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Medicare 101: Getting Started
Your health is personal. Your plan should be, too.

For more than 160 years, Providence has set the 0 6 AdditionakiMedicareCoverage

health and well-being standard for the community. 09

| ofis . . o
Our commitment to caring for the whole self — mind, Whas Etigiblellor OriglnatMedicare

body, and spirit —is rooted in the idea that the -I 0 Providence Medicare Advantage Plans

healthier each of us are, the healthier we all are. Health and Fitness Perks

12 Frequently Asked Questions
13 How to Enroll
14 What to Expect After Enrolling
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Medicare 101

Getting Started Original Medicare

Medicare can be hard to understand, but we're here to help. Original Medicare is basic health coverage from the government. It has
two parts: Part A and Part B.

This guide will tell you about your options for Medicare and help you choose

the best one for you. You can’t enroll for a Medicare Advantage plan unless Part A PartB

you're already enrolled in Original Medicare. Hospital insurance Medical insurance

« Inpatient hospital services

Outpatient services

« Skilled nursing facility care « Doctor visits

« Hospice care « QOutpatient lab tests and x-rays

+ Home healthcare + And more

You won't have to pay for Part A if Part B costs money, and how much you
you or your spouse paid Medicare pay depends on your income. The money is
taxes for at least 10 years. usually taken out of your Social Security or

Railroad Retirement Board check.

What’s not covered?

Original Medicare pays for a lot of medical costs, but not all of them.
You will still have to pay for about 20% of your medical costs out of
your own pocket.

Original Medicare doesn’t
cover services like: Providence Medicare Advantage Plans

can help you pay for more of your medical

« Rxdrugs costs. This can give you peace of mind
- Dental knowing that you're covered.
« Vision

« Hearing aids
o Alternative Care

ProvidenceTrueHealth.com/Guides 5



Extending Coverage. Controlling Costs.

Additional Medicare
Coverage

A lot of people who have Original Medicare also get extra coverage.
This can help them pay for things like doctor visits, hospital stays,
and prescription drugs.

Extra coverage comes in three forms:

« Medicare Advantage (Part C)
« Prescription Drug Coverage (Part D)
« Medicare Supplement (Medigap)

If you think you might need extra Medicare coverage, Providence has a plan that can help.

We have many different plans to choose from, so you can find one that fits your needs.

Part C
Medicare Advantage

Providence Medicare Advantage Plans include Parts A, B, and sometimes Part
D (Prescription Drug Coverage). They also offer extra benefits and services
that Original Medicare doesn’t cover, such as:

« Eyeglasses
« Hearing coverage
+ Wellness programs

Original Medicare doesn’t have a limit on how much you have to pay out of your own
pocket. Providence Medicare Advantage Plans do have an out-of-pocket maximum,
which can help you save money.

If you enroll for a Part C plan, you will also continue to pay your Part B premium.

6 ProvidenceTrueHealth.com/Guides

Part D
Prescription Drug Coverage

Original Medicare doesn't pay for prescription drugs. Private insurance
companies offer plans to help pay for the cost of prescription drugs. These
plans can help you save money on your prescription drugs like:

« Brand-name drugs
« Generic drugs

If you don’t enroll for Part D coverage when you enroll for Original Medicare, you will
have to pay a late enrollment penalty. This penalty is added to your monthly Part D
premium for as long as you have Part D coverage.

Lower income people may qualify for a program called Extra Help to lower your
prescription drug costs and sometimes the plans monthly premium.

Medigap
Medicare Supplement Plans*

Medicare Supplement plans are designed to help pay for the costs of
Original Medicare that you have to pay out of your own pocket.

Medicare Supplement plans charge you a set amount each month, instead of
paying for each service as you use it. With this coverage, you can go to any doctor
or specialist who accepts Medicare, anywhere in the country, without a referral.

*Medicare Supplement does not cover prescription drugs, so you will need to pair it with a Medicare Part D plan.
Additionally, Medicare Supplement cannot be combined with a Medicare Advantage plan (Part C).

ProvidenceTrueHealth.com/Guides 7



Original Medicare

Who's Eligible?

To get Medicare Parts A and B, you must be a U.S. citizen or have been a
permanent legal resident for at least 5 years. You must also be 65 years
old or older.

If you're under age 65, you can get Medicare if you:
« Are permanently disabled and have been getting disability benefits for at least 24 months.
- Have end-stage renal disease (ESRD).

« Have Lou Gehrig's disease (ALS).

Enrolling in Medicare at age 65

If you are collecting Social Security or a Railroad Retirement Pension, you will be
automatically enrolled into Medicare Parts A and B.

If you are not collecting Social Security or a Railroad Retirement
Pension, you will need to apply for Medicare Parts A and B.
« Apply on the Social Security website: SSA.gov/Benefits/Medicare

« Visit your local Social Security office

» Call Social Security at 1-800-772-1213 (TTY users can call 1-800-325-0778)
or the Railroad Retirement Board (if you worked there) at 1-877-772-5772.

To speak with a Providence Medicare Advantage expert, call 1-833-949-0263
(TTY: 711) or explore and sign up online at ProvidenceTrueHealth.com/Guides.

ProvidenceTrueHealth.com/Guides
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One plan. Many advantages.

Providence
Medicare
Advantage Plans

In addition to having many different plans to choose from,
our plans also come with many health and fitness benefits
that can help you save money and reach your health goals.

Medicare Star Ratings

Every year, Medicare rates health plans on a scale of 1to 5 stars.
These star ratings, given by the Centers for Medicare and Medicaid
Services (CMS), help you compare different plans.

We always aim for the highest rating possible. You can see our
current star rating in the folder at the back of this enrollment kit.

10 ProvidenceTrueHealth.com/Guides
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myProvidence

You can manage your
healthcare online
24/7. You can see your
claims history, benefit
information, and more.

It's secure and convenient.

|

€

Post-discharge meals

After you leave an
inpatient stay at the
hospital, Mom’s Meals
will give you two meals
a day for 14 days.
Included in your plan.

G2

$0 Rx Deductible and
Copays

All plans have a SO Rx
deductible and let you get
generic drugs for SO. Get
a 100-day supply of your
medications at a reduced
cost at mail order and
retail pharmacies.

)9

Hearing Coverage

You can get your hearing
checked once ayear at
no cost to you. If you
need hearing aids, you
can get up to two of
them each year.

ol,

I\

Personal Emergency
Response System

You can get help 24/7

by pressing a button. A
professional will help you
and come to you if needed.
Included in your plan.

Over-The-Counter
You can get money to
buy over-the-counter
health and wellness
items every quarter.

This is available on
some plans.

2

Behavioral Health

If you ever need help, your
plan has options. We work
with doctors and other
providers (like licensed
therapists, psychologists, and
psychiatrists) to make sure
you get the care you need.

60

Vision Coverage

No matter which plan you
choose, you will get an
annual eye exam and $250
to spend on glasses and/
or contact lenses.

0=

Fitness Membership

All plansinclude a fitness
program through One Pass™.
You will get access to a
premium network of gyms,
plus the ability to use more
than one gym at a time. Virtual
classes are also available.

ProvidenceTrueHealth.com/Guides 11



Frequently Asked Providence Medicare Advantage Plans

Questions How to Enroll

R, Are my medications covered? There are many ways to enroll for Providence Medicare Advantage

+

: . . .
0 Alist of covered prescriptions can be found in a prescription drug Plans. Choose the way that is easiest for you. We are excited to

formulary. This formulary is available online at: have you join the Providence community.

ProvidenceTrueHealth.com/FormularyGuide.

Enroll online with our secure enrollment form

If you want a printed copy of the formulary, you can ask for one to be
ProvidenceTrueHealth.com/EnrollGuide.

mailed to you by visiting the link above or calling the number below.
Formularies are only available for Part D prescription drug plans. « Enroll by phone by contacting the Providence Medicare Advantage Plans Sales Team
at 1-833-949-0263 (TTY: 711). Service is available between 8 a.m. to 8 p.m.
(Pacific Time), seven days a week (Oct. 1- Dec. 7), Monday - Friday (Dec. 8 - Sept. 30).

IJ Where do | find a provider?

You can find a doctor or pharmacy by using our online directory at » Enroll one-on-one by scheduling a meeting with a local agent.

ProvidenceTrueHealth.com/ProviderGuide.
» Enroll via mail or fax by completing an enrollment form and sending to:
If you want a printed copy of the directory to be mailed to you, you can call Providence Medicare Advantage Plans
the number below or visit the link above. P.0. Box 5548
Portland, OR 97228-5548

Fax: 503-574-8653
%\ Who can | call for help?

We are always here to help. Call us at 1-833-949-0263 (TTY: 711)8 a.m. to 8 After you enroll, you will get a letter in the mail saying that we
p.m. (Pacific Time) seven days a week (Oct. 1- Dec. 7) and Monday - Friday received your request

(Dec. 8 - Sept. 30). _ o
« Medicare’s annual enrollment period is October 15 - December 7.

« Individuals must have both Part A and Part B to enroll.

12  ProvidenceTrueHealth.com/Guides ProvidenceTrueHealth.com/Guides 13
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What to Expect

After Enrolling

E - ID card and welcome guide

You will get your member ID card and welcome guide in the mail 7-10 days
after we tell you that you are enrolled. The welcome guide has important
information about how to use your plan, where to get care, and what your
benefits are. If your plan includes flex dental or over-the-counter benefits,
your Flexible Benefit Card will come in a separate envelope.

g Confirmation and Rx subsidy

After you fill out and send in your enroliment form, you will get a
Confirmation of Enrollment letter that says when your coverage starts. If
you have a plan with prescription drug coverage and you qualify for extra
help, you will get another letter that tells you how much your premium will
be and what your prescription drug costs will be.

