our network

pharmacies. Some of our network pharmacies also offer preferresheostg. You may go to

either network parmacies that offer preferred ca$iaring or other network pharmacies that

offer standard costharing to receive your covered prescription drugs. Your costs may be less at
pharmacies that offer preferred csbiaring.

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

During the Initial Coverage Stage, your share of the cost of a covered drug will be either a
copayment or coinsurance.



2019 Evidence of Coverage for State of Oklahoma Group Retirees (HMO) 126
Chapter 6. What you pay for your Part D prescription drugs

1 A Copay meandthat you pay a fixed amount each time you fill a prescription.

T ACoi ns umeans tha you pay a percent of the total cost of the drug each time you
fill a prescription.

As shown in the table below, the amount of the copayment or coinsurance depends on which
costsharing tier your drug is ifRlease note:

1 If your covered drug cds less than the copayment amount listed in the chart, you will
pay that lower price for the drug. You paiyherthe full price of the drugr the
copayment amountyhichever is lower

1 We cover prescriptions filled at cof-network pharmacies in onlyntited situations.
Please see Chapter 5, Sectadh for information about when we will cover a
prescription filled at an otdf-network pharmacy.

Your share of the cost when you get a one-month supply of a covered Part D
prescription drug:
- |

Standard Preferred Mail -order Long-term Out-of-network
retail cost retail cost- costsharing care (LTC) costsharing
sharing sharing (in- costsharing
(in-network)  network) (up to a 30 (Coverage is limitec
day supply) (up to a31-day to certain situations
(up to a30- (uptoa3e supply) see Chapter 5 for
daysupply) day supply) details.)
(up to a 3eday
supply)
Cost-Sharing $10 $5 Standard: $10 $10 $10
Tier 1
Preferred: $5
(Preferred
Generic Drugs)
Cost-Sharing $20 $15 Standard: $20 $20 $20
Tier 2

_ Preferred: $15
(Generic Drugs)

_(?i(:téSharing $47 $42 Standard: $47 $47 $47

Preferred: $42
(Preferred Brand

Drugs)
Cost-Sharing 50% 40% Sta”g'ard: 50% 50% coinsurance
Tier 4 coinsurance  coinsurance 50% coinsurance
coinsurance
(Non-preferred
Drugs) Preferred:

40%
coinsurance
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Standard Preferred Mail -order Long-term Out-of-network
retail cost retail cost- costsharing care (LTC) costsharing
sharing sharing (in- costsharing
(in-network)  network) (up to a 30 (Coverage is limitec
day supply) (up to a31-day to certain situations
(up to a30- (uptoa 30 supply) see Chapter 5 for
daysupply) day supply) details.)
(up to a 3eday
supply)
CostSharing 33% 33% 33% 33% 33% coinsurance
Tier 5 coinsurance  coinsurance  coinsurance coinsurance
(Specialty Drugs)
Cost-Sharing $10 $5 Standard: $10 $10 $10
Tier 6

(Select C Preferred: $5
elect Care

Drugs)

Section 5.3 |l f your doctor prescribes |l ess |[than
may not havetopayt he cost of the entirle mon:

Typically, the amount you pay for a prescription drug coedrsu | | mont hés supply

drug. Howevery our doctor can prescribe | ess than a n

ti mes when you want to ask your doctor about
(for example, when you are trying a medication for the first time that is knowvéoskaious

side effects). If youdoctorpr escr i bes | ess t,lyouwil reot hdvatob pay mont h 6
for the full mont hés supply for certain drugs
The amount you pay when you get | ess ouhan a f

are reponsible for payingoinsurance (a percentage of the total cost) or a copayment (a flat
dollar amount).

1 If you are responsible for coinsurance, you pay a percentage of the total cost of the drug.
You pay the same percentage regardless of
supply or for fewer days. However, because the entire drug cost will ee ifoyou get
|l ess than a full mont hés supply, the amoun

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
dayf or your drugh@thaegfidatkgp)castd mul tiply i
the drug you receive.

o Hereds an exampl e: Letdbs say the copay
30-day supply) is $30. This means that the amount you pay gdodgour drug
is $1. I f you receive a 7 daysodé supply

multiplied by 7 days, for a total payment of $7.
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Daily costsharing allows you to make sure a drug works for you before you have to pay for an

128

ent i r e supgyYoulcdn also ask your doctor to prescribe, and your pharmacist to

di spense,

| ess

t han

full

mont hods

supply

dates for different prescriptions so that you can take fewer trips to thematy. The amount

you pay wil

depend

upon

t he

daysb©o

supply

Section 5.4

supply of a drug

A table that shows your costs for a long-term up to a 90-day

For some drugs, you can getalgng r m
your prescription. A longerm supply isip to a90-daysupply. (For details on where and how to
get a longterm supply of a drug, see Chapter 5, Section 2.4.)

supply

(al so

cal |l edll an

The table below shows what you pay when you get atemgup to a90-daysupply of a

drug.

1 Please note: If your covered drug cassless than the copayment amount listed in the
chart, you will pay thielower price for the drug. Yopayeitherthe full price of the drug
or the copayment amounthichever is lower

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

prescription drug:

|
Standard retail cost Preferred retail

Cost-Sharing Tier 1

(Preferred Generic
Drugs)

Cost-Sharing Tier 2
(Generic Drugs)

CostSharing Tier 3

(Preferred Brand
Drugs)

Cost-Sharing Tier 4
(Non-preferred Drugs)

sharing
(in-network)

(up to a 9eday
supply)

$30

$60

$141

50% coinsurance

costsharing (in-
network)

(up to a 9eday
supply)

$15

$45

$126

40% coinsurance

Mail -order cost
sharing

(up to a 9eday
supply)

Standard: $30
Preferred: $15
Standard: $60

Preferred: $45
Standard: $141

Preferred: $126

Standard: 50%
coinsurance

of

you

fi

e X
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Cost-Sharing Tier 5
(Specialty Drugs)

Standard retail cost
sharing
(in-network)

(up to a 9eday
supply)

A long-term supply is
not available for
drugs in Tier 5

Preferred retail
costsharing (in-
network)

(up to a 9eday
supply)

Mail -order cost
sharing

(up to a 9eday
supply)

Preferred: 8%
coinsurance

A long-term supply is A long-term supply is

notavailable for
drugs in Tier 5

not available for
drugs in Tier 5

(Specialty Drugs) (Specialty Drugs) (Specialty Drugs)
CostSharing Tier 6 g3 $0 Standard: $30
(Select Car®rugs)
Preferred$0
Section 5.5 You stay in the Initial Coverage Stage until your total drug

costs for the year reach $3,820

You stay in the Initial Coverage Stage until the total amount for the prescription drugs you have

filled and refilled reaches tt%3,820limit for the Initial Cov erage Stage

Your total drug cost is based on adding together what you have paid anaylirsrt Dplan

has paid:

1 What you have paidfor all the covered drugs you have gotten since you started with
your first drug purchase of the year. (See SectiotfioB.&ore information about how

Medicare calculates your euof-pocket costs.) This includes:

o The total you paid as your share of the cost for your drugs during the Initial
Coverage Stage.

1 What the plan has paidas its share of the cost for your drugs dgitime Initial
Coverage Stagélf you were enrolled in a different Part D plan at any time du2ibig
the amount that plan paid during the Initial Coverage Stage also counts toward your total

drug costs.)

ThePart D Explanation of BenefitdPart DEOB) that we send to you will help you keep track of
how much you and the plaas well as anthird parties have spent on your behdlfiring the
year. Many people do not reach 88820Ilimit in a year.

We will let you know if you reach thi$3,820amount.If you do reach this amount, you will

leave the Initial Coverage Stage and move on t&€thesrage Gap Stage
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SECTION 6 During the Coverage Gap Stage, the plan provides
some drug coverage

Section 6.1 You stay in the Coverage Gap Stage until your out-of-pocket
costs reach $5,100

When you are in the Coverage Gap Stage, the Medicare Coverage Gap Discount Program
provides manufacturer discounts on brand name dwaspay25% of the negotiated price and

a portion of the dispensing fee for brand name drexysept insulin in Tier 3You pay this

amount or the same cestharing for insulin and syringes in Tier 3 that you paid in the Initial
Coverage Stage, whichever is leS®oth the amount you pay and the amount discounted by the
manufacturer count toward ypoutof-pocket costs as if you had paid them and moves you
through the coverage gap.

You also receiveome coverage for generic drugs. You pfeysame cost sharing for Tier 1 and
Tier 2 drugs that you paid in the Initial Coverage Stage & &7the cog whichever is lessnd

the plan pays the restou pay no more than 37% of the cost for other generic drugs and the plan
pays the restor generic drugs, the amount paid by the [(8%)does not count toward your
out-of-pocket costs. Only the amowtdu pay counts and mosgou through the coverage gap.

You continue payinghe discounted price for brand name drugs and these anfougeneric
drugs and Tier 3 insulin and syringadil your yearly ouof-pocket payments reach a maximum
amount thaMedicare has set. 12019 that amount i$5,100

Medicare has rules about what counts and what mloeount as your oubf-pocket costs.
When you reach an cwof-pocket limit 0f$5,10Q you leave the Coverage Gap Stage and move
on to the Catastrophic Cawege Stage.

Section 6.2 How Medicare calculates your out-of-pocket costs for
prescription drugs

Here are Medicareds rules that wa-pocketsdstsf ol | ow
for your drugs.

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

When you add up your owatf-pocket costsyou can includethe payments listed below (as
long as they are for Part D covered drugs and you followed ke fiar drug coverage that
are explained in Chapter 5 of this booklet):

1 The amount you pay for drugs when you are in any of the following drug payment stages:
o The Initial Coverage Stage
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o0 The Coverage Gap Stage

1 Any payments you made during this calendar year as a member of a different Medicare
prescription drug plan before yooied our plan

It matters who pays:
1 If you make these paymentsurself, they are included in your cof-pocket costs.

1 These payments aadso includedf they are made on your behalf bgrtain other
individuals or organizations. This includes paymenfsr your drugs made by a friend or
relative, by most charities, by AIDS drug assistance programs, or by the Indian Health
Service. Payments made by alalsbinduglede 6 s AEXt r &

1 Some of the payments made by the Medicare Coverag®iSapunt Program are
included. The amount the manufacturer pays for your brand name drugs is included. But
the amount the plan pays for your generic drugs is not included.

Moving on to the Catastrophic Coverage Stage:

When you (or those paying on your héhhave spent a total ,100in outof-pocket
costs within the calendar year, you will move from Coverage Gap Stage to the Catastrophic
Coverage Stage.

These payments are not included in your out-of-pocket costs

When you add up your owtf-pocketcosts you arenot allowed toinclude any ofthese
types of paymentior prescription drugs:

1 The amount you pay for your monthly premium.

1 Drugs you buy outside the United States and its territories.
1 Drugs that are not covered by our plan.
1

Drugs you getaanoutof-n et wor k phar macy that do not mee
for outof-network coverage.

1 Non-Part D drugs, including prescription drugs covered by Part A or Part B and other
drugs excluded from coverage by Medicare.

1 Payments made by the plan foruuydorand or generic drugs while in the Coverage Gap.
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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 suchTRICARE and the Veterans Affairs.

1 Payments for your drugs made by a tkpatty with a legal obligation to pay for
prescription costs (for example, Workersod (

Reminderif any other organization such as the ones listed above pays parooya@llr out
of-pocket costs for drugs, you are required to tell our plan.@mtomer Careo let us know
(phone numbers are printed on the back cover of this booklet).

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

1 We will help you. ThePart D Explanation of Benefii®art D EOB) report we send to
you includes the current amount of your-otfpocket costs (Section 3 in this chapter
tells about this report). When you reach a total5180in outof-pocket costs for the
year, this reponwill tell you that you have left th€overage Gap Stagend have moved
on to the Catastrophic Coverage Stage.

1 Make sure we have the information we needSection 2 tells what you can do to help
make sure that our records of what you have spent are demapiaé up to date.

SECTION 7 During the Catastrophic Coverage Stage, the plan
pays most of the cost for your drugs

Section 7.1 Once you are in the Catastrophic Coverage Stage, you will
stay in this stage for the rest of the year

You qualify for the Catastiphic Coverage Stage when your-otdpocket costs have reached the
$5,100limit for the calendar year. Once you are in the Catastrophic Coverage Stage, you will
stay in this payment stage until the end of the calendar year.

During this stage, the plan lpay most of the cost for your drugs.

1 Your share of the cost for a covered drug will be either coinsurance or a copayment,
whichever is théarger amount:

o T eitheri coinsurance of 5% of the cost of the drug

o 1 ori $3.40 for a generic drug or a drug tisatreated like a generic
and $8.50 for all other drugs.

1 Our plan pays the restof the cost.
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SECTION 8 What you pay for vaccinations covered by Part D
depends on how and where you get them

Section 8.1 Our plan may have separate coverage for the Part D vaccine
medication itself and for the cost of giving you the vaccine

Our plan provides coverader a number oPart DvaccinesWe also cover vaccines that are
considered medical benefits. You can find out about coverage of these vaccines by going to the
Medical Benefits Chart in Chapter 4, Section 2.1.

There are two parts to our coveragd®aft Dvaccinations:

1 The first part of coverage is the costloé vaccine medication itself The vaccine is a
prescription medication.

1 The second part of coveragdas the cost ofjiving you the vaccire. (This is sometimes
called the fAadministrationd of the vaccine

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

1. The type of vaccingwhat you are being vaccinated for).

0 Some vaccines are considered medical benefits. You can find out about your
coverage of these vaccines by going to Chaptstetlical Benefits Chart (what is
covered and what you pay).

o Other vaccines are consideredtHadrugs. You can find these vaccines listed in
t he ikt afi€dvered Drugé-ormulary)

2. Where you get the vaccine medication.
3. Who gives you the vaccia.

What you pay at the time you get tRart Dvaccination can vary depending on the
circumgances. For example:

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

1 Other times, when you get the vaee medication or the vacanyou will pay only your
share of the cost.

To show how this works, here are three common ways you mightRget &vaccire.
Remember you are responsible for all of the costs associated with vaccines (including their
administration) duringhe Coverage Gap Stage of your benefit.
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Situation 1: You buy thePart Dvaccine at the pharmacy and you get your vacairnhe
network phamacy. (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 yaypaymentor
the vaccine and the cost of giving you the vagcin

1 Our plan will paythe remainder of the costs

Situation 2: YougetthePartDvacci nati on at your doctorés o

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 slarihe cost by using the
procedures that are described in Chapter 7 of this bodd&ingusto
payour share of a bill you have received for covered medical services
or drugs.

1 You will be reimbursed the amount you paid less your normal
copaymenfor the vacine (including administration).

Situation 3: You buy thePart Dvaccine at your pharmacy, and then take it to your
doctorés office wheae they give you th

1 You will have to pay the pharmacy the amount of yaapaymenfor
the vaccine itself

1 When your doctor gives you the vaagiou 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 bydbeta for
administering the vaccine.

Section 8.2 You may want to call us at Customer Care before you get a
vaccination

The rules for coverage of vaccinations are complicated. We are here to help. We recommend that
you call us first aCustomer Carevhenever you are planning to get a vaccinati@@hone
numberdor Customer Carare printed on the badoverof this booklei)

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 ypown cost down by using providers 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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SECTION 1

Section 1.1

SECTION 2

Section 2.1

SECTION 3

Section 3.1

Section 3.2

SECTION 4

Secton 4.1

covered medical services or drugs

Situations in which you should ask us to pay our share of
the cost of your covered services or drugs .......ooeevvvvevvvvvicineeeenn.

I f you pay our plands sharerugsf t he
or if you receive a bill, you can ask us for payment..................cccuee. 137
How to ask us to pay you back or to pay a bill you have
FECERIVEA ..ottt 139
How and where to send us your request for payment...........cccc....... 139
We will consider your request for payment and say yes or
[0 PR 140
We check to see whether we should cover the service or drug and how
IMUCKH WE OWE....ceiiieiiieiiiieee s e e s eeeettties s s s s e e e e e e e e e e eeamnesasseaeeeeaeaeeeseenennnes 140
If we tell you that we will not pay for all or part of the medical care or
drug, you can make an appeal.........ccccceeeeeeiiiieeeiiii e 141
Other situations in which you should save your receipts
and SENA COPIES 10 US .uuuuiiiiieiiiiiiiiiiii e 141

In some cases, you should send copies of your receipts to us to help us

track your outof-pocket drug costs

c

0
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SECTION 1 Situations in which you should ask us to pay our
share of the cost of your covered services or drugs

Section 1.1 |l f you pay our plands share of [the ¢
services or drugs, or if you receive a bill, you can ask us for
payment

Sometimes when you get medical care or a@iption drug, you may need to pay the full cost

right away. Other times, you may find that you have paid more than you expected under the

coverage rules of the plan. In either case, you can ask our plan to pay you back (paying you back

is oft eeai mhadrl ssidngidc you) . 't i s your right to &
paid more than your share of the cost for medical services or drugs that are covered by our plan.

There may also be times when you get a bill from a provider for the fulbtostdical 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 youbve received emergencycaefromuar gentl y n
provider who is not in our plands network

You can receive emergency services from any provider, whether or not the provider is a part
of our network. When you receive emergency or urgently neselgtcesrom a provider

who is not part of our network, you are only responsible for paying yous shéne cost, not

for the entire cost. You should ask the provider to bill the plan for our share of the cost.

1 If you pay the entire amount yourself at the time you receive the care, you need to ask
us to pay you back for our share of the cost. Senldeukili, 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.

o If the provder is owed anything, we will pay the provider directly.

o If you have already paid more than your share of the cost of the service, we will
determine how much you owed and pay you back for our share of the cost.
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2. When a network provider sends you a bill you think you should not pay

Network providers should always bill the plan directly, and ask you only for your share of
the cost. But sometimes they make mistakes, and ask you to pay more than your share.

1 You only have to pay your cesharing amount wimeyou get services covered by our

panWe do not all ow providers to add additi
billing.o0 This protection {shaingdmounh u never
applies even if we pay the provider less than the peodtarges for a service and even

i f there is a dispute and we dondét pay cert

about nAbal an Claptdr 43edtiond.§, 0 go t o

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 paymentaxirhade and
ask us to pay you back the difference between the amount you paid and the amount you
owed under the plan.

3. If you are retroactively enrolled in our plan

Someti mes a personbdbs enroll ment in the plan
day of their enrollment has alreaggtssedThe enrollment date may even have occurred last
year.)

If you were retroactively enrolled wur plan and you paid owtf-pocket for any of your
covered services or drugs after your enrollment date, you can ask us to pay you back for our
share of the cost¥.ou will need to submit paperwork for us to handle the reimbursement.

Pleasecall CustomerCarefor additional information about how to ask us to pay you back
and deadlines for making your requé¢Bfione numbers f@€ustomer Carare printed on the
backcover of this booklet.)

4. When you use an out-of-network pharmacy to get a prescription filled

If you go to an oubf-network pharmacy and try to use yonember ID cardo fill a
prescription, the pharmacy may not be able to submit the claim directly to us. When that
happens, you will have to pay the full cost of your prescrip{fe cover pescriptions

filled at outof-network pharmacies only in a few special situations. Please go to Chapter 5,
Sedion 2.5 to learn more.)

Save your receipt and send a copy to us when you ask us to pay you back for our share of the
cost.
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5. When you pay the full cost for a prescriptio
your plan member ID card with you

If you do not have your plamember ID cardvith you, you can ask the pharmacy to call the
plan or to look up your plan enrollment information. Howeifahe 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 thesdnog covered
for some reason.

1T For exampl e, the dr wigtoff@avgrediDougs (Formulaoypr t h
itcoudhave a requirement or restriction t
should apply to you. If you decide to get the drug immediately, you nmea/togoay
the full cost for it.

e pl
hat

1 Save your receipt and send a copy to us when you ask us to pay yownlsaokel
situations, we may need to get more information from your doctor in order to pay you
back for our share of the cost.

7. When you pay copayments under a drug manufacturer patient assistance
program

1 If you get help from, and pay copayments under, a draigufacturer patient assistance
program outside our plandés benefi tof- you mz¢
pocket expense count toward qualifying you for catastrophic coverage. Save your
receipt and send a copy to us.

All of the examples aboveatypes of coverage decisions. This means that if we deny your
request for payment, you can appeal our decision. Chapter 9 of this Q@ekétto do if you
have a problem or complaint (coverage decisions, appeals, compldiatsjnformation about
how o make an appeal.

SECTION 2 How to ask us to pay you back or to pay a bill you
have received

Section 2.1 How and where to send us your request for payment

Send us your request for payment, along with your bill and documentation of any payment you
havemade |t 6s a good idea to make a copy of your
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To make sure you are giving us all the information we need to make a decision, you can fill out
our claim form to make your request for payment.

T You dondt hav eutitwidl halpsieprotessahe information falter.

1 Either download a copy of the form from our websitevv.GlobalHealth.com/medicaye
or call Customer Care and ask for the form. (Phone nisribeCustomer Care are
printed on the back cover of this booklet.)

Mail your request for payment together with any bills or receipts to the @ppropriateddress:
Medical Claimg

GlobalHealth, Inc.

Attn: Customer Care

P.O. Box 1747

Oklahoma CityOK 731011747

You must submit your claim to us within 60 daysof the date you received the service, item, or
Part Bdrug.

Prescription Drug Claimi

CVS Caremark
P.O. Box 52066
Phoenix, AZ 85072066

You must submit your claim to us withinthree yearsof the date you received tiRart Ditem
or drug.

ContactCustomer Caré you have any questiorfphone numberare printed on the badover

of thisbooklet) | f you donshouldbhavepaid wlhraty yw ur ecei ve bi | |
know what to do laout those bills, we can help. You can also call if you want to give us more
information about a request for payment you have already sent to us.

SECTION 3 We will consider your request for payment and say
yes or no

Section 3.1 We check to see whether we should cover the service or drug
and how much we owe

When we receive your request for payment, we will let you know if we need any additional
information from you. Otherwise, we will consider your request and make a coverage decision.
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1 If we decide that th 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
servicesovered Chapter 5 explains the rules you need to follow for getting youilCPart
prescription drugsovered)

1 If we decide that the medical care or drugascovered, or you didotfollow all the
rules, we will not pay for our share of the cost. Instead, we will send you a letter that
explains the reasons why we are not sendiegplyment 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 down your requeptéoy me nt or you
agree with the amount we are paying, you can make an appeal. If you make an appeal, it means
you are asking us to change the decision we made when we turned down your request for
payment.

For the details on how to make this appealogGhapter 9 of this bookl¢¥What to do if you

have a problem or complaint (coverage decisions, appeals, complairtig) 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 decisions and appeals and gives
definitions of terms such as fAappealhed Then
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 53in Chapter 9.

1 If you want to make an appeal about getting paid back for a drug, go to S&6tadn
Chapter 9.

SECTION 4 Other situations in which you should save your
receipts and send copies to us

Section 4.1 In some cases, you should send copies of your receipts to us
to help us track your out-of-pocket drug costs

There are some situations whygou 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
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payments so that we can calculate youradtppocket 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

Sometime when you are in theoverage Gap Stag®u can buy your drugt a network
pharmacy for a prie 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 thifrs a lower price.

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

91 Save your receipt and send a copy to us so that we can have yotipoaket expenses
count toward qualifyng you for the Catastrophic Coverage Stage.

1 Please notelf you are in theCoverage Gap Stage, we mant pay for any share of these
drug costs. But sending a copy of the receipt allows us to calculate yeofrpotket
costs correctly and may help youdlify for the Catastropb Coverage Stage more
quickly.

2. When you get a drug through a patient assistance program offered by a
drug manufacturer

Some members are enrolled in a patient assistance program offered by a drug manufacturer
that is outside the plan benefits. If you get any drugs through a program offered by a drug
manufacturer, you may pay a copayment to the patient assistance program.

1 Save your receipt and send a copy to us so that we can have yairpmoket
expenses count toward qualifying you for the Catastrophic Coverage Stage.

1 Please noteBecause you are getting your drug through the patient assistance program
and not through#h pl ands benefits, we will not pay
But sendinga copy ofthe receipt allows us to calculate your-otipocket costs
correctly and may help you qualify for the Catastrophic Coverage Stage more quickly.

Since you are natsking for payment in the two cases described above, these situations are not
considered coverage decisions. Therefore, you cannot make an appeal if you disagree with our
decision.
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SECTION 1 Our plan must honor your rights as a member of the
plan
Section 1.1 We must provide information in a way that works for you (in

large print, etc.)

To get information from us in a way that works for you, pleaseGtstomer Caréphone
numbers are printed on the back cover of tookle}.

Our plan has people and free interpreter services available to answer questiatisdbed and
non-English speaking members. We can also give you information in large print or other
alternate formatat no costf you need itWe are requirg to give you information about the

pl an 6 s inla®matthat is eccessible and appropriate for ybmget information from us
in a way that works for you, please dalistomer Caréphone numbers are printed on the back
cover of this bookletpr contact Director of Compliance and Legal Services

If you have any trouble getting information from our pilam format that is accessible and
appropriate for you, please call to file a grievance Witlector of Compliance and Legal
Services210 Park Avaue, Ste 280, Oklahoma City, OK 73135621, Fax: (405) 2866894, or
E-mail: compliance@globalhealth.conYou may also file a complaint with Medicare by calling
1-800-MEDICARE (1-800-6334227) or directly with the Office for Civil Rights. Contact
information is included in thiEvidence of Coveraga with this mailing, or you may contact
Customer Care for ditional information.

Section 1.2 We must treat you with fairness and respect at all times

Our plan must obey laws that protect you from discrimination or unfair treatWerdo not
discriminateb a s e d 0 n raee, gthaicityyational sriginreligion, genderage,mental or
physicaldisability, health statuglaims experience, medical history, genetic information,
evidence of insurabilitypr geographic location within the service area

If you want more information or have concerns about discatron or unfair treatment, please
call the Department o Dfficdd®reCivit Righta at d800-368MGELd Ser v i
(TTY 1-800-537-7697) or your local Office for Civil Rights.

If you have a disability and need help with access to care, pleass eCustomer Caréphone
numbersare printed on the badoverof this booklet). If you have a complaint, such as a
problem with wheelchair accessustomer Carean help.
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2019 Evidence of Coverage for State of Oklahoma Group Retirees (HMO) 146
Chapter 8. Your rights and responsibilities

Section 1.3 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 choge@eary care provider (PCH) the

planés network to provide and arrange for you
this). CallCustomer Caréo learn which doctors are accejgtinew patients (phone numbers are
printed on the back cover of this booklet). Y
specialist (such as a gynecologist) without a refeYalt may see a behavioral health specialist

for individual or group thegay visits, chiropractor, dentist, optometrstophthalmologistor

eye wear specialist in our network without a referral.

As a plan member, you have the right to get a
network of providersvithin areasonable amount of tim&his 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 thatyou are not getting your medical care or Part D drugs within a reasonable

amount of time, Chapter 9, Section 10 of this booklet tells what you can do. (If we have denied
coverage for your medical <care or dmugs and vy
Section 4 tells what you can do.)

Section 1.4 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 inforimatas required by these laws.

T Your fdApersonal health informationo include
you enrolled in this plan as well as your medical records and other medical and health
information.

1 The laws that protect your privacy giyeu rights related to getting information and
controlling how your health information is used. We give you a written notice, called a
ANoti ce of Pthattelis abput tResearightsiara explains how we protect the
privacy of your health inforation.

How do we protect the privacy of your health information?

A

T We make sure that wunauthorized people donbo

T I'n most situations, i f we give your health
care or paying for your carere 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 exceptions are allowed or required by law.



2019 Evidence of Coverage for State of Oklahoma Group Retirees (HMO) 147
Chapter 8. Your rights and responsibilities

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 are required to give
Medicare your health information including information about your Part D
prescription drugs. If Medicare releases your information for research or other
uses, this will be done according to Federal statutes and regulations.

You can see the information in your records and know how it has been shared
with others

You have the right to look at your medical records held at the plan, and to get a copy of your
records. We are allowed to charge you a fee for making copies. You also have the right to ask us
to make adiions or corrections to your medical records. If you ask us to do this, wevavhl

with your healthcare provider ttecide whether the changes should be made.

You have the right to know how your health information has been shared with others for any
purmposes that are not routine.

If you have questions or concerns about the privacy of your personal health information, please
call Customer Caréphone numberare printed on the badoverof this booklet).

GlobalHealth Privacy Practices

THIS NOTICEDESCRBES HOW YOUR PROTECTED HEALTH | NFOR
MAY BE USED AND/OR DISCLO%D. PLEASE REVIEW IT CAREFULLY.

Gl obal He adlobalHealtlh nci. s (ddommi tted to protecting t|l
our Member so6 Pr ot ect e dncoéhplahce with dpplitable fedaraland n  ( A P
state laws and regulations, including the Health Insurance Portability and Accountability Act of
1996 (AHI PAAO) and the Healt h | ClificalHeadht i on Tec
(AHI TECHO) Act.

How GlobalHealth May Use or Disclose Your Health Information

For TreatmentWe may use and/or disclose your PHI to a healthcare provider, hospital, or other
healthcare facility in order to arrange for or facilitate treatment for you.

For PaymentWe may use and/or digde your PHI for purposes of paying claims from

physicians, hospitals, and other healthcare providers for services delivered to you that are
covered by your health plan; to determine your eligibility for benefits; to coordinate benefits; to
review for medtal necessity; to obtain premiums; to issue explanations of benefits to the
individual who subscribes to the health plan in which you participate; and other payment related
functions.

For Health Care Operationi&/e may use and/or disclose PHI about youhierlth plan
operational purposes. Some examples include: risk management, patient safety, quality
improvement, internal auditing, utilization review, medical or peer review, certification,
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regulatory compliance, internal training, accreditation, licejygredentialing, investigation of
complaints, performance improvement, etc.

HealthRelated Business and Servic#ge may use and disclose your PHI to tell you of health
related products, benefits, or services related to your treatment, care manageafienhate
treatments, therapies, providers, or care settings.

Where Permitted or Required by Lawe may use and/or disclose information about you as
permitted or required by law. For example, we may disclose information:

1 To a regulatory agency faictivities including, but not limited to, licensure, certification,
accreditation, audits, investigations, inspections, and medical device reporting;
1 To law enforcement upon receipt of a court order, warrant, summons, or other similar
process;
1 Inresponséo a valid court order, subpoena, discovery request, or administrative order
related to a lawsuit, dispute or other lawful process;
1 To public health agencies or legal authorities charged with preventing or controlling disease,
injury or disability;
1 For he#h oversight activities conducted by agencies such as the Centers for Medicare and
Medi caid Services (ACMSO0), State Depart ment
1 For national security purposes, such as protecting the President of the United Skegtes or
conducting of intelligence operations;
I n order to comply with | aws and regul ations
For coordination of insurance or Kieare benefits, if applicable;
When necessary to prevent or lessen a serious and imminentahaigagrson or the public
and such disclosure is made to someone that can prevent or lessen the threat (including the
target of the threat); and
1 Inthe course of any administrative or judicial preding, where required by law.

Business Associate¥/e mayuse and/or disclose your PHI to business associates that we
contract with to provide services on our behalf. Examples include consultants, accountants,
lawyers, auditors, health information organizations, data storage and electronic health record
vendorsgetc. We will only make these disclosures if we have received satisfactory assurance that
the business associate will properly safeguard your PHI.

Personal/Authorized RepresentatiVée may use and/or disclose PHI to your authorized
representative.

Family, Friends, Caregiver®Ve may disclose your PHI to a family member, caregiver, or friend
who accompanies you or is involved in your medical care or treatment, or who helps pay for
your medical care or treatment. If you are unable or unavailable to agrelect we will use

our best judgment in communicating with your family and others.