++@ Within your first 90 days

Within 3 months of enrollment, your Care Management team will send you a
health survey, called the Health Risk Assessment, in the mail. This will help
us understand your health goals and give you easy access to quality care.

If you want to talk to us sooner, need help finding care, or want to talk to a
nurse directly, call 503-574-7247 (TTY: 711) from 8 a.m. to 5 p.m. (Pacific
Time), Monday to Friday.

14 ProvidenceTrueHealth.com/Guides

Once we tell you that you are enrolled, you can stop paying for
any Medigap or supplemental insurance that you have.

If you were on a different Medicare Advantage plan or Medicare Cost plan when
you enrolled:

« Your old plan will be canceled automatically.
« Youdon't need to tell your old insurance company. Medicare will take care of it when
they transfer you to Providence Medicare Advantage Plans.

If you are new to Medicare and you enroll for a Medicare Advantage
or Medicare Cost plan:

« You may have a chance to leave the plan and buy a Medigap policy.
This is called a trial period.

Once you enroll for our plan:

« You can usually only make changes between October 15 and December 7.
« Insome special cases, Medicare might let you switch to a different plan.

Please contact 1-800-MEDICARE (1-800-633-4227) or visit Medicare.gov for
further information about Medicare benefits and services. TTY users can call
1-877-486-2048 24 hours a day, seven days a week (Pacific Time).

ProvidenceTrueHealth.com/Guides 15
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Notes

Providence Health Assurance is an HMO, HMO-POS and HMO SNP with Medicare and Oregon Health Plan contracts.
Enroliment in Providence Health Assurance depends on contract renewal.

The Formulary may change at any time. You will receive notice when necessary.

Every year, Medicare evaluates plans based on a 5-star rating system.
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Providence Medicare 3= Providence
Medicare Advantage Plans
Advantage Plans - partC

Providence Medicare Providence Medicare
Prime + Rx (HMO) Bridge + Rx (HMO-POS)
Monthly premium with S0 $29

prescription drug coverage

____in-network | ____In-network __| Out-of-network

Medical deductible SO SO SO
Out-of-pocket maximum $4,500 $4,700 $10,000 combined
Doctor office visit (PCP) SO SO S25
Specialist visit S35 S30 S50
Preventive care SO SO 30%
Inpatient hospital DayDggié_Séfénsdq Fé%rpde?ryday DayD7agr?(}_b6éySo3n2d5: %%r;i:ry day 50%
Skilled nursing facility Days 2[1]?1)6801:%%438er day Days Zq?1y0301:_§%0$8er day 30%
gonbisery Sty
Diabetic supplies $0-20% $0-20% 30%
Lab SO SO 30%
X-ray $15 $10 30%
Diagnostic radiology 20% up to $S250 20% up to S250 30%
Chiropractic 18 visits: S20 18 visits: S20
Acupuncture 18 visits: $20 18 visits: $20 No coverage
Naturopathy B visits: $20 B visits: $20
Therapy: PT, OT, ST $35 S30 30%
Durable medical equipment 20% 20% 30%
Home health SO SO 30%
Telehealth™ $35SSOpZEiZIist 830880ngglist $50S éiggglist
| | Worldwidecoverage | Worldwidecoverage
Urgent care $25 S30
Emergency room* S90 $90
Ambulance (ground or air) $250 one way $250 one way

*Copay waived if you are admitted to the hospital within 24 hours for the same condition.
**You will pay the cost sharing that applies to the services.

Other charges and limits may apply. Please refer to Evidence of Coverage for more information. Out-of-network/
non-contracted providers are under no obligation to treat Plan members, except in emergency situations. Please call
our customer service number or see your Evidence of Coverage for more information, including the cost sharing that
applies to out-of-network services.

H9047_2024MK_PHA278_M



Providence Medicare E'.I.%Pr(?vide?ce |
Medicare Advantage Plans
Advantage Plans - Part C

Providence Medicare Providence Medicare
Choice + Rx (HMO-POS) Extra + Rx (HMO)
Monthly premium with 3155

prescription drug coverage

Medical deductible

Out-of-pocket maximum $4,500 $10,000 combined $3,400

Doctor office visit (PCP) S15 $25 S0

Specialist visit S30 S50 S20

Preventive care S0 20% S0

Inpatient hospital DayD7agrSu}_b6(;ySo3n0dO: g%rp?:ryday 20% DayDeagﬁ(}‘E(;fffﬁ %%rsj:ry day

Skilled nursing facility Days 2D1?1)6301:_§?6:0$8er day 20% Days 2[11?1%801:_§%Osger day

Oy S oncenta” 20% S B0Tosial”

Diabetic supplies S0-20% 20% S0-20%

Lab SO 20% SO

X-ray $15 20% $0

Diagnostic radiology 20% up to $250 20% 15% up to $250

Chiropractic

Acupuncture No coverage No coverage No coverage

Naturopathy

Therapy: PT, OT, ST $30 20% $20

Durable medical equipment 20% 20% 20%

Home health SO 20% S0

el el $30$éiggiglist $50S éBpgcCiglist $20SSOpF(;(c:;Iist
T oriawide coverage | Workdwide coverage

Urgent care $25 S25

Emergency room* S90 S70

Ambulance (ground or air) $250 one way $250 one way

*Copay waived if you are admitted to the hospital within 24 hours for the same condition.
**You will pay the cost sharing that applies to the services.

Other charges and limits may apply. Please refer to Evidence of Coverage for more information. Out-of-network/
non-contracted providers are under no obligation to treat Plan members, except in emergency situations. Please call
our customer service number or see your Evidence of Coverage for more information, including the cost sharing that
applies to out-of-network services.

H9047_2024MK_PHA278_M



Pharmacy coverage - Part D

Providence Providence Providence Providence
Medicare Prime Medicare Bridge Medicare Choice Medicare Extra
+Rx(HMO0) +Rx (HMO-POS) +Rx (HMO-POS) +Rx (HMO)
Annual
deductible
- 30-day | 100-day | 30-day | 100-day | 30-day | 100-day | 30-day | 100-day
Preferred
generic
Generic S10 S10 S10 S10 S10 S10 S10 S10
S111 S111 $88.80
E:aezfj"ed $37 $74 for $37 $74 for $37 $74 for $37 $74
mail order mail order mail order
Non-
preferred S100 $300 S100 $300 S100 $240 S90 $180
drugs
Specialty o Not o Not o Not o Not
drugs 9% available 9% available 99 available 49 available

Mail order for maintenance medications, get up to a 100-day supply shipped right to you from our in-network mail
order pharmacies. Copays listed are for Preferred Network pharmacies only; other pharmacy copays may cost more.

Forall Part Dinsulin products, you will pay no more than $35 per month.
Forall ACIP-recommended Part D Vaccines, you will have no cost-share. The Formulary and pharmacy network may
change at any time. You will receive notice when necessary.

Phase 1 Phase 2
You continue to pay your Tier 1and Tier 2 cost-shares
When the total paid by you and the plan reaches in Phase 2 Coverage Gap. All other cost-shares will be
$5,030, Phase 2 begins. 25%. You stay in this stage until your out-of-pocket

costs reach $8,000. After that, you pay nothing.

Providence Health Assurance is an HMO, HMO-POS and HMO SNP with Medicare and Oregon Health Plan contracts.
Enroliment in Providence Health Assurance depends on contract renewal.

3= Providence
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Dental, hearing, vision,

Flexible Benefit Card

Over-the-counter
items

Incentive rewards
for completing
healthy activities

Preventive
dental

Routine eye exam
(one peryear)

Prescription
eyeglasses or
contact lenses*

Routine hearing
exam (one per year)**

Hearing aids
(two per year)**

Meal delivery
after inpatient
hospital stay

Personal Emergency
Response System

Fitness center
membership

Wigs for hair
lossrelated to
chemotherapy

Non-emergent
medical
transportation
benefit

Providence
Medicare Prime
+Rx (HMO)

No coverage

Up to S50 per year

SO

SO

$250 to spend
per year

S0 copay

$699 or $999
per hearing aid

S0 - two meals per
day for 14 days

SO

SO

S0
for synthetic
Twig peryear

No coverage

Providence
Medicare Bridge
+Rx (HMO-POS)

$70 to spend
per quarter

Up to S50 per year

S0 in-network,

20% out-of-network 20% out-of-network

$0

$250 to spend
per year

S0 copay

$699 or $999
per hearing aid

SO - two meals per
day for 14 days

$0

S0

S0
for synthetic
1wig peryear

No coverage

and more

Providence
Medicare Choice
+Rx(HMO-POS)

No coverage

Up to S50 per year

S0 in-network,

SO

$250 to spend
peryear

S0 copay

$699 or $999
per hearing aid

S0 - two meals per
day for 14 days

SO

SO

$0
for synthetic
1wig peryear

No coverage

Providence
Medicare Extra
+Rx(HMO)

$195 to spend
per quarter

Up to S50 per year

SO

SO

$250 to spend
per year

S0 copay

$699 or $999
per hearing aid

S0 - two meals per
day for 14 days

S0

SO

$0
for synthetic
1wig peryear

S0
for 24 one-way
trips per year

*You are responsible for any cost above the allowance for prescription eyeglasses or contact lenses.