EmergenciesWe may use and/or disclose your PHI if necessary in an emergency if the use or
disclosure is necessary for your emergency treatment.

Military / Veterans If you are a member or veteran of the armed forces, we may disclose your
PHI as required by military command authorities.

Inmates If you are an inmate of a correctional institute or under the custody of law enforcement
officer, we may disclosure your PHI to tberrectional institute or law enforcement official.

E R
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Appointment Reminderd&Ve may use and/or disclosure your PHI to contact you as a reminder
that you have an appointment for treatment or medical care. This may be done through direct
mail, email, or telepone call. If you are not home, we may leave a message on an answering
machine or with the person answering the telephone.

Medication and Refill Reminder®Ve may use and/or disclose your PHI to remind you to refill
your prescriptions, to communicate abthé generic equivalent of a drug, or to encourage you
to take your prescribed medications.

Limited DataSetl f we use your PHI to make a dlimited
to others for purposes of research, public health action, or lvea#toperations. The

individuals/entities that receive the limited data set are required to take reasonable steps to

protect the privacy of your information.

Any Other UsesWe will disclose your PHI for purposes not described in this notice only with

your written authorization. Most uses and disclosures of psychotherapy notes (where
appropriate), uses and disclosures of PHI for marketing or fundraising purposes, and disclosures
that constitute a sale of PHI reguiyour written authorization.

NOTE: The ifiormation authorized for release may include records which may indicate the
presence of a communicable or r@mmunicable disease required to be reported pursuant to
State law.

Your Health Information Rights
Right to Inspect and Copy

You have the rightatinspect and copy your PHI as provided by law. This right does not apply to
psychotherapy notes. Your request must be made in writing. We have the right to charge you the
amounts allowed by State and Federal law for such copies. We may deny your ceonspsidt

and copy your records in certain circumstances. If you are denied access, yappeaiyto our

Privacy Officer.

Right to Confidential Communication

You have the right to receive confidential communication of your PHI by alternate means or at
alternative locations. For example, you may request to receive communication from us at an
alternate address or telephone number. Your request must be in writing and identify how or
where you wish to be contacted. We reserve the right to refuse to honoegoest if it is
unreasonable or not possible to comply with.

Right to Accounting of Disclosures

You have the right to request an accounting of certain disclosures of your PHI to third parties,
except those disclosures made for treatment, paymemeatih care or health plan operations

and disclosures made to you, authorized by you, or pursuant to this Notice. To receive an
accounting, you must submit your request in writing and provide the specific time period
requested. You may request an accogtan up to six (6) years prior to the date of your request
(three years if PHI is an electronic health record). If you request more than one (1) accounting in
a 12month period, we may charge you for the costs of providing the list. We will notify you of
the cost and you may withdraw your request before any costs are incurred.

Right to Request Restrictions on Uses or Disclosures
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You have the right to request restrictions or limitations on certain uses and disclosures of your
PHI to third parties unless tliksclosure is required or permitted by law. Your request must be
made in writing and specify (1) what information you want to limit; (2) whether you want to

limit use, disclosure, or both; and (3) to whom you want the limits to apply. We are not required
to honor your request. If do we agree, we will make all reasonable efforts to comply with your
request unless the information is needed to provide emergency treatment to you or the disclosure
has already occurred or the disclosure is required by law. gmement to restrictions must be
signed by a person authorized to make such an agreement on our behalf.

Right to Request Amendment of PHI

You have the right to request an amendment of your PHI if you believe the record is incorrect or
incomplete. You mustubmit your request in writing and state the reason(s) for the amendment.
We will deny your request if: (1) it is not in writing or does not include a reason to support the
request; (2) the information was not created by us or is not part of the medardl tieat we

maintain; (3) the information is not a part of the record that you would be permitted to inspect
and copy, or (4) the information in the record is accurate and complete. If we deny your
amendment request, you have a right to file a statemeigagreement with our Privacy

Officer.

Right to Be Notified of a Breach
You have the right to receive notification of any breaches of your unsecured PHI.
Right to Revoke Authorization

You may revoke an authorization at any time, in writing, but onlyp &sttire uses or disclosures
and not disclosures that we have made already, acting on reliance on the authorization you have
given us or where authorization was not required.

Right to Receive a Copy of this Notice
You have the right to receive a paper copyhis Notice upon request.
Changes to this Notice

GlobalHealth reserves the right to change this notice and make the new provisions effective for
all PHI that we maintain.

To Report a Privacy Violation

If you have a question concerning your privacytsgor believe your rights have been violated,
you may contact our Privacy Officer at:

ATTN: Privacy Officer
GlobalHealth, Inc.

210 Park Avenue

Suite 280

Oklahoma City, OK 731(®-5621
Toll-free 1-877-280-5852

Effective Date: 04/01/2013 | Originilbtice: 04/01/2003 | Revised: 04/01/2011
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You may also report a violation to the Region VI U.S. Department of Health and Human
Services Office for Civil Rights, 1301 Young ST, Suite 1169, Dallas, TX 75202. You will not be
penalized or retaliated agairet filing a complaint.

Section 1.5 We must give you information about the plan, its network of
providers, and your covered services

As a member oState of Oklahoma Group Retirees (HM@)ju have the right to get several
kinds of information from us. (Asxplained 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 followig kinds of information, please c&llstomer Caréhone
numbersare printed on the badoverof this booklet):

1 Information about our plan. This includes, for exampl e,
financial condition. It also includes information abth# number of appeals made by
members and the plands performance ratings
members and how it compares to other Medicare health plans.

1 Information about our network providers including our network pharmacies.

o For exanple, you have the right to get information from us about the qualifications of
the providers and pharmacies in our network and how weéheaproviders in our
network.

o For alist of the providers or a listpharmacies n t he pl andés net wor k
Provider & Pharmacy Directory

o For more detailed information about our providers or pharmacies, you can call
Customer Caréphone numbers are printed on the back cover of this booklet) or visit
our website atvww.GlobalHealth.com/medicare

1 Information about your coverage andthe rules you must followwhen using your
coverage.

o In Chapters 3 and 4 of this booklet, we explain what medical services are covered
for you, any restrictions to your coverage, and what rules you must follow to get
your covered medical services.

0 To get the details on your Part D prescription drug coverssgeChapters 5 and 6
of this book Ligtobf Cavérad Orugs (Fermuyalyehesé chapters,
together with the.ist of Covered Drugé~ormulary) tell you what drugs are
covered and explain the rules you must follow and the restrictions to you
coverage for certain drugs.

o If you have questions about the rules or restrictions, pleas€ustibmer Care
(phone numberare printed on the badoverof this booklet).
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1 Information about why something is not covered and what you can do about it.

(0]

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 explanation even if you received the medical service or drug from an
out-of-networkprovider or pharmacy.

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 decisiolou can ask us to change the decision by making an appeal
For details on what to do if something is not covered for you in the way you think

it should be covered, see Chapter 9 of this booklet. It gives you the details about
how to make an appeal if you want us to change our decision. (Chapter 9 also tells
abou how to make a complaint about quality of care, waiting times, and other
concerns.)

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 1.6

We must support your right to make decisions about your care

You have the right to know your treatment options and participate in decisions
about your health care

You have the right to get full information from your doctors and other health care providers
when you go for medical care. Your providers must explain your medical condition and your
treatment choiceim a way that you can understand

You also have the right to participate fully in decisions about your health care. To help you make
decisions with youdoctors about what treatment is best for you, your rights include the

following:

1 To know about all of your choicesThis means that you have the right to be told about

all of the treatment options that are recommended for your condition, no matter what the
cost or whether they are covered by our plaalso includes being told about programs
our plan offers to help members manage their medications and use drugs safely.

To know about the risks.You have the right to be told about any risks involved irryou
care. You must be told in advance if any proposed medical care or treatment is part of a
research experiment. You always have the choice to refuse any experimental treatments.

The r i ght oYowhaw thg right to cefuse any recommeniedtment. This
includes the right to leave a hospital or other medical facility, even if your doctor advises
you not to leave. You also have the right to stop taking your medication. Of course, if you
refuse treatment or stop taking medication, you adodpesponsibility for what

happens to your body as a result.
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1 To receive an explanation if you are denied coverage for caréou have the right to
receive an explanation from us if a provider has denied care that you believe you should
receive. To recew this explanation, you will need to ask us for a coverage decision.
Chapter 9 of this booklet tells how to ask the plan for a coverage decision.

You have the right to give instructions about what is to be done if you are not
able to make medical decisions for yourself

Sometimes people become unable to make health care decisions for themselves due to accidents
or serious illness. You have the right to say what you want to happen if you are in this situation.
This means thatf you want tg you can:

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

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

The legal documents that you can use to give your directions in advance in these situations are

c al khdwahceillirectves 0 Ther e are different types of ad
for them. Documents tal divihg Wiilll 0 a poder @&f attorney for healthcared ar e ex ampl
of advance directives.

|l f you want to use an fAadvance directiveo to

1 Get the form. If you want to have an advance directive, you can getra faom your
lawyer, from a social worker, or from some office supply stores. You can sometimes get
advance directive forms from organizations that give people information about Medicare.
You can also conta€ustomer Caréo ask for the forms (phone numbare printed on
the backcoverof this booklet).

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

1 Give copies to appropriate peopleYou shaild give a copy of the form to your doctor
and to the person you name on the form as
You may want to give copies to close friends or family members as well. Be sure to keep
a copy at home.

If you know aheadfdime 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 havenith 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.
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Remember, it is your choice whether you want to fill out an advance directivencluding
whether you want to sign one if yawe 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 belieatea doctor or hospital did not follow
the instructions in it, you may file a complaint with

Oklahoma Board of Medical Licensure and Supervision
5104 N. Francis Ave, Suite C
Oklahoma City, OK 73118020

Phone: 1800-381-5419 (tollfree) or (405) 84&841 (local)

Or, contact our Chief Compliance Officer at:

Attn: Compliance Officer
GlobalHealth, Inc.

210 Park AvenueStute 2800
Oklahoma City, OK 73185621
1-877-280-5852 (toltree)
compliance@globalhealth.com

Section 1.7 You have the right to make complaints and to ask us to
reconsider decisions we have made

If you have any problems or concerns about your covered services or care, Chapter 9 of this
booklet tells what you can do. It gives the details about how to deal with all types of problems
and complaints. What you need to do to follow up on a problemnmeco depends on the

situation. You might need to ask our plan to make a coverage decision for you, make an appeal
to us to change a coverage decision, or make a complaint. Whateveriyasldfor a coverage
decision, make an appeal, or make a compiame are required to treat you fairly.

You have the right to get a summary of information about the appeals and complaints that other
members have filed against our plan in the past. To get this information, pleaSestather
Care(phone numberare prnted on the backoverof this booklet).

Section 1.8 What can you do if you believe you are being treated unfairly
or your rights are not being respected?

If it is about discrimination, call the Office for Civil Rights

If you believeyou have been treatemfairly or your rights have not been respected due to your
race, disability, religion, sex, health, ethnicity, creed (beliefs), age, or national origin, you should


mailto:compliance@globalhealth.com
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call the Department o OfficrCivit Righta at H800-368MGLd Ser v i
or TTY 1-800-537-7697, or call your local Office for Civil Rights.

Is it about something else?

If you believeyou have been treated unfairly or your rights have not been respmutedt nots
about discrimination, you can get help dealing with the prabfou are having:

1 You cancall Customer Care(phone numberare printed on the badoverof this
booklet).

1 You cancall the State Health Insurance Assistance Progranior details about this
organization and how to contact it, go to Chapter 2, Section 3.

1 Or,you can call Medicareat 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7
days a week. TTY users should calB77-486-2048.

Section 1.9 How to get more information about your rights

There are several places where you can get more informationyabwutghts:

1 You cancall Customer Care(phone numberare printed on the badoverof this
booklet).

1 You cancall the HIP. For details about this organization and how to contact it, go to
Chapter 2Section 3.

M You can contadvledicare.

0 You can visit the Medicareebsitet o r ead or downl oad the p
Medi car e Ri g h t(Ehe publi¢dtioo it avalabie atn s . 0
https://www.medicare.gov/Pubs/pdf/11534 pdf

o Or, you can call BOO-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. TTY users should calt877-486-2048.

Section 1.10 Information about new technology assessments

Rapidly danging technology affects health care and medicine as much as any other industry. To
determine whether a new drug or other medical development hatelomdpenefits, our plan

carefully monitors and evaluates new technologies for inclusion as coverditsb&inese
technologies include medical procedures, medical devices, and new drugs.


https://www.medicare.gov/Pubs/pdf/11534.pdf
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Section 1.11 You can make suggestions about rights and responsibilities

As a member of our plan, you have the right to make recommendations about the rights and
responsidities included in this chapter. Please call Customer Care with any suggestions (phone
numbers are printed on the back cover of this booklet).

SECTION 2 You have some responsibilities as a member of the
plan
Section 2.1 What are your responsibilities?

Things you need to do as a member of the plan are listed below. If you have any questions,
please calCustomer Caréphone numberare printed on the bacdovero f t hi s bookl et)
here to help.

1 Get familiar with your covered services and the rules you mst follow to get these
covered servicesUse thisEvidence of Coveradgaooklet to learn what is covered for you
and the rules you need to follow to get your covered services.

o Chapters 3 and 4 give the details about your medical services, including what is
covered, what is not covered, rules to follow, and what you pay.

o Chapters 5 and 6 give the details about your coverage for Part D prescription
drugs.

1 If you have any other health insurance coverage or prescription drug coveaalgktion
to our plan, you are required to tell dease calCustomer Careo let us know(phone
numbersare printed on the badover of this booklet)

o0 We are required to follow rules set by Medicare to make sure that you are using
all of your coveage in combination when you get your covered services from our
pl an. Th iceordinasion of ddnéfitedd bfecause it i nvolves
the health and drug benefits you get from our plan with any other health and drug
benefi ts av alilhelpyolceordinate yguo henefitdfte more
information about coordination of benefits, go to Chapter 1, Set@ign

1 Tell your doctor and other health care providers that you are enrolled in our plan.
Show your plaimember ID cardvhenever you get younedical care or Part D
prescriptiondrugs.

91 Help your doctors and other providers help you by giving them information, asking
guestions, and following through on your care.

o To help your doctors and other health providers give you the best care, learn as
much as you are able to about your health problems and give them the
information they need about you and your health. Follow the treatment plans and
instructions that you and your doctors agree upon.
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0 Make sure your doctors know all of the drugs you akeng, including ovethe-
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
guesti on an dstapdothe ambwenydu aregived, @sk again.

1 Be considerate\We expect all our members to respect the rights of other patients. We
al so expect you to act in a way that hel ps
hospitals, and other offices.

1 Pay whatyou owe.As a plan member, you are responsible for these payments:
0 You must pay your plan premiums to continue being a member of our plan.

o In order to be eligible for our plan, you must have Medicare Part A and Medicare
Part B.Some plan members mustypapremium for Medicare Part Adost 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 wiltbpayment
(a fixed amount) ocoinsurance (a percentage of the total c&tapter 4 tells
what you must @y 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.

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

o |If you are required to pay a late enrollment penalty, you must pay the penalty to
keep your pescription drug coverage.

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

1 Tellusifyoumovel f you ar e g oionanttdtel usmghvagvay. Galt 6 s | mg
Customer Caréphone numberare printed on the badoverof this booklet).

1 If you move outsideof our plan service area, yowcannot remain a member of our
plan. (Chapter 1 tells about our service area.) We can helfigaoee 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 nea.ar

o If you move within our service area, we still need to knowso we can keep your
coverageaecord up to date and know how to contact you.
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o If you move, it is also important to tell Social Security (or the Railroad
Retirement Board). You can find phone nwardband contact information for
these organizations in Chapter 2.

i Call Customer Carefor help if you have questions or concernd/Ne also welcome any
suggestions you may have for improving our plan.

o Phone numbers and calling hours @rstomer Carare printed on the back cover
of this booklet.

o For more information on how to reach us, including our magitdress, please
see Chapter 2.
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BACKGROUND

SECTION 1 Introduction

Section 1.1 What to do if you have a problem or concern

This chapter explains two typesmicesses for handling problems and concerns:
1 For some types of problems, you need to us@itheess for coverage decisions and
appeals
1 For other types of problemgou need to use th@ocess for making complaints
Both of these processes have beenm@mu 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.dehi& gui
Section 3 will help you identify the right process to use.