**You must see a TruHearing provider. Other charges and limits may apply.

H9047_2024MK_PHA278_M
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2024 Optional Supplemental Dental Benefits

Plans that include Basic or Enhanced option:
Providence Medicare Bridge + Rx (HMO-P0OS), Choice + Rx (HMO-PQS), Extra + Rx (HMO), Prime + Rx (HMO).

Benefits include: Preventative

(See EOS Chapter 4) and Basic Enhanced
Comprehensive Dental
Monthly premium S33 S45
In-network Out-of-network In-network Out-of-network
Plan benefits member member member member

responsibility responsibility* responsibility responsibility*
Office visit copay No copay No copay
Annual deductible' S50 S150 $50 $150
Annual maximum $1,000 $1,500
Waiting periods None None
Provider network Delta Dental Medicare Advantage Delta Dental Medicare Advantage
Out-of-network reimbursement Maximum allowable charge Maximum allowable charge
Oral examinations? SO 20% SO 20%
Bitewing X-rays?® SO 20% SO 20%
Panoramic & other diagnostic X-rays* SO 20% SO 20%
Simple extractions 50% 60% 50% 60%
Basic fillings 30% 60% 30% 60%
Dentures 50%. . 00% . 50%. . 007 .

$1,000 Lifetime Denture Benefit $1,600 Lifetime Denture Benefit
Crowns and bridges 50% 60% 50% 60%
Oral surgery Not covered 50% 60%
Endodontics (root canals) Not covered 50% 60%
Periodontics (deep cleaning) Not covered 50% 60%

*Important notes: Limitations and exclusions apply. Please refer to your Evidence of Coverage for a complete list of covered
dental services. Members are encouraged to use an in-network Dental provider. Out-of-network dentists may charge more
than the amount allowed by Providence Medicare Advantage Plans.

! Deductibles are waived for diagnostic and preventive services

2 Oral Examination - limited to two per calendar year

$ Bitewing or Periapical X-rays - one bitewing series or one bitewing series plus periapical as needed (up to 10) per calendar year
“ Full mouth and Panoramic X-ray - limited to once every 5 years

Providence Health Assurance is an HMO, HMO-POS and HMO SNP with Medicare and Oregon Health Plan contracts.
Enrollment in Providence Health Assurance depends on contract renewal.

Out-of-network/non-contracted providers are under no obligation to treat Plan members, except in emergency situations.
Please call our customer service number or see your Evidence of Coverage for more information, including the cost-sharing
that applies to out-of-network services.

H9047_2024MK_PHA279_M
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Medicare Advantage Plans

Medicare can be complex.

We're here to
keep it from
getting confusing.

Whatever your healthcare needs are, Providence offers a Medicare
Advantage plan that has you covered. Explore the plan options in your
area, and don't hesitate to call us if you have questions. Providence
Medicare Advantage experts are ready and waiting to help you.

Have questions?
We are always here to help.

Call us at 1-833-949-0263 (TTY: 711) 8 a.m. to 8 p.m.
(Pacific Time), seven days a week (Oct. 1- Dec. 7) and
Monday - Friday (Dec. 8 - Sept. 30).

H9047_2024MK_PHATI7_C
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Want to learn more?
Here is how to connect with us.

\\
% Call us for information, to enroll, or to make a personal appointment at

1-833-949-0263 (TTY: 711)

8 a.m. to 8 p.m. (Pacific Time), seven days a week (Oct. 1- Dec. 7)
Monday - Friday (Dec. 8 - Sept. 30)

[
E Check us out online for more information or to enroll at

ProvidenceTrueHealth.com/Guides

H9047_2024MK_PHA147_C MDC-334E
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Pre-Enrollment % Providence

C h e C kl i S t Medicare Advantage Plans

Before making an enrollment decision, it is important that you fully understand our benefits and
rules. If you have any questions, you can call and speak to a customer service representative at
503-574-8000 or 1-800-603-2340 (TTY: 711), 8 a.m. to 8 p.m. (Pacific Time), seven days a week.

Understanding the Benefits

O/ The Evidence of Coverage (EOC) provides a complete list of all coverage and services.
It isimportant to review plan coverage, costs, and benefits before you enroll. Visit
ProvidenceHealthAssurance.com/EQC or call 503-574-8000 or 1-800-603-2340 (TTY: 711) to
view a copy of the EQC.

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

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

6/ Review the formulary to make sure your drugs are covered.

Understanding Important Rules

Os/ In addition to your monthly plan premium (including SO premium plans), you must continue to
pay your Medicare Part B premium. This premium is normally taken out of your Social Security
check each month. The Part B premium is covered for full-dual enrollees who are eligible for
Providence Medicare Dual Plus (HMO D-SNP).

O‘/ Benefits, premiums, and/or copayments/co-insurance may change every year.

O/ When selecting an HMO product, remember that except in emergency or urgent situations, we
do not cover services by out-of-network providers (doctors who are not listed in the provider
directory).

O/ Our HMO-PQS plans allow you to see providers outside of our network (non-contracted
providers). However, while we will pay for certain covered services, the provider must agree to
treat you. Except in an emergency or urgent situation, non-contracted providers may deny care.
In addition, you will pay a higher copay for services received by non-contracted providers.

6/ Providence Medicare Dual Plus (HMO D-SNP)is a dual eligible special needs plan (D-SNP). Your
ability to enroll will be based on verification that you are entitled to both Medicare and medical
assistance from a state plan under Medicaid.

O/ Effect on current coverage. If you are currently enrolled in a Medicare Advantage plan, your
current Medicare Advantage healthcare coverage will end once your new Medicare Advantage
coverage starts. If you have Tricare, your coverage may be affected once your new Medicare
Advantage coverage starts. Please contact Tricare for more information. If you have a Medigap
plan, once your Medicare Advantage coverage starts, you may want to drop your Medigap policy
because you will be paying for coverage you cannot use.

H9047_2023MK_PHA103_C MDC-462C
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Medicare Advantage Plans

OMB No. 0938-1378
Expires: 07/31/2024

2024 Medicare Advantage Enrollment Request Form

Who can use this form?

People with Medicare who want to join a
Medicare Advantage Plan
To join a plan, you must:

+ Be aUnited States citizen or be lawfully
presentinthe U.S.

« Liveinthe plan's service area
Important: To join a Medicare Advantage Plan,
you must also have both:

« Medicare Part A(Hospital Insurance)

« Medicare Part B(Medical Insurance)

When do | use this form?

You canjoin a plan:

« Between October 15-December 7 each year
(for coverage starting January 1)

« Within 3 months of first getting Medicare
« In certain situations where you're allowed to
join or switch plans

Visit Medicare.gov to learn more about when you
can sign up for a plan.

What do | need to complete this form?

« Your Medicare Number (the number on your
red, white, and blue Medicare card)

« Your permanent address and phone number

Note: You must complete all items in Section 1.
The itemsin Section 2 are optional — you can't be
denied coverage because you don't fill them out.

Reminders:

What happens next?

Submit your completed and signed form using one
of the three options below. Once they process your
request to join, they’ll contact you.
01 Bymail:

Providence Medicare Advantage Plans

P.0. Box 5548

Portland, OR 97228-5548

02 Scanand fax pages to:
503-574-8653

03 Scan and email pages to:
provMedicare@providence.org

How do | get help with this form?

« Call Providence Medicare Advantage Plans at
503-574-6508 or 1-855-234-2495 (TTY: 711).

+ Or, call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTY: 1-877-486-2048.

« Enespanol: Llame a Providence Medicare
Advantage Plans al 503-574-6508 or
1-855-234-2495/TTY: 711 0 a Medicare gratis
al 1-800-633-4227 y oprima el 2 para asistencia
en espanol y un representante estara disponible
para asistirle.

Individuals experiencing homelessness

If you want to join a plan but have no permanent
residence, a Post Office Box, an address of a shelter
or clinic, or the address where you receive mail
(e.qg., social security checks) may be considered
your permanent residence address.

. If you want to join a plan during fall open enroliment (October 15-December 7), the plan must get your

completed form by December 7.

+ Your plan will send you a bill for the plan’s premium. You can choose to sign up to have your premium
payments deducted from your bank account or your monthly Social Security

(or Railroad Retirement Board) benefit.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The
valid OMB control number for this information collection is 0938-1378. The time required to complete this information is estimated to average 20 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports

Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

IMPORTANT: Do not send this form or any items with your personal information (such as claims, payments, medical records, etc.) to the PRA Reports Clearance Office.
Any items we get that aren’t about how to improve this form or its collection burden (outlined in OMB 0938-1378) will be destroyed. It will not be kept, reviewed, or
forwarded to the plan. See “What happens next?” on this page to send your completed form to the plan.

H8047_2024MK_PHA74_C

MDC-431C 1


mailto:provMedicare@providence.org
https://Medicare.gov

OMB No. 0938-1378
Expires: 07/31/2024

Section 1 - All fields on this page are required (unless marked optional)

Select the plan you want to join:

[ ] Providence Medicare Bridge + [ ] Providence Medicare Extra +
Rx (HMO-POS) - $29 per month Rx (HMQ) - $155 per month

[ ] Providence Medicare Choice + [ ] Providence Medicare Prime +
Rx (HMO-PQOS)- S71 per month Rx (HMOQ) - SO per month

To enroll in an Optional Supplemental Dental Plan*,
please select the plan you want to join:

[ ] Basic: $33 per month [ ] Do not want Optional Supplemental
[] Enhanced: $45 per month Dental Plan

*| understand enrollment in the plan listed above is optional. | also understand that | must maintain my coverage in Providence
Medicare Advantage Plans in order to be enrolled in the optional supplemental dental plan selected. Additionally, | understand that
| must pay the optional supplemental dental plan premium in order to maintain my coverage. | will read the optional benefit plan
information when | receive it and learn my responsibilities as a member and what services are covered by the plan.