Section 1.2 What about the legal terms?

There are technical legal terms for some of the rules, procedures, and types of deadlines
explained in this chapter. Many of these terms are unfartolimost people and can be hard to
understand.

To keep things simple, this chapter explains the legal rules and procedures using simpler words

in place of certain | egal terms. For exampl e,
ratherinhpaa d@Grfiévance, 0 Acoverage decidosioorno r
A c ov er annationdloert efiastk det emmdi Md tnidemp,edident Revi ew
instead of Al ndependent Review Essibiety. o |t al

However, it can be helpfiiland sometimes quite importantor 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 yourlprotand 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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SECTION 2 You can get help from government organizations that
are not connected with us

Section 2.1 Where to get more information and personalized assistance

Sometimes it can be confusing to start or follow through the process for dealing with a problem.
This can be especially true if you do not feel well or have lineteztgy. 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 h@gonnected with us. You can always contact y@tate 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.
Thecounselors 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.

The services of SHIP counselors are fdéau will find phone numbers in Chapter 2, Section 3
of this booklet.

You can also get help and information from Medicare

For more information and help in handling a problem, you can also contact Medicare. Here are
two ways to get information directly froMedicare:

9 You can call 18800-MEDICARE (1-800-633-4227), 24hours a day, 7 days a week.
TTY users should call-877-486-2048.

1 You can visit the Medicareebsite(httpsi/www.medicare.gou

SECTION 3 To deal with your problem, which process should you
use?

Section 3.1 Should you use the process for coverage decisions and
appeals? Or should you use the process for making
complaints?

If you have a problem or concern, yoolyneed to read the parts of this chapter that apply to
your situation. The guide that follows will help.


https://www.medicare.gov/
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To figure out which part of this chapter will help with your specific problem or concern,
START HERE

Is your problem or concern about your benefitsor 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 benié$ or coverage.

Go on to the next section of thischaptee ct i on 4, AA gui de to
coverage decisions and appeal s. o

No. My problem isnotabout benefits or coverage.

Skip ahead t&ection 10at the end of this chaptédttHow t o maké a ¢ o mg
about quality of care, waiting times, ¢

COVERAGE DECISIONS AND APPEALS

SECTION 4 A guide to the basics of coverage decisions and
appeals

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

Theprocess for coverage decisions and appeals deals with problems related to your benefits
and coverage for medical services and prescription drugs, including problems related to
payment. This is the process you use for issues such as whether somethiageid conot

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 yatnenever you receive mediaadre from him or her or if

your network doctor refers you to a medical speciafisti or your doctoican also contact us

and ask for a coverage decision if your doctor is unsure whether we will cover a particular
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medical service or refuses to provide noaticare you think that you need. In other words, if you
want to know if we will cover a medical service before you receive it, you can ask us to make a
coverage decision for you.

We are making a coverage decision for you whenever we decide what is dovema and

how much we payin some cases we might decide a service or drug is not covered or is no
longer covered by Medicare for you. If you disagree with this coverage decision, you can make
an appeal.

Making an appeal

If we make a coverage decisemnd you are not satisfied with t|
decision. An appeal is a formal way of asking us to review and change a coverage decision we
have made.

When you appea decisiorfor the first time, this is called a Level 1 Appeal. histappealywe

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 decisionVhen we have completed the review weegyou our decisiorlnder

certain circumstances, which we discuss | ater
deci siono or fast appeal of a coverage deci si

If we say no to all or part of your Level 1 Appeal, you can go on to a Level 2 ApealLevel

2 Appeal is conducted by an independent organization that is not connecte@ricose
situations, your case will be automatically sent to the independent organization for a Level 2
Appeal. If this happens, we will let you know. In otheuatitons, you will need to ask for a
Level 2 Appeal.)f you are not satisfied with the decision at the Level 2 Appeal, you may be
able to continue througddditionallevels 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:

9 Youcan call us atCustomer Care(phone numberare printed on the badoverof this
bookle).

1 Toget free help from an independent organizatiorthat is not connected with our plan,
contact your State Health Insurance Assistance Program (see Section 2 of this chapter).

9 Your doctor can make a request for you.

o For medical care, your doctor camuest a coverage decision or a Level 1 Appeal
on your behalflf your appeal is denied at Level 1, it will be automatically
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forwarded to Level ZTo request any appeal after Level 2, your doctor must be
appointed as your representative

o For Part Dprescription drugs, your doctor or other prescriber can request a
coverage decision or a Level 1 or Level 2 Appeal on your béfallequest any
appeal after Level 2, your doctor or other prescriber must be appointed as your
representative.

1 You can ask smeone to act on your behalfif you want to, you can name another
person to act for you as your fArepresentat

appeal.

o There may be someone who is already legally authorized to act as your
representative undetede law.

o If you want a friend, relative, your doctor or other provider, or other person to be
your representative, calustomer Caréphone numberare printed on the back
cover of this bookletand ask forth&@ Appoi nt ment oformRepr esen
(Thef orm i s al so avwaebditeatb!l e on Medi car eds
https://www.cms.gov/Méicare/CMSForms/CMS
Forms/downloads/cms1696.paif on ourwebsiteat
www.GlobalHealth.com/medicanel he form gives that person permission to act
on your behalflt must be signed by you and by the person who you would like to
act on your behalf. You must give us a copy of the signed form.

1 You also have the right to hire a lawyer to act for youYou may contact your own
lawyer, or get the name of a lawyer from yoardl bar association or other referral
service. There are also groups that will give you free legal services if you qualify.
However,you are not required to hire a lawyerto ask for any kind of coverage
decision or appeal a decision.

Section 4.3 Which section of this chapter gives the details for your
situation?

There are four different types of situations that involve coverage decisions and appeals. Since
each situation has different rules and deadlines, we give the details for each one in a separate
secton:

i Section50f this chapter: AYour medi cal car e: H
make an appeal o
1 Secton6of this chapter: AYour Part D prescrip

decision or make an appeal 0

1 Secton70f t hi s c¢ h alpus®rcover dlbhganpatienthospital stay if you
think the doctor is discharging you too so


https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
http://www.globalhealth.com/medicare
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1 Section8 f this chapter: AHow to ask us to kee
think your cover aApgiesitoghese seddis anfy home healtls care,n 0 (
skilled nursing facility care, and Comprehensive Outpatient Rehabilitation Facility
(COREF) services)

|l f youdre not sure whi tdse alEustomeoCarganenurebers ul d b
are printed on the badover ofthis bookle}. You can also get help or information from

government organizations such as yoditFS(Chapter 2, Section 3, of this booklet has the phone
numbers for this program).

SECTION 5 Your medical care: How to ask for a coverage
decision or make an appeal

0 Have you read Section 4 of thischapter(gui de t o @At he basicso of
and appealy? If not, you may want to read it before you start this section.

Section 5.1 This section tells what to do if you have problems getting
coverage for medical care or if you want us to pay you back
for our share of the cost of your care

This section is about your benefits for medical care and services. These benefits are described in
Chapter 4 of this bookleMedical Benefits Chart (what is covered amdat you pay To keep

things simple, we generally refer to fAmedi cal
section, instead of repeating fimedical <care o

This section tells what you can do if you are iy ahthe five following situations:

1. You are not getting certain medical care you want, and you believe that this care is
covered by our plan.

2. Our plan will not approve the medical care your doctor or other medical provider wants
to give you, and yobelieve that this care is covered by the plan.

3. You have received medical care or services that you believe should be covered by the
plan, but we have said we will not pay for this care.

4. You have received and paid for medical care or services thdiep@ve 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 beleteeducing or
stopping this care could harm your health.
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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 toead a separate section of this chapter because special
rules apply to these types of care. Hereds

o Chapter 9, Section How to ask us to cover a longer inpatient hospital stay if
you think the doctor is discharging yaotsoon

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

For all 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:

Do youwant to find out whether we  You can ask us to make a coverage decision for !

will cover the medical care or service Gq to the next section of this chapt®ection 5.2
you want?

Have we already told you that we wil You can make aappeal (This means you are
not cover or pay for a medicaérvice asking us to reconsider.)

in the way that you want it to be Skip ahead t&ection 5.3of this chapter.
covered or paid for?

Do you want to ask us to pay you ba You can send us the bill.

for medical care or services you havi gkin ahead t&ection 5.50f this chapter.
already received and paid for?

Section 5.2 Step-by-step: How to ask for a coverage decision
(how to ask our plan to authorize or provide the medical care
coverage you want)

Legal Terms

When a coverage decision involves your
medical care, itiscalleddnor gani
determination. 0O
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Step 1: You ask our plan to make a coverage decision on the medical care you
are requesting. If your health requires a quick response, you should ask us to make a
A f acoweragedeci si on. 0O

Legal Terms
A fAifast coverage d
Afexpedited deter mi

How to request coverage for the medical care you want

1 Start by callingwriting, or faxing our plan to make your request for us to
authorize oprovide coverage for the medical care you want. You, your doctor, or
your representative can do this.

1 For the details on how to contact us, go to Chapter 2, Section 1 and look for the
section callediHow to contact us when you are askingdaroverage decision
about your medical care

Generally we use the standard deadlines for giving you our decision

When we give you our decision, we will use 't
to use t he A standatd oovetdagededidion mearss we will give you an
answer within 14 calendar daysafter we receive your request.

1 However,we can take up to 14 morealendar daysif you ask for more time, or if
we need information (such as medical recdrdsy outof-network providersthat
may benefit you. If we decide to take extra days to make the decision, we will tell you
in writing.
1 |If you believe we shouldott ake extra days, you can file
our decision to take extra days. When you file a fast complaétyill give you
an answer to your complaint within 24 hours. (The process for making a complaint
is different from the process for coverage decisions and appeals. For more
information about the process for making complaints, including fast complaints,
see Section 10 of this chapter.)

| f your health requireserdagecaskon® to give vy
1 A fast coveragedecision means we will answer within 72 hours.

o However,we can take up to 14 morealendar daysif we find that some
informationthat may benefit yois missing(such as medical records from
out-of-network providers)or if you needimeto get information to us for the
review. If we decide to take extra days, we will tell you in writing.

o If you believe we shouldottake extraday, you can file a Af a
about our decision to take extra days. (For more information about the
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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 afast coveragedecision, you must meet two requirements:

0 You can get a fastoveragedecisiononly if you are asking for coverage for
medical cargzou have not yet receivefou cannot get a fasbverage
decision if your request is about payment for maldcare you have already
received)

0 You can get a fastoveragelecisiononly if using the standard deadlines
couldcause serious harm to your health or hurt your ability to function.

T I'f your doctor tell s us covhraged eyca usri ohne adl twhe
will automatically agree to give you a fastoveragedecision.

9 |If you ask for a fastoveragegd e ci si on on your owhn
we will decide whether your health requires that we give you actastrage
decision.

, wi t hout

o If we decide that your medical condition does not meet the requirements for a
fastcoveragealecision, we will send you a letter that says so (and we will use
the standard deadlines instead).

o This letter will tell you that if your doctor asks for the fesverayedecision,
we will automatically give a fastoveragalecision.

o The |l etter will also tell how you can
to give you a standambveragadecision instead of the fasbveragelecision
you requested. (For more imfoation about the process for making complaints,
including fast complaints, see Section 10 of this chapter.)

Step 2: We consider your request for medical care coverage and give you our
answer.

Deadlines for a ®fast coverage deci sion
1 Generally, for a fastoveragedecision, we will give you our answeiithin 72 hours.

0 As explained above, we can take up to 14 ncatendardays under certain
circumstances. If we decide to take extra days to makeotheragedecision,
we will tell you in writing.

o |Ifyou believe we shouldott ake extra days, you can fi
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 foraking complaints, including fast complaints, see Section
10 of this chapter.)

o If we do not give you our answer within 72 hours (or if there is an extended
time period, by the end of that period), you have the right to appeal. Section 5.3
below tells how tanake an appeal.
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1 If our answer is yes to part or all of what you requestedye must authorize or
provide the medical care coverage we have agreed to provide within 72 hours after
we received your request. If we extended the time needed to mateveuag
decision, we willauthorize oprovide the coverage by the end of that extended
period.

9 If our answer is no to part or all of what you requestedye will send you a
detailed written explanation asway we said no.

Deadlines for a dsomandard coverage de

1 Generally, for a standabveragedecision, we will give you our answeithin 14
calendar days of receiving your request.

0 Wecantakeuptol4mocaelendad ays (fAan extended ti me
certain circumstances. If we decide to take extra days to makeuvbege
decision, we will tell you in writing.

o If you believe we shouldott ake extra days, you can fi
about our decision to kka 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 auanswer within 14&alendadays (or if there is an
extended time period, by the end of that period), you have the right to appeal.
Section 5.3 below tells how to make an appeal.

1 If our answer is yes to part or all of what you requestedye must authorizer
provide the coverage we have agreed to provide withalehdadays after we
received your request. If we extended the time needed to makewaragelecision,
we will authorize oprovide the coverage by the end of that extended period.

9 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said no.

Step 3: If we say no to your request for coverage for medical care, you decide if
you want to make an appeal.

1 If wesay no, you have theght to ask us to reconsideand perhaps changehis
decision by making an appeal. Making an appeal means making another try to get the
medical care coverage you want.

1 If you decide to makanappeal, it means you are going on to Level 1 of the appeals
process (see Section 5.3 below).
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Section 5.3 Step-by-step: How to make a Level 1 Appeal
(how to ask for areview of a medical care coverage decision
made by our plan)

Legal Terms

An appeal to the plan about a medical ce
coverage decision is called a plan
Aireconsideration. o

Step 1: You contact us and make your appeal. If your health requires a quick
response, youmustask foraif ast appeal . 0

What to do

1 To start an appeal you, your doctor, or your representative, must contact us.
For details on how to reach us for any purpose related to your appeal, go to
Chapter 2, Section 1 and look tbe section callediHow to contact us when you
are making an appeabout your medical care.

1 If you are asking for a standard appeal, make your standard appeal in writing
by submitting a request.

o If you have someone appealing our decision for you other than your doctor, your
appeal must include an Appointment of Represtare form authorizing this
person to represent yotio get the form, calCustomer Caréphone numbers are
printed on the back cover of thisbooklath d as k f or the AAppoi !l
Representativeodo form. It is also avail a
https://www.cms.gov/Medicare/CMBorms/CMS
Forms/downloads/cms1696.paifon our website
www.GlobalHealth.cofmedicare While we can accept an appeal request
without the form, we canndbegin orcomplete our review until we receive it. If
we do not receive the form within 44lendaidays after receiving your appeal
request (our deadline for making a decision on your appeal), your appeal request
will be dismissedlIf this happens, we will send you a written notice explaining
your right to ask the Independent Review Organization to review our detosion
dismiss your appeal

1 If you are asking for a fast appeal, make your appeal in writing orcall usat
the phone number sthvm in Chapter 2, Section How to contact us when you are
making an appeal about your medical care

1 You must make your appeal request within 60 calendar dayfsom the date on
the written notice we sent to tell you our answer to your request for a coverage
decision. If you miss this deadline and have a good reason for missing it, we may
give you more time to make your appeal. Examples of good cause for missing t


https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf
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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 regarding yourmedical decision
and add more information to support your appeal.

0 You have the right to ask us for a copy of theinfation regarding your
appeal.

o If you wish, you and your doctor may give us additionalrimf@tion to
support your appeal.

If your healthre qui res it, ask for a fAfast appeal 0 (
Legal Terms
A fAfast appeal 0 i s

fexpedited reconsi

1 If you are appealing a decision we made about coverage for care you have not yet
received,youand/grour doctor will need to deci de

T The requirements and procedures for gett.i
get ti nepvemgalhid maisdsi on. 0 To ask for a fast ap
asking for a fastoveragedecision. (These instructions are given earlier in this
section.)

T I'f your doctor tells wus that your health
appeal.

Step 2: We consider your appeal and we give you our answer.

1 When our plan iseviewing 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 We may contact you or your doctor to
get more information.

Deadlines fox a fifast appeal

1 When we are using the fast deadlines, we must give you our awgtver72 hours
after we receive your appealWe will give you our answer sooner if your health
requires us to do so.

o However, if you ask for more time, or if we need to gather more information
that may benefit you, wean take up to 14 more calendar daydf we decide
to take extra days to make the decision, we will tell you in writing.
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o If we do not gve 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 organization. Latertiis section, we tell you about this
organization and explain what happens at Level 2 of the appeals process.

1 If our answer is yes to part or all of what you requestedye must authorize or
provide the coverage we have agreed to provide within 72 laftersve receive your
appeal.

1 If our answer is no to part or all of what you requestedye will automatically
serd your appeal to the Independent Review Organization for a Level 2 Appeal.

Deadlines for @@ fistandard appeal

1 If we are using the standard déaes, we must give you our answethin 30
calendar daysafter we receive your appeal if your appeal is about coverage for
services you have not yet received. We will give you our decision sooner if your
health condition requires us to.

o However, if youask for more time, or if we need to gather more information
that may benefit youye can take up to 14 more calendar day#.we decide
to take extra days to make the decision, we will tell you in writing.

o If you believe we shouldottake extradays,youan f i |l e a Afast coc
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 complaintSestien
10 of this chapter.)

o If we do not give you an answer by the deadline aljovby the end of the
extended time period if we took extra days), we are required to send your
request on to Level 2 of the appeals process, where it will be reviewed by an
independent outside organization. Later in this sectiortalkebout this review
organization and explain what happens at Level 2 of the appeals process.

9 If our answer is yes to part or all of what you requestedye must authorize or
provide the coveragwe have agreed to provide within @lendadays after we
receive your appeal.

9 If our answer is no to part or all of what you requestedwe will automatically
serd your appeal to the Independent Review Organization for a Level 2 Appeal.

Step 3: If our plan says no to part or all of your appeal, your case will
automatically be sent on to the next level of the appeals process.

1 To make sure we were following all the rules when we said no to your apgeaile
required to sendnyepenadpmpéeéalRetvo ahen©r ila ni 2z
we do this, it means that your appeal is going on to the next level of the appeals
process, which is Level 2.
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Section 5.4 Step-by-step: How a Level 2 Appeal is done

If we say no to your Level 1 Appeal, your case ailtomaticallybe sent on to the next level of
the appeals process. During the Level 2 Appeallntiependent Review Organizationreviews

our decisionfor your first appeal. This organization decides whether the decision we made

should be changed.

Legal Terms

The for mal name f o
Revi ew Or ganiilzmdéd pe
Revi ew Eis somdtiyes called the
Al RE. 0O

Step 1: The Independent Review Organization reviews your appeal.

1 The Independent Review Organization is an independemrganization 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 OrganiratMedicare oversees its o

1 We will send the information about your appeal to this organization. This information
is call ed yrowhave thecright te ask us forea.capy of your case file

1 You have a right to give the Independent Review Organization additional irffonma
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 hadoatfiftfesel appegbu wiodbdtlewll2so have a

1 If you had a fasappeal to our plan at Level 1, you will automatically receive a fast
appeal at Level 2. Theeview organization must give you an answer to your Level 2
Appealwithin 72 hours of when it receives your appeal.

1 However, if the Independent Review Organizati@eds to gather more information
that may benefit yout can take up to 14 more calendar days

| f you had a odst aedeftdlappeal will oaal so have
Level2

1 If you had a standard appeal to our plan at Level 1, you will automatically receive a
standard appeal at Level 2. The review organization must give you an answer to your
Level 2 Appealvithin 30 calendar daysof when it receives your appeal.

1 However, if the Independent Review Organization needs to gather more information
that may benefit yout can take up to 14 more calendar days
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Step 2: The Independent Review Organization gives you their answer.

The Independent Review Organization will tell you itsisien in writing and explain the
reasons for it.

1 If the review organization says yes to part or all of what you requesteghe must
authorize the medical care coverage within 72 hours or provide the service within 14
calendar dayafter we receive the de@s from the review organizatidor standard
requests or within 72 hours from the date the plan receives the decision from the
review organization for expedited requests.

1 If this organization says no to part or all of your appealit means they agree with
us that your request (or part of your request) for coverage for medical care should not
be approved. (This is called fAuphol ding t
your appeal . 0)

ol f the I ndependent Revi ew Orhgvatheirighttt i on
to a Level 3 fppeal.However, to make another appeal at Leveh8,dollar value
of the medical care coverage you are requesting must meet a certain minimum. If
the dollar value of the coverage you are requesting is too low, you canret mak
another appeal, which means that the decision at Level 2 isThakvritten
notice you get from the Independent Review Organization will tell you how to
find out the dollar amount to continue the appeals process.

Step 3: If your case meets the requirements, you choose whether you want to
take your appeal further.

1 There are three additional levels in the appeals process after Level 2 (for a total of
five levels of appeal).

1 If your Level 2 Appeal is turned down and you 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 appealhe details on how to do this are in the written notice you got
after your Level 2 Appeal.

1 The Level 3 Appeal is handled by AdministrativeLaw Judgeor attorney
adjudicator Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals
process.

Section 5.5 What if you are asking us to pay you for our share of a bill you
have received for medical care?

If you want to ask us for paymermdrfmedical care, start by reading Chapter 7 of this booklet:
Askingusto payour share of a bill you have received for covered medical services or.drugs
Chapter 7 describes the situations in which you may need to ask for 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.
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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 tocoakage

decision (for more information about coverage decisions, see Section 4.1 of this chapter). To

make this coverage decision, we will check to see if the medical care you paid for is a covered

service (see Chapter Mtedical Benefits Chart (what i®eered and what you pgyWe 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 thisbookléts i ng t he pl ands coverage foc
services.

We will say yes or no to your request

1 If the medical care you paid for is covered and you followed all the rules, we will send
you the payment for our share of the cost of your medical care within 60 calendar days
after we receive your request. Or,ifyola ven ot paid for the servi
payment directly to the provider. Wisen we
to your request for a coverage decision.)

1 If the medical care inotcovered, or you didotfollow all the rules, wavill not send
payment. Instead, we will send you a letter that says we will not pay for the services and
the reasons whyn detal ( When we turn down your reques:
sayingnoto your request for a coverage decision.)

What if you ask for payment and we say that we will not pay?

If you do not agree with our decision to turn you doyoy can make an appeallf you make
an appeal, it means you are asking us to change the coverage decision we made when we turned
down your request fgpayment.

To make this appeal, follow the process for appeals that we describeSection5.3. Go to
this sectionfor stepby-step instructions. When you are following these instructions, please note:

1 If you make an appeal for reimbursement, we mustginveour 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 Organiat reverses our decision to deny payment, we must
send the payment you have requested to you or to the provider within 30 calendar days. If
the answer to your appeal is yes at any stage of the appeals process after Level 2, we must
send the payment youqeested to you or to the provider within 60 calendar days.
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SECTION 6 Your Part D prescription drugs: How to ask for a
coverage decision or make an appeal

0 Have you read Section 4 of thischapter(gui de t o fAthe basicso of
and appealy? If not, you may want to read it before you start this section.

Section 6.1 This section tells you what to do if you have problems getting
a Part D drug or you want us to pay you back for a Part D drug

Your benefits as a member of our plan include covei@gaany prescription drug®lease

ref er t olListouCoverpd Daugsi(RormularyJo be covered, the drug must be used for

a medically accepted indicatiofhf i me di cal | y ac c eysd oftde diugntdati€ at i on o
either approved by the Food and Drug Administration or supported by certain reference books.

See Chapter 5, Secti@for more information about a medically accepted indication.)

1 This section is about your Part D drugs onlyTo keep things simple, we generally say
Adrugo in the rest of this section, instea
drugo or fAPart D drugo every ti me.

1 For details about what we mean by Part D drugsl.isteof Covered Drug@~ormulary),
rules andestrictions on coverage, and cost information, see ChaptesS5(ng our pl ar
coverage for your Part D prescription drygand Chapter 6What you pay for your Part
D prescription drugs

Part D coverage decisions and appeals

As discussed in Sectionof this chapter, a coverage decision is a decision we make about your
benefits and coverage or about the amount we will pay for your drugs.

Legal Terms

An initial coverage decision about your
Part D drugsis callediac o ver ag €
determination. o

Here are examples of coverage decisions you ask us to make about your Part D drugs:

1 You ask us to make an exception, including:

o0 Asking us to cover a PatigtofOovaetedDrggst hat I
(Formulary)

o Asking us to waive a restriction on the
on the amount of the drug you can get)
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0 Asking to pay a lower costharing amount for a covered droig a higher cost
sharing tier

1 You ask us whether a drug is covered fou yand whether you satisfy any applicable
coverage rul es. ( For ex ampistef Covevdd®mgsy our dr
(Formulary)but we require you to get approval from us before we will cover it for you.)

o0 Please notelf your pharmacy tells yothat your prescription cannot be filled as
written, you will get 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 aboutyraent.

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. Use
the chart below to help you determine which part has informatioyoforsituation:

Which of these situations are you in?

Do you need a drug, Do you want us to Do you want to ask | Have we already
t hat | s n | coveradrugon our us to pay you back | told you that we
Drug List or need Drug List and you for a drug you have | will not cover or
us to waive a rule | believe you meet any | already received pay for a drug in
or restriction on a | plan rules or and paid for? the way that you
drug we cover? restrictions (such as want it to be

getting approval in covered or paid

advance) for the drug for?

you need?

You canaskusto | Youcanaskusfora | Youcanaskusto | Youcan make

make an exception. coverage decision. pay youback. an appeal.

(This is a type of Skip ahead t&ection (This is a type of (This means you

coverage decision.)| g 4of this chapter. coverage decision.) | are asking us to

Start withSection Skip ahead to reconsider.)

6.2 of this chapter. Section 6.4of this Skip ahead to
chapter. Section 6.50f

this chapter.

Section 6.2 What is an exception?

If a drug is mt covered in the way you would like it to be covered, you can ask us to make an
Aexception. 06 An exception is a type of covera
decisions, if we turn down your request for an exception, you can appeal owrdecis
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When you ask for an exception, your doctor or other prescriber will need to explain the medical
reasons why you need the exception approved. We will then consider your request. Here are
threeexamples of exceptions that you or your doctor or othescpieer can ask us to make:

1. Covering a Part D drug for you that is not on ourList of Covered Drugs
(Formulary).( We c al | it the ADrug Listo for short

Legal Terms

Asking for coverage of a drug that is not
the Drug List is sometimes called asking
foraif or mul ary excep

1 If we agree to make an exception and cover a drug that is not on the Drug List, you
will need to pay the costharing amount that applidsugs in Tier 4 (Nospreferred
Drugs).You cannot ask for an exception to the copayment or coinsurance amount we
require you to pay for the drug.

2. Removing a restriction on our coverage for a covered drugrhere are extra rules or
restrictions that applytcertain drugs on ouist of Covered Drugs (Formularyjor
more information, go to Chapter 5 and look for Section 4).

Legal Terms

Asking for removal of a restriction on
coverage for a drug is sometimes called
askingforaif or mul ary ex

1 Theextra rules and restrictions on coverage for certain drugs include:

0 Being required to use the generic versadra drug instead of the brand name
drug.

o Getting plan approval in advandefore we will agree to cover the drug for
you. (This is sometimeskd ed Apri or authorization. 0

0 Being required to try a different drug firsefore we will agree to cover the
drug you are asking for. (This i s some

o Quantity limits For some drugs, there are restrictions on the amount of the
drug you can have.

1 If we agree to make an exception and waive a restriction for you, you can ask for
exception to the copayment or coinsurance amount we require you to pay for the
drug
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3. Changing coverage of a drug to a lower costharing tier. Every drug on our Drug List
is in one ofsix costsharing tiers. In general, the lower the esfsaring tier number, the
less you will pay as your share of the cost of the drug.

Legal Terms

Asking to pay a lower price for a covered
non-preferred drugs sometimes called
askingforeit i eri ng exce

1 If our druglist contains alternative drug(s) for treating your medical condition that are
in a lower cossharing tier thaiyour drug you can ask us to covgour drugat the
costsharing amount thapplies tahe alternativelrug(s). This would lower your
share of the cost for the drug.

Alf the drug youbére taking is a biolo
your drug at the costharing amount that applies to the lowest tier that
containshiological product alternatives for treating your condition.

A lfthe drug youdre taking is a brand n.
your drug at the costharing amount that applies to the lowest tier that
contains brand name alternatives for treating yaumdition.

Alf the drug youbre taking is a gener
drug at the costharing amount that applies to the lowest tier that contains
either brand or generic alternatives for treating your condition.

1 You cannot ask us to chge the cossharing tier for any drug ifiier 5, Specialty
Drugs

1 If we approve your request for a tiering exception and there is more than one lower
costs haring tier with alternative drugs you
amount.

Section 6.3 Important things to know about asking for exceptions

Your doctor must tell us the medical reasons

Your doctor or other prescriber must give us a statement that explains the medical reasons for
requesting an exception. For a faster decision, inchidertedical information from your doctor
or other prescriber when you ask for the exception.

Typically, our Drug List includes more than one drug for treating a particular condition. These

di fferent possibilities amagvedruglvduldbejuStad t er nat i
effective as the drug you are requesting and would not cause more side effects or other health
problems, we will generallgot approve your request for an exceptitiryou ask us for a tiering

exception, we will generallgot approve your request for an exception unless all the alternative

drugs in the lowercost har i ng tier(s) wondét work as well f
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We can say yes or no to your request

1 If we approve your request for an exception, our approval usually is valid untiidief e
the plan year. This is true as long as your doctor continues to prescribe the drug for you
and that drug continues to be safe and effective for treating your condition.

1 If we say no to your request for an exception, you can ask for a review ofasioddoy
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.

Section 6.4 Step-by-step: How to ask for a coverage decision, including an
exception

Step 1: You ask us to make a coverage decision about the drug(s) or payment
you need. If your health requires a quick response, you must ask us to make a
A f acoweraged e c i s iYaurcannot ask for a fast coverage decision if you are
asking us to pay you back for a drug you already bought.

What to do

1 Request the type of coverage decision you waigtart 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 througklmite For the
details, go to Chapter 2, Section 1 and look for the section chléedto contact us when
you are asking for a coverage decision about your Part D prescription d@rgé you
are asking us to pay you back for a drug, go to the section dAllezte to send a request
that asks us to pay for our share of the cost for medical care or a drug you have received

1 You or your doctor or someone else who is acting on your behalan ak 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.

9 If you want to ask us to pay you back for a drugstart by readinghapter 7 of this
booklet:Askingusto payour share of a bill you have received for covered medical
services or drughapter 7 describes the situations in which you may need to ask for
reimbursement. It also tells how to send us the paperwork thatisiscpay you back for
our share of the cost of a drug you have paid for.

T I'f you are request i ngsumportingsxtcaetpet Meondgctoop r ov i d
or other prescriber must give us the medical reasons for the drug exception you are
requesting( We ¢ al Isuppohtingst a themdént . 6) Your doctor o
fax or mail the statement to us. Or your doctor or other prescriber can tell us on the phone
and follow up by faxing or mailing a written statement if necessary. See Secfarsi6.