First Name Last Name Middle Initial
(Optional)

Y A B ( ) -

Birth Date (MM/DD/YYYY) SEX:[_] Male [] Female Phone Number

Permanent Residence Street Address(Don't enter a PO Box)

City County (Optional) State ZIP Code

Email Address

Mailing Address, if different from your permanent address (PO Box allowed):

Street Address

City State ZIP Code

Your Medicare information:

- R [ _ [
Medicare Number Hospital (Part A) Medical (Part B)
Effective Date (Optional) Effective Date (Optional)

H9047_2024MK_PHA74_C MDC-431C 2




OMB No. 0938-1378
Expires: 07/31/2024

Answer these important questions:

Will you have other coverage in addition to Providence Medicare Advantage Plans? [ ] Yes [ ] No

Some individuals may have other coverage, including other private insurance,
TRICARE, Federal employee health benefits coverage, VA benefits, or State
pharmaceutical assistance programs.

If “yes,” please list your other coverage and your identification (ID) number for this coverage.

Name of other coverage

ID number for this coverage  Group number for this coverage

Check all that apply: [_] Medical [] Vision [] Dental [_] Prescription

H8047_2024MK_PHA74_C MDC-431C 3



OMB No. 0938-1378
Expires: 07/31/2024

IMPORTANT: Read and sign below:

« I must keep both Hospital (Part A)and Medical (Part B) to stay in Providence Medicare Advantage
Plans.

« By joining this Medicare Advantage Plan | acknowledge that Providence Medicare Advantage
Plans will share my information with Medicare, who may use it to track my enrollment, to make
payments, and for other purposes allowed by Federal law that authorize the collection of this
information (see Privacy Act Statement below).

« Your response to this formis voluntary. However, failure to respond may affect enroliment in
the plan.

« lunderstand that | can be enrolled in only one MA plan at a time - and that enrollment in this plan
will automatically end my enroliment in another MA plan (exceptions apply for MA PFFS, MA MSA
plans).

« Theinformation on this enrollment formis correct to the best of my knowledge. | understand that
if l intentionally provide false information on this form, | will be disenrolled from the plan.

« |understand that when my Providence Medicare Advantage Plans coverage begins, | must get
all of my medical and prescription drug benefits from Providence Medicare Advantage Plans.
Benefits and services provided by Providence Medicare Advantage Plans and contained in my
Providence Medicare Advantage Plans “Evidence of Coverage” document (also known as a member
contract or subscriber agreement) will be covered. Neither Medicare nor Providence Medicare
Advantage Plans will pay for benefits or services that are not covered.

« lunderstand that my signature (or the signature of the person legally authorized to act on my
behalf) on this application means that | have read and understand the contents of this application.
If signed by an authorized representative (as described above), this signature certifies that:

1. This person is authorized under State law to complete this enrollment, and
2.Documentation of this authority is available upon request by Medicare.

/A /

Signature Today’s Date
If you are the authorized representative, sign above and fill out these fields:
Name Address
( ) -
Phone Number Relationship to enrollee
Q AGENT USE ONLY

/. /
Agent Name Date

/ /
NPN # Requested date of coverage
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OMB No. 0938-1378
Expires: 07/31/2024

Section 2 — All fields on this page are optional

Answering these questions is your choice. You can’t be denied coverage
because you don't fill them out.

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

[ ] No, not of Hispanic, Latino/a, or Spanish origin [ ] Yes, another Hispanic, Latino/a, or

[[] Yes, Mexican, Mexican American, Chicano/a Spanish origin
[ ] Yes, Puerto Rican [ ] Ichoose not to answer.
[ ] Yes, Cuban

What's your race? Select all that apply.

[ ] American Indian or Alaska Native [ ] Japanese [ ] Vietnamese

[ ] Asian Indian [ ] Korean [ ] White

[ ] Black or African American [ ] Native Hawaiian [ ] Ichoose not to answer.
[ ] Chinese [ ] Other Asian

[ ] Filipino [ ] Other Pacific Islander

[ ] Guamanian or Chamorro [ ] Samoan

List your Primary Care Provider (PCP), clinic, or health center:

If you do not provide a PCP, one will be assigned.

Select one if you want us to send you information in an accessible format.
[]Braille  [] Large print [] Audio CD

Please contact Providence Medicare Advantage Plans at 1-800-603-2340 or 503-574-8000 if
you need information in an accessible format other than what's listed above. Our office hours are
seven days a week, 8 a.m. to 8 p.m. (Pacific Time). TTY users can call 711.

Do you work? Does your spouse work?

[]Yes []No []Yes []No

H8047_2024MK_PHA74_C MDC-431C



OMB No. 0938-1378
Expires: 07/31/2024

Paying your plan premiums

You can pay your monthly plan premium (including any late enrollment penalty that you currently
have or may owe) by mail each month. You can also choose to pay your premium by having it
automatically taken out of your Social Security or Railroad Retirement Board (RRB) benefit
each month.

If you have to pay a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA), you
must pay this extra amount in addition to your plan premium. The amount is usually taken
out of your Social Security benefit, or you may get a bill from Medicare (or the RRB). DON'T pay
Providence Medicare Advantage Plans the Part D-IRMAA.

Please select a premium payment option:

[ ] Getamonthly bill - Once you receive your first bill, you can choose a different payment
option:

« You can pay by credit/debit card or checking/savings account: One-time or recurring
payments can be made via your myProvidence account at myProvidence.com or through the
Providence website at Providence.org/PremiumPay.

« You can pay by phone: Self Service is available 24 hours a day, 7 days a week, at
1-844-791-1468, TTY: 711.

[ ] Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB)
benefit check.

[ ] I'get monthly benefits from: [] Social Security [ ] RRB

(The Social Security/RRB deduction may take two or more months to begin after Social Security
or RRB approves the deduction. You may receive an invoice for the first few months before

the withholding begins. If Social Security or RRB does not approve your request for automatic
deduction, we will send you a letter and paper bill for your monthly premiums.)

PRIVACY ACT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track beneficiary enrollment in
Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare benefits. Sections 1851 of the Social Security Act and
42 CFR §§ 422.50 and 422.60 authorize the collection of this information. CMS may use, disclose and exchange enrollment data from
Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare Advantage Prescription Drug (MARXx)", System

No. 09-70-0588. Your response to this form is voluntary. However, failure to respond may affect enrollment in the plan.
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OMB No. 0938-1378
Expires: 07/31/2024

Attestation of Eligibility for an Enrollment Period

Typically, you may enroll in a Medicare Advantage plan only during the Annual Enroliment Period
from October 15 through December 7 of each year. There are exceptions that may allow you to
enroll in a Medicare Advantage plan outside of this period.

Please read the following statements carefully and check the box if the statement applies to you.

By checking any of the following boxes you are certifying that, to the best of your knowledge, you

are eligible for an Enrollment Period. If we later determine that this information is incorrect, you

may be disenrolled.

[ ] lam new to Medicare. [ ] I'recently obtained lawful presence status
in the United States. | got this status on

[ ] lam leaving employer or union coverage on (insert date): / /

(insert date): / /

[ ] I'recently had a change in my Medicaid

[] Irecently had a change in my Extra Help (newly got Medicaid, had a change in level of

paying for Medicare prescription drug
coverage (newly got Extra Help, had a
change in the level of Extra Help, or lost
Extra Help) on

(insert date): / /

[ ] lamenrolling during the Annual Enroliment

Period (October 15-December 7)

[ ] I'am enrolling during a Special Enroliment

Period (insert special enroliment being
used)

| am enrolled in a Medicare Advantage
plan and want to make a change during
the Medicare Advantage Open Enroliment
Period (MA OEP)(January 1-March 31).

| recently moved outside of the service area
for my current plan or | recently moved and
this planis a new option for me. | moved on
(insert date): / /

| recently was released from incarceration.
| was released on
(insert date): / /

| recently returned to the United States
after living permanently outside of the U.S.
| returned to the U.S. on

(insert date): / /

H8047_2024MK_PHA74_C
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Medicaid assistance, or lost Medicaid) on
(insert date): / /

[ ] Ibelong to apharmacy assistance program

provided by my state.

[ ] I'recentlyleft a PACE program on

(insert date): / /

[ ] I'have both Medicare and Medicaid (or my

state helps pay for my Medicare premiums)
or | get Extra Help paying for my Medicare
prescription drug coverage, but | haven't
had a change.

| am moving into, live in, or recently moved
out of a Long-Term Care Facility (for
example, a nursing home or long term care
facility). | moved/will move into the facility
on

(insert date): / /
| moved/will move out of the facility on
(insert date): / /

[ ] I'recently involuntarily lost my creditable

prescription drug coverage
(coverage as good as Medicare's).
| lost my drug coverage on
(insert date): / /




[ ] My planis ending its contract with
Medicare, or Medicare is ending its
contract with my plan
(insert date): / /

[ ] I'wasenrolled in a plan by Medicare (or my

state)and | want to choose a different plan.