6.3 for more information about exception requests.
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1 We must accept any written requestincluding a request submitted on the CMS Model
Coverage Determination Request Fowhjchis available on ouwebsite

Legal Terms

A Afast coverage d
fexpedited coverag

|l f your health requireserdggecaskon® to give vy

f When we give you our decision, we wi | | us e
agreed to use t he nfAcbvaragweécisionenaahd we i give yoA st an
an answer within 72 hours afteroverage recei ve
decision means we will answer within 24 hoar§ t er we recei ve your d

1 To get a fastcoveragedecision, you must meet two requirements:

0 You can get a fastoveragealecisiononlyif you are asking for drug you have
not yet received’You @annot get a fastoveragedecision if you are asking us to
pay you back for a drug you have already bought.)

0 You can get a fastoverageadecisiononly if using the standard deadlines could
cause serious harm to your health or hurt your abilityuiection.

T I'f your doctor or other prescri bewverageel | s wu
decision, 0 we will aut omeovteiagedetisioy. agr ee t o

1 |If you ask for a fastoveragegd e ci si on on your ownhhefwithout
prescriberds support), we will decide whet
coveragealecision.

o If we decide that your medical condition does not meet the requirements for a fast
coveragealecision, we will send you a letter that saygasal we will use the
standard deadlines instead).

o This letter will tell you that if your doctor or other prescriber asks for the fast
coveragealecision, we will automatically give a fastveragedecision.

o The letter will also tell how you can file a cpfraint about our decision to give
you a standardoveragelecision instead of the fasbveragalecision you
requested. 't t el | sowhiohmeanoyouwodldegetaur i f a st
answer to your complaint within 24 howsfreceiving the complat. (The
process for making a complaint is different from the process for coverage
decisions and appeals. For more information about the process for making
complaints, see Section 10 of this chapter.)

Step 2: We consider your request and we give you our answer.

Deadlines for a ®fast coverage deci sion

1 If we are using the fast deadlines, we must give you our angiven 24 hours.
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0 Generally, this means within 24 hours after we receive sequestlf you are
requesting an exception, we will give you onswaer within 24 hours after we
receive your doctoro6s statement support
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 pcess, where it will be reviewed by an independent outside
organization. Later in this section, wak about this review organization and
explain what happens at Appeal Level 2.

1 If our answer is yes to part or all of what you requestedye must providehe
coverage we have agreed to provide within 24 hours after we receive your request or
doctorébés statement supporting your request

1 If our answer is no to part or all of what you requestedye will send you a written
statement that explains why we said YW will also tell you how to appeal.

Deadlines for a s toabouadrud you lmaveaat gegreceiviece ci si on
1 If we are using the standard deadlines, we must give you our angWwier72 hours.

o Generally, this means within 72 howafter we reeive your requestf you are
requesting an exception, we will give you our answer within 72 hours after we
receive your doctords statement support
answer sooner if your health requires us to.

o If we do not meet thideadline, we are required to send your request on to Level 2
of the appeals process, where it will be reviewed by an independent organization.
Later in this section, wialk about this review organization and explain what
happens at Appeal Level 2.

1 If our answer is yes to part or all of what you requestet

o If we approve your request for coverage, we npusvide the coverageve have
agreed to providwithin 72 hoursaf t er we receive your req
statement supporting your request.

9 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said YW will also tell you how to appeal.

Deadl ines for a s toabouaynentwreadregyaushave alreadyi s i o n
bought

1 We mustgive you our answewithin 14 calendar daysafter we receive your request.

o If we do not meet this deadline, we are required to send your request on to Level 2
of the appeals process, where it will be reviewgdiindependent organization.
Later in thissection, we talk about this review organization and explain what
happens at Appeal Level 2.
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1 If our answer is yes to part or all of what you requestedye are also required to make
payment to you withii4 calendar days after we receive your request.

9 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said YA will also tell you how to appeal.

Step 3: If we say no to your coverage request, you decide if you want to make an
appeal.

1 If we sayno, you have the right to request an appeal. Requesting an appeal means asking
us to reconsiddr and possibly changethe decision we made.

Section 6.5 Step-by-step: How to make a Level 1 Appeal
(how to ask for areview of a coverage decision made by our

plan)

Legal Terms

An appeal to the plan about a Part D dru
coverage decision is called a plan
Aredetermination. 0

Step 1: You contact us and make your Level 1 Appeal. If your health requires a
quick response, you mustask forain f ast appeal . 0

What todo

1 To start your appeal, you (or your representative or your doctor or other
prescriber) must contact us.

0 For details on how to reach us by phone, tamail, or on ouwebsite for any
purpose related to your appeal, go to Chapter 2, Section 1, anfhfdbk 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 ttememumber shown in
Chapter 2, Section Hpw to contact our plan when you are making an appeal about
your Part D prescription drugs

1 If you are asking for a fast appeal, you may make your appeal in writing or you may
call us at the phone number shown ifChapter 2, Section 1(How to contact us when
you ae making an appeal about youaR D prescription drugs)

1 We must accept any written requestincluding a request submitted on the CMS Model
Coverage Determination Request Form, which is available owehsite
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1 You must make your appeal request within 60 calendar dayfsom the date on the
written notice we sent to tell you our answer to your request for a coverage decision. If
you miss this deadline and have a good reason for missing it, we may gireg®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 requestiragppeal.

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 Afast appeal 0 i s
Aexpedited redeter

|l f your health requires it, ask for a fAfast

1 If you are appealing a decisisre made about a drug you have not yet received, you and
your doctor or other prescriber wild@l need

T The requirements for getting a Afast appea
coveraggleci si ono in Section 6.4 of this chapt

Step 2: We consider your appeal and we give you our answer.

1 Whenwe arereviewing your appeal, we take another careful look at all of the
information about your coverage request. We check to see if 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 merinformation.

Deadlines fox a fAfast appeal

1 If we are using the fast deadlines, we must give you our angiten 72 hours after
we receive your appealWe will give you our answer sooner if your health requires it.

o If we do not give you an answer withv2 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 sectionalkeabout this review
organization and explain what happens at Level 2 oapipeals process.

9 If our answer is yes to part or all of what you requestedye must 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 requestedye will send you avritten
statement that explains why we said no and how to appeal our decision.
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Deadlines for @ fAstandard appeal

1 If we are using the standard deadlines, we must give you our angwer7 calendar
daysafter we receive your appdak a drug you have noeceived yetWe will give you
our decision sooner if you have not received the drug yet and your health condition
requiresustodosvt.f you believe your health require
appeal

o If we do not give you a decision within @lendar 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 tell about this review
organization and explain what happens at Level Aebppeals process.

1 If our answer is yes to part or all of what you requestedl

o If we approve a request for coverage, we npusvide the coveragewve have
agreed to provide as quickly as your health requiresydldater than 7 calendar
daysafter we reeive your appeal.

o If we approve a request to pay you back for a drug you already bought, we are
required tosend payment to yowvithin 30 calendar daysafter we receive your
appeal request.

1 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said no and how to appeal our decision.

1 If you are requesting that we pay you back for a drug you have already boaghtisi
give you our answewithin 14 calendar daysafter we receive your request.

o If we do notgive you a decision within 14 calendar days, are required to send
your request on to Level 2 of the appeals process, where it will be revigveed b
independent organizatiobater in this section, we talk about this review
organization andxlain what happens at Appeal Level 2.

1 If our answer is yes to part or all of what you requestedye are also required make
payment to you within 36alendar days after we receive your request.

1 If our answer is no to part or all of what you requestedwe will send you a written
statement that explains why we said no. We will also tell you how to appeal.

Step 3: If we say no to your appeal, you decide if you want to continue with the
appeals process and make another appeal.

1 If we say no to your appealou then choose whether to accept this decision or continue
by making another appeal.

1 If you decide to make another appeal, it means your appeal is going on to Level 2 of the
appeals process (see below).
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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 Appedhdbapendent 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
Or gani z atiil mrdée piexn dtema
Ent iltisgysontetimes calledtiiel RE. 0

Step 1: To make a Level 2 Appeal, you (or your representative or your doctor or
other prescriber) must contact the Independent Review Organization and ask for
a review of your case.

1 If we say no to your Level 1 Appeal, the written notice we send you will include
instructions on how to make a Level 2 Appealith the Independent Review
Organization. These instructions will tell who can make this Level 2 Appeal, what
deadlines you musbfiow, and how to reach the review organization.

1 When you make an appeal to the Independent Review Organization, we will send the
information we have about your appeal to this organization. This information is called
y our 0 cos lavefthie figat.toask us for a copy of your case file

1 You have a right to give the Independent Review Organization additional information to
support your appeal.

Step 2: The Independent Review Organization does a review of your appeal and
gives you an answer.

1 The Indeperdent Review Organization is an independent organization that is hired
by Medicare. This organization is not connected with us and it is not a government
agency. This organization is a company chosen by Medicare to review our decisions
about your Part D befits with us.

1 Reviewers at the Independent Review Organization will take a careful look at all of the
information related to your appeal. The organization will tell you its decision in writing
and explain the reasons for it.

Deadlines f oatLevelf2ast appeal

T I1'f your health requires it ask the I ndepe

T I'f the review organization agrees to give
must give you an answer to your Level 2 Appedhin 72 hours afterit receives your
appeal request.
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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
organizationwithin 24 hours after we receive the decision from the review organization.

Deadl ines f orodilete2ndar d appeal

1 If you have a standard appeal at Level 2, the review organization must give you an
answer to your Level 2 Appewithin 7 calendar daysafter it receies your appeat it
is for a drug you have not received.y)éfyou are requesting that we pay you back for a
drug you have already bought, the review organization must give you an answer to your
level 2 appeal within 14 calendar days after it receives seuest.

1 If the Independent Review Organization says yes to part or all of what you
requestedi

o If the Independent Review Organization approves a request for coverage, we must
provide the drug coveragethat was approved by the review organizatiothin
72 hoursafter we receive the decision from the review organization.

o If the Independent Review Organization approves a request to pay you back for a
drug you already bought, we are requirede¢ad payment to you within 30
calendar daysafter we receig the decision from the review organization.

What if the review organization says no to your appeal?

If this organization says no to your appeal, it means the organization agrees with our decision not
to approve your requestdec{(FThiom.i0sl talilkedl Bopl
your appeal . 0)

If the Independent ReviewOnga z at i on fiup hyol hethetrigheto alleveli3s i o n o
Appeal.However, to make another appeal at Leveh8,dollar value of the drug coverage you

are reqesting must meet a minimum amount. If the dollar value ofithgcoverage 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 thar dalue 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 i thppeals 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 appeallf you decide to make a third appeal, the details on how to do this are in the
written notice you got after your second appeal.
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1 The Level 3 Appeal is handled by AdministrativeLaw Judgeor attorney adjudicator
Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

SECTION 7 How to ask us to cover alonger inpatient hospital
stay if you think the doctor is discharging you too
soon

When you are admitted to a hospital, you haveitite 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 this bookletMedical Benefits Chart (what is covered and what you.pay)

During yourcoveredhospital stay, your doctor and the hospital staff will be working with you to
prepare for the day when you will leave the hospital. They will also help arrange for care you
may need after you leave.

T The day you | eave tdmsehardedaepd t al is called vy

1 When your discharge date has been decided, your doctor or the hospital staff will let you
know.

1 If you think you are being asked to leave the hospital too soon, you can ask for a longer
hospital stay and your request will be considered. Thisosetells you how to ask.

Section 7.1 During your inpatient hospital stay, you will get a written
notice from Medicare that tells about your rights

During yourcoveredhospital stay, you will be given a written noticaled An Important
Message from Medare about Your Right&veryone with Medicare gets a copy of this notice
whenever they are admitted to a hospital. Someone at the h@&pietampé, a caseworker or
nurse) musgive it to you within two days after you are admittédou do not gethe notice,
ask any hospital employee for it. If you need help, pleas€aaliomer Caréphone numberare
printed on the backover of this booklet)You can also call-BO0-MEDICARE (1-800-633
4227), 24 hours a day, 7 days a week. TTY users shoultl-8Zl-486-2048.

1. Read this notice carefully and Itaeskpougquest i o
about your rights as a hospital patient, including:

1 Your right to receive Medicareovered services during and after your hospital stay,
as ordered byour doctor. This includes the right to know what these services are,
who will pay for them, and where you can get them.

1 Your right to be involved in any decisions about your hospital stay, and know who
will pay for it.

1 Where to report any concerns you @about quality of your hospital care.
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1 Your right to appeal your discharge decisiogali think you are being discharged
from the hospital too soon

Legal Terms

The written notice from Medicare tells you how you éan e g u e
i mmedi at eRequesting anvimmidiate 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
how you can request an immediate review.)

2. You must sign the writtennotice to show that you received it and understand your
rights.

1 You or someone who is acting on your behalf must 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 showmnly 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 notdloesnot meanyou are agreeing on
a dscharge date.

3. Keep your copyof the signed 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 thawo days before the day you leave the hadpitou
will get another copy before you are scheduled to be discharged.

1 To look at a copy of this notice in advance, you can@aditomer Caréphone
numbersare printed on the badover of this bookletpr 1-800 MEDICARE (3800
6334227),24 hours a dg 7 days a weeK. TY users should call-877-486-2048.
You can also see it online fattps://www.cms.gov/Medicare/Medicateeneral
Information/BNI/HospitalDischargeAppealNotices.html

Section 7.2 Step-by-step: How to make a Level 1 Appeal to change your
hospital discharge date

If you want to ask for younpatienthospital services to be covered by us for a longer time, you
will need to use the appeals process to make this request. Before you start, understand what you
need to do and what the deadlines are.

1 Follow the processEach step in the first two levels of the appeals process is explained
below.

1 Meet the deadlinesThe deadlines are importai®e sure that you understand and follow
the deadlines that apply to things you must do.


https://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html
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1 Ask for help if you need it If you have questions or need help at any time, plealse
Customer Caréphone numberare printed on the badoverof this booklet). Or call
your State Health Insurance Assistance Program, a government organization that
provides personalized assistar(see Section 2 of this chapter).

During a Level 1 Appeal, the Quality Improvement Organization reviews your appealt
checks to see if your planned discharge date is medically appropriate for you.

Step 1: Contact the Quality Improvement Organization for your state and ask for a
Afast reviewo of your hospital discharge. You

What is the Quality Improvement Organization?

1 This organization is a group of doctors and other health care professionals who are paid
by the Federal governmenth@se 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 orgazation?

1 The written notice you receivedir Important Message from Medicare About 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 Chaptertiyrséc
of this booklet.)

Act quickly:

1 To make your appeal, you must contact the Quality Improvement Organibafane
you leave the hospital amab later than your planned discharge date( Your fipl anne
di scharge dateodo i s ¢tvohwleavathechospithlat has been

o If you meet this deadline, you are allowed to stay in the hoggtealyour
discharge dateithout paying for itwhile you wait to get the decision on your
appeal from the Quality Improvement Organization.

o If you donotmeet this deadline, and you decide to stay in the hospital after your
planned discharge datgu may have to pay all of the cokishospital care you
receive after your planned discharge date.

1 If you miss the deadline for contacting the Quality ImprogetOrganization about
your appeal, you can make your appeal directly to our plan instead. For details about
this other way to make your appeal, see Section 7.4.

Ask for a nfast revi ewo:

1 You must ask the Quality Improvement Organization firfaa st of gouri e wo
di scharge. Asking for a Afast reviewd mean
Afasto deadlines for an appeal i nstead of
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Legal Terms
A fdstreviewdo i s al so ca
fimmediatereviewdo o rexpadited fi

review. 0O

Step 2: The Quality Improvement Organization conducts an independent review
of your case.

What happens during this review?

1 Heal th professionals at the Quality I mprov
revi ewerso for short) wild.l ask you (or you
the services should continue. Yououdnayndt ha

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, yalssilget
a written noticehat gives your planned discharge date and expiidstailthe reasons
why your doctor, the hospital, and we think it is right (medically appropriate) for you to
be discharged on that date.