My enroliment in that plan started on
(insert date): / /

[ ] I'wasenrolled in a Special Needs Plan
(SNP) but I have lost the special needs
qualification required to be in that plan. |
was disenrolled from the SNP on
(insert date): / /

[ ] I'wasimpacted by a significant network
change with my current plan and was
notified on
(insert date): / /

OMB No. 0938-1378
Expires: 07/31/2024

[ ] I'recently received notice of a Medicare

entitlement determination for a retroactive
effective date. (Please attach a copy of
your entitlement notice.) | was notified on
(insert date): / /

| was affected by an emergency or major
disaster (as declared by the Federal
Emergency Management Agency (FEMA)
or by a Federal, State or local
government entity.)

One of the other statements here applied to me,
but | was unable to make my enrollment request
because of the disaster.

Name of disaster impacted by:

Eligibility Period that was missed due to the
disaster: (for example, the initial enroliment
period, annual enrollment period, open
enrollment period, or a special enrollment
period).

If none of these statements applies to you or you're not sure, please contact Providence
Medicare Advantage Plans at 1-800-603-2340 or 503-574-8000 (TTY users should call 711) to
see if you are eligible to enroll. We are open seven days a week, 8 a.m. to 8 p.m. (Pacific Time).

.= .
3= Providence
Medicare Advantage Plans
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2024
Summary
of Benefits

Providence Medicare Bridge + Rx (HMO-POS)

January 1, 2024 - December 31, 2024

This plan is available in Clackamas, Columbia, Crook, Deschutes, Hood River, Jefferson, Lane, Marion,
Multnomah, Polk, Washington, Wheeler, and Yamhill counties in Oregon and Clark County in
Washington.
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When You Join Providence

You are not just part of an insurance policy but part of a community of care, focused on your health and
well-being. This Summary of Benefits is provided to help you make the right health care decisions. It is a
short guide of what we would cover and what you would pay if you joined our Providence Medicare Bridge
+ Rx (HMO-POS). To be clear, this is not a complete breakdown of benefits, and will not list every service
that we cover, nor every limitation or exclusion. Plans may offer supplemental benefits in addition to Part C
and Part D benefits.

For a complete list of services that we cover, please refer to the Evidence of Coverage (EOC). You can
request a printed copy by visiting ProvidenceHealthAssurance.com/EOC or by calling our Customer Service
department at one of the numbers listed in the “Get in touch” section below.

Plan Overview

Providence Health Assurance is an HMO, HMO-POS and HMO SNP with Medicare and Oregon Health Plan
contracts. Enrollment in Providence Health Assurance depends on contract renewal.

Not only do our plan members get all of the benefits covered by Original Medicare, they also get some
extra benefits outlined in this summary.

Who Can Join?

To join our plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and live in our
service area. Our service area includes Clackamas, Columbia, Crook, Deschutes, Hood River, Jefferson,
Lane, Marion, Multnomah, Polk, Washington, Wheeler, and Yamhill counties in Oregon and Clark county in
Washington.

Get In Touch

Questions? We're here to help seven days a week from 8 a.m. to 8 p.m. (Pacific Time).
+ If you're a member of this plan, call us toll-free at 1-800-603-2340 (TTY: 711)
+ If you're not a member of this plan, call us toll-free at 1-800-457-6064 (TTY: 711)

+ You can also visit us online at ProvidenceHealthAssurance.com

Helpful Resources

+ Visit ProvidenceHealthAssurance.com/findaprovider to see our plan’s Provider and Pharmacy
Directory or to request a printed copy. You can also call us to have a printed copy mailed to you.

+ Want to see our plan’s formulary (list of Part D prescription drugs), including any restrictions? Visit
ProvidenceHealthAssurance.com/Formulary, or give us a call for a printed copy.

+ To learn more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook, view it online at www.Medicare.gov or request a printed copy by
calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, seven days a week. TTY users
should call 1-877-486-2048.
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Providence Medicare Bridge + Rx (HMO-POS)

Monthly Plan Premium

Annual Medical Deductible

Maximum Out-of-Pocket
Responsibility (does not include
prescription drugs)

Benefits

Inpatient Hospital Coverage?!

Outpatient Hospital Coverage?

Ambulatory Surgical Center (ASC)
Services?

Primary Care
Doctor Visits Provider Visit
Specialist Visit

Preventive Care (e.g., annual
checkups, immunizations, flu
shots)

Emergency Care

Urgently Needed Services

$29

In addition, you must continue to pay your Medicare
Part B premium.

$0
There is no medical deductible for in- or out-of-network services.

Your yearly limit(s) for this plan:

Out-of-network:

In-network: $4,700 $10,000 combined

In-Network Out-Of-Network
$325 copayment each day
for days 1-6 and $0 30% of the total cost per

copayment each day for day admission
7 and beyond

$375 copayment for
outpatient surgery at a 30% of the total cost
hospital facility

$250 copayment for
outpatient surgery at an 30% of the total cost
Ambulatory Surgical Center

$0 copayment $25 copayment
$30 copayment $50 copayment
You pay nothing 30% of the total cost

$90 copayment
If you are admitted to the hospital within 24 hours, the
emergency care copayment will be waived.

$30 copayment
If you are admitted to the hospital within 24 hours, the urgent
care copayment will be waived.

Out-of-network/non-contracted providers are under no obligation to treat Plan members, except in
emergency situations. Please call our Customer Service number or see your Evidence of Coverage for
more information, including the cost sharing that applies to out-of-network services. For 2024,
referrals are no longer required for in-network specialists visits and Medicare-covered services.

1 Services may require prior authorization. See Evidence of Coverage for more information.
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Providence Medicare Bridge + Rx (HMO-POS)

Benefits In-Network Out-Of-Network
Diagnostic Radiology
Services (e.g., MRI, 20% of the total cost up to $250

[0)
ultrasounds, CT scans) @ per day 30% of the total cost

1

Therapeutic Radiology

Diagnostic Services/
Labs/Imaging

1 20% of the total cost 30% of the total cost
Services
Outpatient X-rays $10 copayment per day 30% of the total cost
Diagnostic 'I;ests and 20% of the total cost 30% of the total cost
Procedures
Lab Services?! $0 copayment 30% of the total cost
Medicare-Covered $35 copayment 30% of the total cost
"é" § Routine Exam $0 copayment Not covered
o E $699 copayment per Advanced
T ® Hearing Aids hearing aid or $999 copayment Not covered
per Premium hearing aid
Medicare-Covered? $35 copayment 30% of the total cost
0 $0 copayment 20% of the total cost
T 9 . .
£ 2 Embedded Preventive Includes exams, _fluorlde Includes exams, _fluorlde
K GE, treatment, cleanings, X-rays; treatment, cleanings, X-rays;
(2] limits apply limits apply
Optional Covered for additional premium; see last page of this summary
0,
Medicare-Covered $35 copayment per exam 30? of the total cost per exam
) $0 copayment for glaucoma 30% of the total cost for
Exams/Screening . :
screening glaucoma screening
§ Routine E There is no coinsurance, or copayment one routine vision exam
s outin€ Exam (including refraction) per calendar year.
Q
‘2 20% of the total cost for one pair | 30% of the total cost for one pair
=) Medicare-Covered of Medicare-covered eyeglasses of Medicare-covered eyeglasses
§ Eyewear or contact lenses after each or contact lenses after each
cataract surgery cataract surgery
Routine Eyeglasses or Allowance of up to $250 per calendar year for any combination of
Contact Lenses routine prescription eyewear

1 Services may require prior authorization. See Evidence of Coverage for more information.
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Providence Medicare Bridge + Rx (HMO-POS)

Benefits In-Network

$300 copayment each day for
days 1-5 and $0 copayment each
day for days 6-90

Inpatient Visit?

Outpatient Individual®
and Group Therapy
Visit?

Mental Health
Services

$30 copayment

$0 copayment each day for days
1-20 and $160 copayment each
day for days 21-100

$30 copayment

Skilled Nursing Facility (SNF)?*

Physical Therapy?
Ambulancel

Transportation

i 1
MIERIEETS (PEIE = DS cost share up to $35 per month)
Chiropractic: $20 copayment; 18
visits every calendar year
Alternative Care (visit limits) .

visits every calendar year
Naturopath: $20 copayment; 6
visits every calendar year

$0 copayment for 2 meals per
day for 14 days, following a
qualifying inpatient
hospitalization

Meal Delivery Program (post-
discharge only)

Over-the-Counter ltems

Acupuncture: $20 copayment; 18

Out-Of-Network

30% of the total cost per
admission

30% of the total cost

30% of the total cost for each
benefit period (days 1-100)

30% of the total cost

$250 copayment
Not covered
0% - 20% of the total cost (Insulin

30% of the total cost (Insulin cost

share up to $35 per month)

Not covered

Not covered

$70 allowance every three months (retail card, catalog, online, mail,

and telephonic ordering)

Personal Emergency Response

System (PERS) $0 copayment

Wellness Program

Wig

Not covered

$0 copayment for monthly gym membership with participating fitness
clubs

There is no coinsurance, or copayment for one synthetic wig due to
hair loss from chemotherapy

1 Services may require prior authorization. See the Evidence of Coverage for more information.
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Prescription Drug Benefits
Providence Medicare Bridge + Rx (HMO-PQOS)

Prescription Drug Deductible

Yearly Deductible
(Applies to all tiers)

Initial Coverage

There is no prescription drug deductible for this plan.

You pay the following until your total yearly drug costs reach $5,030.
Total yearly drug costs are the total drug costs paid by both you and
our Part D plan. You may get your drugs at network retail pharmacies
and mail-order pharmacies.