Legal Terms

Thiswrittene x pl anat i omDeitsaidaldl eNd tti hYemucangetdDi s
sample of this notice by callirgustomer Caréphone numbers are printed on the back
cover of this bookletpr 1-8000MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. (TTY uses should call 8877-486-2048.) Or you can see a sample notice online a
https://www.cms.gov/Medicare/Medicaégeneral
Information/BNI/HospitalDischargeAppealNotices.html

Step 3: Within one full day after it has all the needed information, the Quality
Improvement Organization will give you its answer to your appeal.

What happens if the answer is yes?

1 If the review organization say®sto your appeahlve must keep providing your
coveredinpatient 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 hbseivices.
(See Chapter 4 of this booklet).


https://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html
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What happens if the answer is no?

1 If the review organization say® to your appeal, they are saying that your planned
discharge date is medically appropriate. If this happminmsgoverage for yourinpatient
hospital services will endat noon on the dagfterthe Quality Improvement
Organization gives you its answer to your appeal.

1 If the review organization say® to your appeal and you decide to stay in the hospital,
thenyou may have to pay the full cosof hospital care you receive after noon on the day
after the Quality Improvement Organization gives you its answer to your appeal.

Step 4: If the answer to your Level 1 Appeal is no, you decide if you want to make
another appeal.

1 If the Quality ImprovemeinOrganization has turned down your appaatjyou stay in
the hospital after your planned discharge date, then you can make another appeal. Making
another appeal means you are going on to

Section 7.3 Step-by-step: How to make a Level 2 Appeal to change your
hospital discharge date

If the Quality Improvement Organization has turned down your apgeai,ou stay in the

hospital after your planned discharge date, then you can make a Level 2 Appeal. During a Level
2 Appeal, you ask the Quality Improvement Organization to take another look at the decision
they made on your first appe#lthe Quality Impreement Organization turrtdown 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 Quality Improvement Organization again and ask for
another review.

1 You must ask for this reviewithin 60 calendar daysafter the day the Quality
Improvement Organization sab to your Level 1 Appeal. You can ask for this review
only if you stayed in the hospital after the date that your covdéoaglee 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 information related to your appeal.

A
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Step 3: Within 14 calendar days of receipt of your request for a second review,
the Quality Improvement Organization reviewers will decide on your appeal and
tell you their decision.

If the review organization says yes:

1 We must reimburse youfor our share of the costs ofd$ptal care you have received
since noon on the day after the date your first appeal was turned down by the Quality
Improvement OrganizatioWe must continue providing coveragdor your inpatient
hospital care for as long as it is medically necessary

1 You must continue to pay your share of the costs and coverage limitaEynapply.

If the review organization says no:

1 It means they agree with the decision they nmaggour Level 1 Appeal and will not
change it. This is called Aupholding the

1 The notice you get will tell you in writing what you can do if you wish to continue with
the review process. It will give you the details about how to go on to the next level of
appeal, which is handled by &Administrative Lawdudgeor attorney adjudicat.

Step 4: If the answer is no, you will need to decide whether you want to take your
appeal further by going on to Level 3.

1 There are three additional levels in the appeals process after Level 2 (for a total of five
levels of appeal). If the review ongaation 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 hyfalministrative Lawdudgeor attorney
adjudicator

1 Section 9 in thisltapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 7.4 What if you miss the deadline for making your Level 1 Appeal?

You can appeal to us instead

As explained above in Section 7.2, you must act quickly to contact the Qoglityvement
Organization to start your first appeal of
leave the hospital and no later than your planned dischargg lfigtas miss the deadline for
contacting this organization, there is another way to make your appeal.

If you use this other way of making your appéaé 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
appeal to wus, asking for a Afast review.o0o A f
instead of the standard deadlines.

Legal Terms

A nfastor e asvo &p|
caledamiexpedi t.ed app

Step 1: Contactus and ask for a Nfast revi ew. 0

1 For details on how to contact us, go to Chapter 2, Section 1 and look for the section
called,How to contact us when you are making an appeal aypmut medical care

1T Be sure to ask. & ofrhias frmeaasns ryeou eawr e asking
using the Afasto deadlines rather than the

Step2: We do a if @odyourmplannedadischarge date, checking to see if it
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 leavédspital was fair and followed all the
rules.

M I'n this situation, we wi || use the fnfasto
giving you the answer to this review.

Step3:We give you our decision within 72whhours &
(Afast appeal 0) .

1 If we say yes to your fast appealt means we have agreed with you that you still need
to be in the hospital after the discharge date, and will keep providing your covered
inpatient hospitaservices for as long as it is medically esgary. 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 wsaid your coverage would end. (You must pay your share of the costs
and there may be coverage limitations that apply.)

1 If we say no to your fast appealye are saying that your planned discharge date was
medically appropriate. Our coverage for ympatienthospital services ends as of the
day we said coverage would end.

o If you stayed in the hospitafter your planned dcharge date, theyou may
have to pay the full cosof hospital care you received after the planned discharge
date.
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Step 4: If we say no to your fast appeal, your case will automatically be sent on to
the next level of the appeals process.

1 To make sure wwere following all the rules when we said no to your fast appeal,

arerequired to send your appeal to Whane Al nde
we do this, it means that you aetomaticallygoing on to Level 2 of the appeals
process.

Step-by-Step: Level 2 Alternate Appeal Process

If we say no to your Level 1 Appeal, your case ailtomaticallybe sent on to the next level of

the appeals process. During the Level 2 Appalndependent Review Organizationreviews

the decision we madewhenwésa no t o your fAfast appeal . o Thi
the decision we made should be changed.

Legal Terms

The for mal name f o
Revi ew Or ganiilzmdéd pe
Revi ew Eissomdtiyes called the
Al RE. 0O

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,n/ou ca
make a complaint. The complaint process is different from the appeal process. Section 10
of this chapter tells how to make a complaint.)

Step2: The I ndependent Review Organization does &
appeal. The reviewers give you an answer within 72 hours.

1 The 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 hanpib tifebeing
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 appeal of your hospital discharge.

1 If this organization saysyesto your 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
pl anned discharge. We must alinpatienthospitdl i nue t
services for as lapas it is medically necessary. You must continue to pay your share of
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the costs. If there are coverage limitations, these could limit how much we would
reimburse or how long we would continue to cover your services.

1 If this organization saysno to your appeal,it means they agree with 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 procéssll|
give you the details about how to go on to a Level 3 Appeal, which is handled by
an Administrative LawJudgeor attorney adjudicator

Step 3: If the Independent Review Organization turns down your appeal, you
choose whether you want to take your appeal further.

1 There are three 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 Level 3 and make a third appeal

1 Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

SECTION 8 How to ask us to keep covering certain medical
services if you think your coverage is ending too
soon

Section 8.1 This section is about three services only:

Home health care, skilled nursing facility care, and
Comprehensive Outpatient Rehabilitation Facility (CORF)
services

This section is about the following types of cargy.

1 Home health care servicegou are getting.

9 Skilled nursing careyou are getting as a patient in a skilled nursing facility. (To learn
about requirements for being considered a
Definitions of important wordy

1 Rehabilitation care you are getting as an outpatient at a Mediegmeroved
Comprehensive Outpatient Rehabilitation Facility (CQRFRually, this means you are
getting treatment for an iliness or accident, or you are recovering from a major operation.
(For more information about this type of facility, see ChapteD&dnitions 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 informatin on your covered services, including your share of the cost and any
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limitations to coverage that may apply, see Chapter 4 of this bobldetical Benefits Chart
(what is covered and what you pay)

When we decide it is time to stop covering any of thedltypes of care for you, we are required
to tell you in advance. When your coverage for that care aredwiill stop paying our share of
the cost for your care.

If you think we are ending the coverage of your care too s@meng¢an appeal our decision
This section tells you how to ask for an appeal.

Section 8.2 We will tell you in advance when your coverage will be ending

1. You receive a notice in writing.At least two days before our plan is going to stop
covering your care, yowill receive anotice.

1 The written notice tells you the date when we will stop covering the care for you.

1 The written notice also tells what you can do if you want to ask our plan to change
this decision about when to end your care, and keep covering it for a longer period of
time.

Legal Terms

In telling you what you can do, the written notice is telling ymw can requestiaf a s t
t r ack aRpquesting afadtack appeal is a formal, legal way to request a change
our coverage decision about when to stop your care. (Section 7.3 below tells how you
request a fadrack appeal.)

The written noticé s ¢ a | Notealof Meldieare NorC 0 v e r daget.a éample
copy, callCustomer Car@hone numbers are printed on the back cover of this booklet)
1-800-MEDICARE (1-800-6334227, 24 hours a day, 7 days a week. TTY users should
1-877-486-2048.) Or see a copy online attps://www.cms.gov/Medica/Medicare
Generalinformation/BNI/MAEDNotices.html

2. You must sign the written notice to show that you received it.

1 You or someone who is acting on your behalf must sign the notice. (Section 4 tells
how you can give written permission to someone telset as your representative.)

1 Signing the notice showmnly that you have received the information about when
your coverage will stosigning it doesnot meanyou agreevi t h t he pl an
time to stop getting the care.

t

h
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Section 8.3 Step-by-step: How to make a Level 1 Appeal to have our plan
cover your care for a longer time

If you want to ask us to cover your care for a longer period of time, you will need to use the
appeals process to make this request. Before you start, understand what youdoesadito
what the deadlines are.

1 Follow the processEach step in the first two levels of the appeals process is explained
below.

1 Meet the deadlinesThe deadlines are importaie sure that you understand and follow
the deadlines that apply to things youst do. There are also deadlines our plan must
follow. (If you think we are not meeting our deadlines, you can file a complaint. Section
10 of this chapter tells you how to file a complaint.)

91 Ask for help if you need it If you have questions or need hatpany time, pleaseall
Customer Caréphone numberare printed on the badoverof this booklet). Or call
your State Health Insurance Assistance Program, a government organization that
provides personalized assistance (see Section 2 of this chapter).

If you ask for a Level 1 Appealon time, the Quality Improvement Organization reviews
your appeal and decides whether to change the decision made by our plan.

Step 1: Make your Level 1 Appeal: contact the Quality Improvement Organization
for your state and ask for a review. You must act quickly.

What is the Quality Improvement Organization?

1 This organization is a group of doctors and other health care experts who are paid by the
Federal government. These experts are not part of our plan. They chiekquality of
care received by people with Medicare and
stop covering certain kinds of medical care.

How can you contact this organization?

1 The written notice you received tells you how to reach this orgamiz4Or find the
name, address, and phone number of the Quality Improvement Organization for your
state in Chapter 2, Section 4, of this booklet.)

What should you ask for?
1 Askthis organizatiofi o r & rfafcaks t@ gopae independént revigwof whether
it is medically appropriate for us to end coverage for your medical services.

Your deadline for contacting this organization.

1 You must contact the Quality Improvement Organization to start your appéater
than noon of the day after you receifie tritten notice telling you when we will stop
covering your care
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1 If you miss the deadline for contacting the Quality Improvement Organization about your
appeal, you can make your appeal directly to us instead. For details about this other way
to make yaor appeal, see Sectiorb8.

Step 2: The Quality Improvement Organization conducts an independent review
of your case.

What happens during this review?

T Health professionals at the Quality |I mprov
revi ewer vl ask gau (osybuo representative) why you believe coverage for
the services should continue. You dondt ha

do so if you wish.

1 The review organization will also look at your medical information, talk yailr
doctor, and review information that our plan has given to them.

1 By the end of the day the reviewers inform us of your appeal, and you will also get a
written notice from us thaxplains in detaibur reasons for endirmur coverage for your
services.

Legal Terms

This notice of explanation is called the
fiDetailed Explanation of Non
Coverage. 0

Step 3: Within one full day after they have all the information they need, the
reviewers will tell you their decision.

What happens if the reviewers say yeytur appeal?

1 If the reviewers sayesto your appeal, thewe must keep providing your covered
services for as long as it is medically necessary.

1 You will have to keep paying your share of the costs (such as deductibles or copayments,
if these apply). Iraddition, there may be limitations on your covered services (see
Chapter 4 of this booklet).

What happens if the reviewers say no to your appeal?

1 If the reviewers sagoto your appeal, theyour coverage will end on the date we have
told you. We will stgp payingour share of the costs of this came the date listed on the
notice

1 If you decide to keep getting the home health care, or skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) sendftesthis date when
your coverage ends, thgou will have to pay the full costof this care yourself.
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Step 4: If the answer to your Level 1 Appeal is no, you decide if you want to make
another appeal.

T This first appeal you make i s dishyeovoe | 10 of
your Level 1 Appeal andyou choose to continue getting care after your coverage for
the care has endédhen you can make another appeal.

T Making another appeal means Yyou are going

Section 8.4 Step-by-step: How to make a Level 2 Appeal to have our plan
cover your care for alonger time

If the Quality Improvement Organization has turned down your agmelylou choose to

continue getting care after your coverage for the care has ended, then you carLeaNe?

Appeal. During a Level 2 Appeal, you ask the Quality Improvement Organization to take another
look at the decision they made on your first appéahe Quality Improvement Organization
turnsdown your Level 2 Appeal, you may have to pay thedost for your home health care, or
skilled nursing facility care, dComprehensive Outpatient Rehabilitation Facility (CORF)
servicesafter the date when we said your coverage would end.

Here are the steps for Level 2 of the appeal process:

Step 1: You contact the Quality Improvement Organization again and ask for
another review.

1 You must ask for this reviewithin 60 daysafter the day when the Quality
Improvement Organization saib to your Level 1 Appeal. You can ask for this review
only if you conthued getting care after the date that your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your
situation.

1 Reviewers at the Quality Improvement Organization will take another careful look at all
of the infaemation related to your appeal.

Step 3: Within 14 days of receipt of your appeal request, reviewers will decide on
your appeal and tell you their decision.

What happens if the review organization says yes to your appeal?

1 We must reimburse youfor our shae of the costs of care you have received since the
date when we said your coverage would &kid.must continue providing coveragdor
the care for as long as it is medically necessary.

1 You must continue to pay your share of the costs and there may bagmligritations
that apply.
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What happens if the review organization says no?

1 It means they agree with the decision we made to your Level 1 Appeal and will not
change it.

1 The notice you get will tell you in writing what you can do if you wish to continitie w
the review process. It will give you the details about how to go on to the next level of
appeal, which is handled by &Administrative Lawdudgeor attorney adjudicator

Step 4: If the answer is no, you will need to decide whether you want to take your
appeal further.

1 There are three additional levels of appeal after Level 2, for a total of five levels of
appeal. If reviewers turn down your Level 2 Appeal, you can choose whether to accept
that decision or to go on to Level 3 and make another appeladévat 3, your appeal is
reviewed by a Administrative Lawdudgeor attorney adjudicator

1 Section 9 in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 8.5 What if you miss the deadline for making your Level 1 Appeal?

You can appeal to us instead

As explained above in Secti@®, you must act quickly to contact the Quality Improvement
Organization to start your first appeal (within a day or two, at the most). If you miss the deadline
for contacting this organization, thegeanother way to make your appeal. If you use this other
way of making your appeahe first two levels of appeal are different.

Step-by-Step: How to make a Level 1 Alternate Appeal

If you miss the deadline for contacting the Quality Improvement Orgtoig, you can make an
appeal to us, asking for a fAfast review. o0 A
instead of the standard deadlines.

Here are the steps for a Level 1 Alternate Appeal:

Legal Terms
A fAifast reviewo (o
caledamiexpedi t.ed app:
Stepl:Cont act us and ask for a NAf ast revi ew. 0

1 For details on how to contact us, go to Chapter 2, Section 1 and look for the section
called,How to contact us when you are makingagpeal about your medical care
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T Be sure to ask. d offrhias fimheaassrnts ryeou eawr e asking
using the Afasto deadlines rather than the

Step2:We do a hf @ddthe dedsiwh waewnade about when to end
coverage for your services.

1 During this review, we take another look at all of the information about your case. We
check to see i f we were following all the
coverage for services you were receiving.

1T Wewill use the nAfasto deadlines rather t han
answer to this review.

Step3:We give you our decision within 72 hours &
(Afast appeal 0) .