Preferred Retail and Mail-Order Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

Up to 30 days
$0 copayment

$10 copayment

$37 copayment
($35 copayment for
Insulin)

$100 copayment

33% of the total cost

Standard Retail Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

HO047_2024PD_PHA125_M

Up to 30 days
$16 copayment

$20 copayment

$37 copayment
($35 copayment for
Insulin)

$100 copayment

33% of the total cost

Up to 60 days

$0 copayment

$10 copayment
$74 copayment
($35 copayment for
Insulin)

$200 copayment

Not Covered

Up to 60 days
$32 copayment

$40 copayment

$74 copayment
($70 copayment for
Insulin)

$200 copayment

Not Covered

MDC-913C

Up to 100 days
$0 copayment

$10 copayment

Preferred Retail:
$111 copayment
Mail Order: $74
copayment

($35 copayment for
Insulin)

$300 copayment

Not Covered

Up to 100 days
$48 copayment

$60 copayment

$111 copayment
($105 copayment for
Insulin)

$300 copayment

Not Covered



Prescription Drug Benefits
Providence Medicare Bridge + Rx (HMO-PQOS)

If you reside in a long-term care facility, you pay the same as at a standard retail pharmacy. You may get
drugs from an out-of-network pharmacy but may pay more than you pay at an in-network pharmacy. You
may get drugs from a standard in-network pharmacy but may pay more than you pay at a preferred in-
network pharmacy.

Most Medicare drug plans have a coverage gap (also called the “donut
hole”). This means that there’s a temporary change in what you will pay
for the drugs. The coverage gap begins after the total yearly drug cost
(including what our plan has paid and what you have paid) reaches
$5,030.

After you enter the coverage gap, you pay your Tier 1 cost-share for Tier
1 (Preferred Generic) drugs, Tier 2 cost-share for Tier 2 (Generic) drugs,
no more than $35 per month for insulins, 25% of the plan's cost for the
covered brand name drugs, and 25% of the plan's cost for other
covered generic drugs until your costs total $8,000, which is the end of
the coverage gap. Not everyone will enter the coverage gap.

Coverage Gap
(Applies to all tiers)

Preferred Retail and Mail-Order Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

Up to 30 days

$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

25% of the total cost

Standard Retail Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

HO047_2024PD_PHA125_M

$16 copayment

$20 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

25% of the total cost

Up to 60 days
$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

Not covered

$32 copayment

$40 copayment

25% of the total cost
($70 copayment for
Insulin)

25% of the total cost

Not covered

MDC-913C

Up to 100 days

$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

Not covered

$48 copayment

$60 copayment

25% of the total cost
($105 copayment for
Insulin)

25% of the total cost

Not covered



Prescription Drug Benefits
Providence Medicare Bridge + Rx (HMO-PQOS)

After your yearly out-of-pocket drug costs (including drugs purchased

Catastrophic Coverage through your retail pharmacy and through mail order) reach $8,000,
(Applies to all tiers) the plan pays the full cost for your Part D covered drugs. You pay
nothing

The Formulary and/or pharmacy network may change at any time. You will receive notice when necessary.

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines at no cost to
you. Call Customer Service for more information.

Important Message About What You Pay for Insulin - You won’t pay more than $35 for a one-month supply
of each insulin product covered by our plan, no matter what cost-sharing tier it’'s on.
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Optional Supplemental Dental
Providence Medicare Bridge + Rx (HMO-POS)

Please Note:

Optional Benefits: You must pay an extra premium each month for these benefits.

Cost Sharing: While you can see any dentist, our in-network providers have agreed to accept a
contracted rate for the services they provide. This means cost sharing will be lower if you see an
in-network provider.

Option 1: Providence Basic Dental
Benefits include: Preventive (See Page 4) and Comprehensive Dental

Additional $33.00 per month.

7R A Cly You must keep paying your Medicare Part B and monthly plan premium.

Benefits In-Network Out-Of-Network
Deductible $50 $150
Annual Benefit Maximum $1,000 every calendar year

Diagnostic and

9 [0)
Preventive Care* You pay 0% You pay 20%

You pay 30% for fillings
Basic Care* You pay 60%
You pay 50% for all other services

Major Restorative Care*

0, 0,
(e.g., crowns, bridges) You pay 50% You pay 60%

HO047_2024PD_PHA125_M MDC-913C



Optional Supplemental Dental
Providence Medicare Bridge + Rx (HMO-POS)

Option 2: Providence Enhanced Dental
Benefits include: Preventive (See Page 4) and Comprehensive Dental

Additional $45.00 per month.

MO ZFEIUL You must keep paying your Medicare Part B and monthly plan premium.

Benefits In-Network Out-Of-Network
Deductible $50 $150
Annual Benefit Maximum $1,500 every calendar year

Diagnostic and

9 [0)
Preventive Care* You pay 0% You pay 20%

You pay 30% for fillings
Basic Care* You pay 60%
You pay 50% for all other services

Major Restorative Care*

9 0,
(e.g., crowns, bridges) You pay 50% You pay 60%

*Limitations and exclusions apply. Please refer to your Evidence of Coverage for a complete list of
covered dental services. Members must use a Medicare-contracted provider. Out-of-network dentists
may charge more than the amount allowed by Providence Medicare Advantage Plans.

HO047_2024PD_PHA125_M MDC-913C 10



%:5 PrOVidence Form Approved
Medicare Advantage Plans OMB# 0938-1421

Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-800-603-
2340 (TTY: 711). Someone who speaks English/Language can help you. This is a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-800-603-2340 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A/ 152 0 56 22 (10 AR S5, S WA o0 T B B 2 W Ok B P A2 ] B 7]
A RAETS S PR 55, 1H £ 1-800-603-2340 (TTY: 711), A9 LIE AN RALUR &
e, X TR A5

Chinese Cantonese: &% A"t e sl &Y (R B nT 8EA- A BE], 2 I F e it R & v iaE ik
%o WEERIGENRTS, oH#H 1-800-603-2340 (TTY: 711), HAMar ey A B84 s A s e
fEE ey, 8 & IR EIRE,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
800-603-2340 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-603-2340 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra 15i cac cidu hai vé
chuadng suc khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-800-603-2340 (TTY: 711) sé cbé nhan vién ndi ti€ng Viét gilp d3 qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-800-603-2340 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
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%:5 PrOVidence Form Approved
Medicare Advantage Plans OMB# 0938-1421

Korean: GAl= 98 B T oFF Wy w3l AFo g =glux F5 59 AuAE
A-gstal AFHT T AH|~E o] &l 3} 1-800-603-2340 (TTY: 711)1143;
o8l FHAL %%01 = 6}% 37 ol = AJU T o] MH|AE FREE

=dH YT

Russian: Ecnun y Bac BO3HUMKHYT BONPOCbl OTHOCUTENIbHO CTPaxoBOro uau
MeAMKaMEHTHOro njaHa, Bbl MOXeTe BOCMNONb30BaTbCS HaWMMK 6ecnniaTHbIMU
ycnyramm nepesogumkoB. YTobbl BOCNONb30BaTbCA YCyraMm nepesoayumnka,
Nno3BoHUTE HaM no TenedoHy 1-800-603-2340 (TTY: 711). Bam okaxeT nomoulb
COTPYAHMK, KOTOPbIN rOBOPUT NO-PyCCKKU. [laHHaa ycnyra 6ecnnaTtHas.

Liad 455091 Jgan 5 daally sheti Al 5f e el Aplaal) (5 ) il an jiall ciledd 2385 W) ; Arabic
(add o st 1-800-603-2340 (TTY: 711)le Ll Jiai) (5 s clle Gl 5558 an yie Sle J sasll
Auilae el sda dliac ey Ay pall Eaaaty La

Hindi: SAR WA g1 &al &1 il & aR H 3T fobdit 1t U% & STare ¢4 & o g9R U g
TR TaTd Iuas §. T M1 UTd o’ & fole, &9 89 1-800-603-2340 (TTY: 711) R
BI- 3. Pg fad ol i<l Siedl 8 3HTUD! A HR Yl 5. I8 U HUd 4dl 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-603-2340 (TTY 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

ﬂ{

Portuguese: Dispomos de servicos de interpretagdo gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do numero 1-800-603-2340 (TTY:
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan1-800-603-2340 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystaé z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-603-2340 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: 4t D f LR & A L EER T T L IcB T A o ’*’?Fpﬁ BEZT L0
2. fERLOBRY—E 22 H ) T T8 nWE T, R ZHMIC T 53,
1-800-603-2340 (TTY: 7112 BHEE 722 v, HAGE %ﬁa‘/\ S SVE AR A D= B
iR — v AT,

Form CMS-10802

(Expires 12/31/25)
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Providence Medicare Choice + Rx (HMO-POS)

January 1, 2024 - December 31, 2024

This plan is available in Clackamas, Columbia, Crook, Deschutes, Hood River, Jefferson, Lane, Marion,
Multnomah, Polk, Washington, Wheeler, and Yamhill counties in Oregon and Clark county in Washington.
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When You Join Providence

You are not just part of an insurance policy but part of a community of care, focused on your health and
well-being. This Summary of Benefits is provided to help you make the right health care decisions. It is a
short guide of what we would cover and what you would pay if you joined our Providence Medicare Choice
+ Rx (HMO-POS). To be clear, this is not a complete breakdown of benefits, and will not list every service
that we cover, nor every limitation or exclusion. Plans may offer supplemental benefits in addition to Part C
and Part D benefits.

For a complete list of services that we cover, please refer to the Evidence of Coverage (EOC). You can
request a printed copy by visiting ProvidenceHealthAssurance.com/EOC or by calling our Customer Service
department at one of the numbers listed in the “Get in touch” section below.

Plan Overview

Providence Health Assurance is an HMO, HMO-POS and HMO SNP with Medicare and Oregon Health Plan
contracts. Enrollment in Providence Health Assurance depends on contract renewal.

Not only do our plan members get all of the benefits covered by Original Medicare, they also get some
extra benefits outlined in this summary.

Who Can Join?

To join our plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and live in our
service area. Our service area includes Clackamas, Columbia, Crook, Deschutes, Hood River, Jefferson,
Lane, Marion, Multnomah, Polk, Washington, Wheeler, and Yamhill counties in Oregon and Clark county in
Washington.

Get In Touch

Questions? We're here to help seven days a week from 8 a.m. to 8 p.m. (Pacific Time).
+ If you're a member of this plan, call us toll-free at 1-800-603-2340 (TTY: 711)
+ If you're not a member of this plan, call us toll-free at 1-800-457-6064 (TTY: 711)

+ You can also visit us online at ProvidenceHealthAssurance.com

Helpful Resources

+ Visit ProvidenceHealthAssurance.com/findaprovider to see our plan’s Provider and Pharmacy
Directory or to request a printed copy. You can also call us to have a printed copy mailed to you.

+ Want to see our plan’s formulary (list of Part D prescription drugs), including any restrictions? Visit
ProvidenceHealthAssurance.com/Formulary, or give us a call for a printed copy.

+ To learn more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook, view it online at www.Medicare.gov or request a printed copy by
calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, seven days a week. TTY users
should call 1-877-486-2048.

HO047_2024PD_PHA129_M MDC-912C 2
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Providence Medicare Choice + Rx (HMO-POS)

Monthly Plan Premium

Annual Medical Deductible

Maximum Out-of-Pocket
Responsibility (does not include
prescription drugs)

Benefits

Inpatient Hospital Coverage?

Outpatient Hospital Coverage?

Ambulatory Surgical Center (ASC)
Services?

Primary Care
Doctor Visits Provider Visit
Specialist Visit

Preventive Care (e.g., annual
check-ups, immunizations, flu
shots)

Emergency Care

Urgently Needed Services

$71

In addition, you must continue to pay your Medicare
Part B premium.

$0
There is no medical deductible for in- or out-of-network services.

Your yearly limit(s) for this plan:

Out-of-network:

In-network: $4,500 $10,000 combined

In-Network Out-Of-Network
$300 copayment each day
for days 1-6 and $0 20% of the total cost per

copayment each day for day admission
7 and beyond

$250 copayment for
outpatient surgery at a 20% of the total cost
hospital facility

$250 copayment for
outpatient surgery at an 20% of the total cost
Ambulatory Surgical Center

$15 copayment $25 copayment
$30 copayment $50 copayment
You pay nothing 20% of the total cost

$90 copayment
If you are admitted to the hospital within 24 hours, the
emergency care copayment will be waived.

$25 copayment
If you are admitted to the hospital within 24 hours, the urgent
care copayment will be waived.

Out-of-network/non-contracted providers are under no obligation to treat Plan members, except in
emergency situations. Please call our Customer Service number or see your Evidence of Coverage for
more information, including the cost sharing that applies to out-of-network services. For 2024,
referrals are no longer required for in-network specialists visits and Medicare-covered services.

1 Services may require prior authorization. See the Evidence of Coverage for more information.

HO047_2024PD_PHA129_M
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Providence Medicare Choice + Rx (HMO-POS)

Benefits In-Network Out-Of-Network
Diagnostic Radiology
Services (e.g., MR, 20% of the total cost up to $250

[0)
ultrasounds, CT scans) | per day 20% of the total cost

1

Therapeutic Radiology

Diagnostic Services/
Labs/Imaging

1 20% of the total cost 20% of the total cost
Services
Outpatient X-rays $15 copayment per day 20% of the total cost
Diagnostic 'I;ests and 20% of the total cost 20% of the total cost
Procedures
Lab Services?! $0 copayment 20% of the total cost
Medicare-Covered $30 copayment 20% of the total cost
"é" § Routine Exam $0 copayment Not covered
o 5 $699 copayment per Advanced
T &® Hearing Aids hearing aid or $999 copayment Not covered
per Premium hearing aid
Medicare-Covered? $30 copayment 20% of the total cost
» $0 copayment 20% of the total cost
T 9 . .
£ 2 Embedded Preventive Includes exams, _fluorlde Includes exams, _fluorlde
K S treatment, cleanings, X-rays; treatment, cleanings, X-rays;
(2] limits apply limits apply
Optional Covered for additional premium; see last page of this summary
0,
Medicare-Covered $30 copayment per exam 20? of the total cost per exam
) $0 copayment for glaucoma 20% of the total cost for
Exams/Screening . :
screening glaucoma screening
§ Routine E There is no coinsurance, or copayment for one routine vision exam
= outin€ Exam (including refraction) per calendar year.
O
‘2 $0 copayment for one pair of 20% of the total cost for one pair
=) Medicare-Covered Medicare-covered eyeglasses or of Medicare-covered eyeglasses
§ Eyewear contact lenses after each or contact lenses after each
cataract surgery cataract surgery
Routine Eyeglasses or Allowance of up to $250 per calendar year for any combination of
Contact Lenses routine prescription eyewear

1 Services may require prior authorization. See the Evidence of Coverage for more information.
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Providence Medicare Choice + Rx (HMO-POS)

Benefits In-Network

$275 copayment each day for
days 1-6 and $0 copayment each
day for days 7-90

Inpatient Visit?

Outpatient Individual®
and Group Therapy
Visit?

Mental Health
Services

$30 copayment

$0 copayment each day for days
1-20 and $160 copayment each
day for days 21-100

$30 copayment

Skilled Nursing Facility (SNF)*

Physical Therapy?*
Ambulance?
Transportation

0% - 20% of the total cost (Insulin

. 1
Medicare Part B Drugs cost share up to $35 per month)

$0 copayment for 2 meals per
day for 14 days, following a
qualifying inpatient
hospitalization

Meal Delivery Program (post-
discharge only)

Personal Emergency Response

System (PERS) $0 copayment

Wellness Program

Wig

Out-Of-Network

20% of the total cost per
admission

20% of the total cost

20% of the total cost for each
benefit period (days 1-100)

20% of the total cost

$250 copayment
Not covered

20% of the total cost (Insulin cost

share up to $35 per month)

Not covered

Not covered

$0 copayment for monthly gym membership with participating fitness
clubs

There is no coinsurance, or copayment for one synthetic wig due to

hair loss from chemotherapy

1 Services may require prior authorization. See Evidence of Coverage for more information.

HO047_2024PD_PHA129_M
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Prescription Drug Benefits
Providence Medicare Choice + Rx (HMO-POS)

Prescription Drug Deductible

Yearly Deductible
(Applies to all tiers)

Initial Coverage

There is no prescription drug deductible for this plan.

You pay the following until your total yearly drug costs reach $5,030.
Total yearly drug costs are the total drug costs paid by both you and
our Part D plan. You may get your drugs at network retail pharmacies
and mail-order pharmacies.

Preferred Retail and Mail-Order Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

Up to 30 days
$0 copayment

$10 copayment

$37 copayment
($35 copayment for
Insulin)

$100 copayment

33% of the total cost

Standard Retail Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

HO047_2024PD_PHA129_M

Up to 30 days
$14 copayment

$20 copayment

$37 copayment
($35 copayment for
Insulin)

$100 copayment

33% of the total cost

Up to 60 days

$0 copayment

$10 copayment
$74 copayment
($35 copayment for
Insulin)

$200 copayment

Not Covered

Up to 60 days
$28 copayment

$40 copayment

$74 copayment
($70 copayment for
Insulin)

$200 copayment

Not Covered

MDC-912C

Up to 100 days
$0 copayment

$10 copayment

Preferred Retail:
$88.80 copayment
Mail Order: $74
copayment

($35 copayment for
Insulin)

$240 copayment

Not Covered

Up to 100 days
$42 copayment

$60 copayment

$111 copayment
($105 copayment for
Insulin)

$300 copayment

Not Covered



Prescription Drug Benefits
Providence Medicare Choice + Rx (HMO-POS)

If you reside in a long-term care facility, you pay the same as at a standard retail pharmacy. You may get
drugs from an out-of-network pharmacy but may pay more than you pay at an in-network pharmacy. You
may get drugs from a standard in-network pharmacy but may pay more than you pay at a preferred in-
network pharmacy.

Most Medicare drug plans have a coverage gap (also called the “donut
hole”). This means that there’s a temporary change in what you will pay
for the drugs. The coverage gap begins after the total yearly drug cost
(including what our plan has paid and what you have paid) reaches
$5,030.

After you enter the coverage gap, you pay your Tier 1 cost-share for Tier
1 (Preferred Generic) drugs, Tier 2 cost-share for Tier 2 (Generic) drugs,
no more than $35 per month for insulins, 25% of the plan's cost for the
covered brand name drugs, and 25% of the plan's cost for other
covered generic drugs until your costs total $8,000, which is the end of
the coverage gap. Not everyone will enter the coverage gap.