1 If we say yes to your fast appealf means we havagreed with you that you need
services longer, and will keep providing your covered services for as long as it is
medically necessary. It also means that we have agreed to reimburse you for our share of
the costs of care you have received since the da¢a we said your coverage would
end. (You must pay your share of the costs and there may be coverage limitations that

apply.)
1 If we say no to your fast appealthen your coverage will end on the datetold you
and we will not pay any share of the caafter this date

1 If you continued to get home health care, or skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) sendftesthe date when
we said your coverage would end, tlye will have to pay the full costof this care
yourself.

Step 4: If we say no to your fast appeal, your case will automatically go on to the
next level of the appeals process.

1 To make sure we were following all the rules when we said no to your fast appeal,

arerequiredtosendyourappal t o the fAlndependeWhen Revi ew
we do this, it means that you aetomaticallygoing on to Level 2 of the appeals
process.

Step-by-Step: Level 2 Alternate Appeal Process

If we say no to your Level 1 Appeal, your case ailtomaticallybe sent on to the next level of
the appeals process. During the Level 2 Appeallntiependent Review Organizationreviews
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the decision we made when we said no to your
the decision we made should be chahge

Legal Terms

The for mal name f o
Review Or ganfilzrnad @ poe
Revi ew Eis somdtiimes called the
Al RE. O

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,nyou ca
make a complaint. The complaint process is different from the appeal process. Section 10
of this chapter tells how to make a complaint.)

Step2: The I ndependent Review Organization does &
appeal. The reviewers give you an answer within 72 hours.

1 The 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 hanpib tifebeing
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 appeal.

1 If this organization saysyesto your appeal,then we must reimburse you (pay you
back) for our share of the costs of care you have received since the date when we said
your coverage would end. We must also continue to cover the care for as long as it is
medically necessary. You must continue to payryshare of the costs. If there are
coverage limitations, these could limit how much we would reimburse or how long we
would continue to cover your services.

1 If this organization saysno to your appeal,it means they agree with the decision our
plan madeo your first appeal and will not change it.

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 L&vAbpeal.
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Step 3: If the Independent Review Organization turns down your appeal, you
choose whether you want to take your appeal further.

1 There are three additional levels of appeal after Level 2, for a total of five levels of
appeal. If reviewers say rio 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 Lawdudgeor attorney adjudicator

1 Section 9 in this chapter tells mabout Levels 3, 4, and 5 of the appeals process.

SECTION 9 Taking your appeal to Level 3 and beyond

Section 9.1 Levels of Appeal 3, 4, and 5 for Medical Service Appeals

This section may be appropriate for you if you have made a Level 1 Appeal and a Level 2
Appeal, and both of your appeals have been turned down.

If the dollar value of the item or medical service you have appealed meets certain minimum
levels, you may be able to go on to additional levels of appeal. If the dollar védes than the
minimum leve| you cannot appeal any further. If the dollar value is high enough, the written
response you receive to your Level 2 Appeal will explain who to contact and what to do to ask
for a Level 3 Appeal.

For most situations that involve appeals, thetlaste levels of appeal work in much the same
way. Here is who handles the review of your appeal at each of these levels.

Level 3 Appeal: A judge (called an Administrative Law Judge) or an attorney adjudicator
who works for the Federal governmentwill review your appeal and give
you an answer.

1 If the Administrative Law Judge or attorney adjudicator says yes to your appeal,
the appeals procesmayor may notbe over- We will decide whether to appeal this
decision to Level 4. Unlike a decision at Levelr&lependent Review Organization), we
have the right to appeal a Level 3 decision that is favorable to you.

o If we decidenotto appeal the decision, we must authorize or provide you with the
service within 6@alendadays after receiving th&dministrativeLaw Ju d g erd s
attorney adjudicat@r decision.

o If we decide to appeal the decision, we will send you a copy of the Level 4
Appeal request with any accompanying documents. We may wait for the Level 4
Appeal decision before authorizing or providing sleevice in dispute.

1 If the Administrative Law Judge or attorney adjudicator says no to your appeal, the
appeals processnayor may notbe over.
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o If you decide to accept this decision that turns down your appeal, the appeals
process is over.

o If you do not vant to accept the decision, you can continue to the next level of the
review process. If thAdministrativeLaw Judgeor attorney adjudicat@ays no
to your appeal, the notice you get will tell you what to do next if you choose to
continue with your appéa

Level 4 Appeal TheMedicareAppeals Council(Council)will review your appeal and give
you an answer. The Counalpart ofthe Federal government.

1 If the answer is yes, or if the Council denies our request to review a favorable Level
3 Appeal decison, the appeals processiayor may notbe over- We will decide
whether to appeal this decision to Level 5. Unlike a decision at Level 2 (Independent
Review Organization), we have the right to appeal a Level 4 decision that is favorable to
you.

o If we decice notto appeal the decision, we must authorize or provide you with the
service within6@Galendad ays after receiving the Court

o If we decide to appeal the decision, we will let you know in writing.

1 If the answer is no or if the Council defes the review request, the appeals process
mayor may notbe over.

o If you decide to accept this decision that turns down your appeal, the appeals
process is over.

o If you do not want to accept the decision, you might be able to continue to the
next level of the review process. If the Council says no to your appeal, the notice
you get will tell you whether the rules allow you to go on to a Level 5 Appeal. If
the rulesallow you to go on, the written notice will also tell you who to contact
and what to do next if you choose to continue with your appeal.

Level 5 Appeal A judge at thé=ederal District Court will review your appeal.

1 This is the last step of the appeals process.

Section 9.2 Levels of Appeal 3, 4, and 5 for Part D Drug Appeals

This section may be appropriate for you if you have made a Level 1 Appeal and a Level 2
Appeal, and both of your appeals have been turned down.

If the value of the drug you have appealed maeitsrtain dollar amounyou may be able to go
on to additional levels of appeal. If the dokanountis less you cannot appeal any furth&he
written response you receive to your Level 2 Appeal witllax who to contact and what to do
to ask for a Level 3 Appeal.
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For most situations that involve appeals, the last three levels of appeal work in much the same
way. Here is who handles the review of your appeal at each of these levels.

Level 3 Appeal A judge (called an Administrative Law Judge or an attorney adjudicator

who works for the Federal governmentwill review your appeal and give
you an answer.

1 If the answer is yes, the appeals process is ov&vhat you asked for in the appeal has
been approed. We musauthorize or provide the drug coveragethat was approved by
the Administrative Law Judgar attorney adjudicatawithin 72 hours (24 hours for
expedited appeals) or make payment no later than 30 calendar dagfter we receive
the decision.

1 If the answer is no, the appeals processayor may notbe over.

(0]

If you decide to accept this decision that turns down your appeal, the appeals
process is over.

If you do not want to accept the decision, you can continue to the next level of the
review proces. If theAdministrativeLaw Judgeor attorney adjudicat@ays no

to your appeal, the notice you get will tell you what to do next if you choose to
continue with your appeal.

Level 4 Appeal TheMedicareAppeals Council(Council)will review your appealrad give

you an answer. The Counglpart ofthe Federal government.

1 If the answer is yes, the appeals process is ov&Yhat you asked for in the appeal has
been approved. We muatithorize or provide the drug coveragethat was approved by
the Councilwithin 72 hours (24 hours for expedited appeals) or make payment no
later than 30 calendar daysafter we receive the decision.

1 If the answer is no, the appeals procesaayor may notbe over.

(0]

If you decide to accept this decision that turns down your dpbeaappeals
process is over.

If you do not want to accept the decision, you might be able to continue to the
next level of the review procedé.the Councilsays no to your appeat denies

your request to review the appgethle notice you get will teyou whether the

rules allow you to go on tbevel 5 Appeal. If the rules allow you to go on, the
written notice will also tell you who to contact and what to do next if you choose
to continue with your appeal.

Level 5 Appeal A judge at thé=ederal District Court will review your appeal.

1 This is the last step of the appeals process.
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MAKING COMPLAINTS

SECTION 10 How to make a complaint about quality of care,
waiting times, customer service, or other concerns

0 If your problem is about decisions relatedoenefits, coverage, or payment, then this
section isnot for you Instead, you need to use the process for coverage decisions and
appeals. Go to Section 4 of this chapter.

Section 10.1 What kinds of problems are handled by the complaint
process?

This section explains how to use the process for making complaim@s.omplaint process is

used for certain types of problemsly. This includes problems related to quality of care, waiting
times, and the customer service you receive. Here are examples of the kinds of problems handled
by the complaint process.

|l f you have any of these kinds of problems, vy
Complaint Example
Quiality of your medical 1 Are you unhappy with the quality of the care you have
care received (including care in the hospital)?

Respecting your privacy  { Do you believe that someone did not respect your righ
privacy or shared informaticabout you that you feel
should be confidential?

Disrespect, poor customer 9§ Has someone been rude or disrespectful to you?
service, or other negative  q Are you unhappy with how o@ustomer Carbas treatec
behaviors you?

1 Do you feel you are begnencouragetb leave the plan?

Waiting times 1 Are you having trouble getting an appointment, or wait
too long to get it?
1 Have you been kept waiting too long by doctors,

pharmacists, or other health professionals? Or by our

Customer Carer other staff at the plan?

o Examples include waiting too long on the phone, i
the waiting room, when getting a prescription, or ir
the exam room.
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Complaint Example

Cleanliness i

Information you get from
us

l

Are you unhappy with the cleanliness or condition of a
clinic, hospital, or doc

Do you believe we have not given you a notice that we
required to give?

Do you think written information we have given you is
hard to understand?

Timeliness The process of asking for a coverage decisiomaaking
(These types of complaints appeals is explained iregtions 49 of this chapter. If you are
are all related to the timeli asking for a decision or making an appeal, you use that
ness of our actions related process, not the complaint process.

to coverag decisions and  However, if youhave already asked us for a coverage deci

appeals) or made an appeal, and you think that we are not respond
quickly enough, you can also make a complaint about our
slowness. Here are examples:

T

I f you have asked us to
deci sifondstorampeal , 0 and
you can make a complaint.

If you believe we are not meeting the deadlines for giv
you a coverage decision or an answer to an appeal yo
have made, you can make a complaint.

When a coverage decision we madeeigewed and we
are told that we must cover or reimburse you for certai
medical services or drugs, there are deadlines that ap|
If you think we are not meeting these deadlines, you c
make a complaint.

When we do not give you a decision on time, ne a
required to forward your case to the Independent Revi
Organization. If we do not do that within the required
deadline, you can make a complaint.
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Section 10.2 The for mal name for fAmaking a compl a
grievanceo

Legal Terms

1 What this section callsiac o mp | issalsodaled@é gr i evance. 0
1 Anothertermfoi ma ki ng a isfofmpllianghta gri evance.

T Anot her wasyi ntgo tshaey piir o c el ssssingf tlee process foriling a
grievance. 0

Section 10.3 Step-by-step: Making a complaint

Step 1: Contact us promptly i either by phone or in writing.

1 Usually, calling Customer Careis the first step.If there is anything else you need to
do, Customer Carwvill let you know.Our Customer Care numbisr(405) 2805555
(local) or 1-844-280-5555(toll-free). (TTY users should call 711.) Hours &0 amto
8:00 pm seven daya week, from OctoberilMarch 31 and 8:00 anto 8:00 pm
Mondayi Fridayfrom April 1 7 September 30

1 If you do not wish to call (or youcalled and were not satisfied), you can put your
complaint in writing and send it to us.If you put your complaint in writing, we will
respond to your complaint in writing.

1 We will resolve your complaint or grievance as quickly as possible, but no Itvage8®
days following receipt. Il f, for some wunfor
grievance within 30 days, we will let you know in writing of the reason for the delay and
when you can expect a resolution. Grievances concerning our deuisitmconduct a
fast organization/coverage determination or fast reconsideration/redetermination are
processed within 72 hours of receipt

1  Whether you call or write, you should contactCustomer Careright away. The
complaint must be made within 60 calandays after you had the problem you want to
complain about.

T I'f you are making a complaint because we d
decisiono or a Afast appeal, 0 we wifll auto
you have a qifneansweovdl gnve yoan amdwer aithin 24 hours

Legal Terms

What this section callsiaf a s t co
isalsocalledan e x pedi t ed ¢
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Step 2: We look into your complaint and give you our answer.

1 If possible, we will answer you right awaylf you call us with a complaint, we may be
able to give you an answer on the same phone call. If your health condition requires us to
answer quickly, we will do that.

1 Most complaints are answered in 30 calendar day#.we need more information and
the delay is in your best interest or if you ask for more time, we can take up to 14 more
calendadays (44calendaidays total) to answer your complailitwe decide to take
extra days, we will tell you in writing.

1 Ifwedonotagreewi t h some or all of your compl aint
problem you are complaining about, we will let you know. Our response will include our
reasons for this answer. We must respond whether we agree with the complaint or not.

Section 10.4 You can also make complaints about quality of care to the
Quality Improvement Organization

You can make your complaint about the quality of care you receivesbtpusing the stepy-
step process outlined above.

When your complaint is abbguality of care you also have two extra options:

1 You can make your complaint to the Quality Improvement Organization If you
prefer, you can make your complaint about the quality of care you received directly to
this organizationwithoutmaking the cmplaint tous).

o The Quality Improvement Organization is a group of practicing doctors and other
health care experts paid by the Federal government to check and improve the care
given to Medicare patients.

o To find the name, address, and phone numbereo®tmlity Improvement
Organization for your state, look in Chapter 2, Section 4, of this booklet. If you
make a complaint to this organization, we will work with them to resolve your
complaint.

1 Or you can make your complaint to both at the same timef you wish, you can make
your complaint about quality of caredsand also to the Quality Improvement
Organization.

Section 10.5 You can also tell Medicare about your complaint

You can submit a complaint abdsitate of Oklahoma Group Retirees (HMdrectly to

Medicare. To submit a complaint to Medicare, go to
https://www.medicare.gov/Medicare@plaintForm/home.aspMedicare takes your complaints
seriously and will use this information to help improve the quality of the Medicare program.



https://www.medicare.gov/MedicareComplaintForm/home.aspx
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If you have any other feedback or concernsf you feel the plan is not addressing your issue
pleasecall 1-800-MEDICARE (1-800-633-4227). TTY/TDD users can calt877-486-2048.
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Chapter 10. Ending your membership in the plan
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SECTION 1 Introduction

Section 1.1 This chapter focuses on ending your membership in our plan

Ending your membership i&tate of Oklahoma Group Retirees (HM®@ay bevoluntary (your
own choice) omvoluntary (not your own choice):

1 You might leave our plabhecause you have decided that yantto leave.

o0 There are only certain times during the year, or certain situations, when you may
voluntarily end your membership in the plan. Section 2 tellsylmenyou can
end your membership in the plan.

0 The proces$or voluntarily ending your membership varies depending on what
type of new coverage you are choosigction 3 tells yolhowto end your
membership in each situation.

1 There are also limited situations where you do not choose to leave, but we are tequired
end your membership. Section 5 tells you about situations when we must end your
membership.

If you are leaving our plan, you must continue to get your medical care through our plan until
your membership ends.

SECTION 2 When can you end your membership in our plan?

You may end your membership in our plan only during certain times of the year, known as
enrollment periods. All members have the opportunity to leave the plan during the Annual
Enroliment Period and during tivedicare Advantag®pen Enrollmat Period In certain
situations, you may also be eligible to leave the plan at other times of the year.

Section 2.1 You can end your membership during the Annual Enrollment
Period

You can end your membership during #wenual Enroliment Period (also know as the
A An n@peanlEnrollmenPer i odo) . This is the time when yol
drug coverage and make a decision about your coverage for the upcoming year.

1 When is the Annual Enrollment Period?This hapgns from October 15 to
Decembef?.

Note:l f youdre in a drug management program, 'y
Chapter 5, Section 10 tells you more about drug management programs.

1 What type of plan can you switch to during the Annual Enrollment Period?You can
choose to keep your current coverage or make changes to your coverage for the










