Coverage Gap
(Applies to all tiers)

Preferred Retail and Mail-Order Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

Up to 30 days

$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

25% of the total cost

Standard Retail Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

HO047_2024PD_PHA129_M

$14 copayment

$20 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

25% of the total cost

Up to 60 days
$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

Not covered

$28 copayment

$40 copayment

25% of the total cost
($70 copayment for
Insulin)

25% of the total cost

Not covered

MDC-912C

Up to 100 days

$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

Not covered

$42 copayment

$60 copayment

25% of the total cost
($105 copayment for
Insulin)

25% of the total cost

Not covered



Prescription Drug Benefits
Providence Medicare Choice + Rx (HMO-POS)

After your yearly out-of-pocket drug costs (including drugs purchased

Catastrophic Coverage through your retail pharmacy and through mail order) reach $8,000,
(Applies to all tiers) the plan pays the full cost for your Part D covered drugs. You pay
nothing.

The Formulary and/or pharmacy network may change at any time. You will receive notice when necessary.

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines at no cost to
you. Call Customer Service for more information.

Important Message About What You Pay for Insulin - You won’t pay more than $35 for a one-month supply
of each insulin product covered by our plan, no matter what cost-sharing tier it’'s on.

HO047_2024PD_PHA129_M MDC-912C 8



Optional Supplemental Dental
Providence Medicare Choice + Rx (HMO-POS)

Please Note:

Optional Benefits: You must pay an extra premium each month for these benefits.

Cost Sharing: While you can see any dentist, our in-network providers have agreed to accept a
contracted rate for the services they provide. This means cost sharing will be lower if you see an
in-network provider.

Option 1: Providence Dental Basic
Benefits include: Preventive (See Page 4) and Comprehensive Dental

Additional $33.00 per month.

7R A Cly You must keep paying your Medicare Part B and monthly plan premium.

Benefits In-Network Out-Of-Network
Deductible $50 $150
Annual Benefit Maximum $1,000 every calendar year

Diagnostic and

9 [0)
Preventive Care* You pay 0% You pay 20%

You pay 30% for fillings
Basic Care* You pay 60%
You pay 50% for all other services

Major Restorative Care*

0, 0,
(e.g., crowns, bridges) You pay 50% You pay 60%

HO047_2024PD_PHA129_M MDC-912C



Optional Supplemental Dental
Providence Medicare Choice + Rx (HMO-POS)

Option 2: Providence Dental Enhanced
Benefits include: Preventive (See Page 4) and Comprehensive Dental

Additional $45.00 per month.

7R A Cly You must keep paying your Medicare Part B and monthly plan premium.

Benefits In-Network Out-Of-Network
Deductible $50 $150
Annual Benefit Maximum $1,500 every calendar year

Diagnostic and

9 [0)
Preventive Care* You pay 0% You pay 20%

You pay 30% for fillings
Basic Care* You pay 60%
You pay 50% for all other services

Major Restorative Care*

9 0,
(e.g., crowns, bridges) You pay 50% You pay 60%

*Limitations and exclusions apply. Please refer to your Evidence of Coverage for a complete list of
covered dental services. Members must use a Medicare-contracted provider. Out-of-network dentists
may charge more than the amount allowed by Providence Medicare Advantage Plans.

HO047_2024PD_PHA129_M MDC-912C 10
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-800-603-
2340 (TTY: 711). Someone who speaks English/Language can help you. This is a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-800-603-2340 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A/ 152 0 56 22 (10 AR S5, S WA o0 T B B 2 W Ok B P A2 ] B 7]
A RAETS S PR 55, 1H £ 1-800-603-2340 (TTY: 711), A9 LIE AN RALUR &
e, X TR A5

Chinese Cantonese: &% A"t e sl &Y (R B nT 8EA- A BE], 2 I F e it R & v iaE ik
%o WEERIGENRTS, oH#H 1-800-603-2340 (TTY: 711), HAMar ey A B84 s A s e
fEE ey, 8 & IR EIRE,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
800-603-2340 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-603-2340 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra 15i cac cidu hai vé
chuadng suc khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-800-603-2340 (TTY: 711) sé cbé nhan vién ndi ti€ng Viét gilp d3 qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-800-603-2340 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
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Korean: GAl= 98 B T oFF Wy w3l AFo g =glux F5 59 AuAE
A-gstal AFHT T AH|~E o] &l 3} 1-800-603-2340 (TTY: 711)1143;
o8l FHAL %%01 = 6}% 37 ol = AJU T o] MH|AE FREE

=dH YT

Russian: Ecnun y Bac BO3HUMKHYT BONPOCbl OTHOCUTENIbHO CTPaxoBOro uau
MeAMKaMEHTHOro njaHa, Bbl MOXeTe BOCMNONb30BaTbCS HaWMMK 6ecnniaTHbIMU
ycnyramm nepesogumkoB. YTobbl BOCNONb30BaTbCA YCyraMm nepesoayumnka,
Nno3BoHUTE HaM no TenedoHy 1-800-603-2340 (TTY: 711). Bam okaxeT nomoulb
COTPYAHMK, KOTOPbIN rOBOPUT NO-PyCCKKU. [laHHaa ycnyra 6ecnnaTtHas.

Liad 455091 Jgan 5 daally sheti Al 5f e el Aplaal) (5 ) il an jiall ciledd 2385 W) ; Arabic
(add o st 1-800-603-2340 (TTY: 711)le Ll Jiai) (5 s clle Gl 5558 an yie Sle J sasll
Auilae el sda dliac ey Ay pall Eaaaty La

Hindi: SAR WA g1 &al &1 il & aR H 3T fobdit 1t U% & STare ¢4 & o g9R U g
TR TaTd Iuas §. T M1 UTd v & fole, &9 89 1-800-603-2340 (TTY: 711) R
BI- 3. Pg fad ol i<l Siedl 8 3HTUD! A HR Yl 5. I8 U HUd 4dl 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-603-2340 (TTY 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

ﬂ{

Portuguese: Dispomos de servicos de interpretagdo gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do numero 1-800-603-2340 (TTY:
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan1-800-603-2340 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystaé z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-603-2340 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: 4t D f LR & A L EER T T L IcB T A o ’*’?Fpﬁ BEZT L0
2. fERLOBRY—E 22 H ) T T8 nWE T, R ZHMIC T 53,
1-800-603-2340 (TTY: 7112 BHEE 722 v, HAGE %ﬁa‘/\ S SVE AR A D= B
iR — v AT,

Form CMS-10802

(Expires 12/31/25)
H9047_2023PHA01_C MDC-538A



(- .
3i& Providence
Medicare Advantage Plans

2024
Summary
of Benefits

Providence Medicare Extra + Rx (HMO)

January 1, 2024 - December 31, 2024

This plan is available in Benton, Clackamas, Columbia, Crook, Deschutes, Hood River, Jefferson, Lane,
Linn, Marion, Multnomah, Polk, Washington, Wheeler, and Yamhill counties in Oregon and Clark County
in Washington.
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When You Join Providence

You are not just part of an insurance policy but part of a community of care, focused on your health and
well-being. This Summary of Benefits is provided to help you make the right health care decisions. It is a
short guide of what we would cover and what you would pay if you joined our Providence Medicare Extra +
Rx (HMO). To be clear, this is not a complete breakdown of benefits, and will not list every service that we
cover, nor every limitation or exclusion. Plans may offer supplemental benefits in addition to Part C and
Part D benefits.

For a complete list of services that we cover, please refer to the Evidence of Coverage (EOC). You can
request a printed copy by visiting ProvidenceHealthAssurance.com/EOC or by calling our Customer Service
department at one of the numbers listed in the “Get in touch” section below.

Plan Overview

Providence Health Assurance is an HMO, HMO-POS and HMO SNP with Medicare and Oregon Health Plan
contracts. Enrollment in Providence Health Assurance depends on contract renewal.

Not only do our plan members get all of the benefits covered by Original Medicare, they also get some
extra benefits outlined in this summary.

Who Can Join?

To join our plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and live in our
service area. Our service area includes Benton, Clackamas, Columbia, Crook, Deschutes, Hood River,
Jefferson, Lane, Linn, Marion, Multhomah, Polk, Washington, Wheeler, and Yamhill counties in Oregon and
Clark county in Washington.

Get In Touch

Questions? We're here to help seven days a week from 8 a.m. to 8 p.m. (Pacific Time).
+ If you're a member of this plan, call us toll-free at 1-800-603-2340 (TTY: 711)
+ If you're not a member of this plan, call us toll-free at 1-800-457-6064 (TTY: 711)

+ You can also visit us online at ProvidenceHealthAssurance.com

Helpful Resources

+ Visit ProvidenceHealthAssurance.com/findaprovider to see our plan’s Provider and Pharmacy
Directory or to request a printed copy. You can also call us to have a printed copy mailed to you.

+ Want to see our plan’s formulary (list of Part D prescription drugs), including any restrictions? Visit
ProvidenceHealthAssurance.com/Formulary, or give us a call for a printed copy.

+ To learn more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook, view it online at www.Medicare.gov or request a printed copy by
calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, seven days a week. TTY users
should call 1-877-486-2048.

H9047_2024PD_PHA128_M MDC-911C 2
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Providence Medicare Extra + Rx (HMO)

Monthly Plan Premium

Annual Medical Deductible

Maximum Out-of-Pocket
Responsibility (does not include
prescription drugs)

Benefits

Inpatient Hospital Coverage?!

Outpatient Hospital Coverage?!

Ambulatory Surgical Center (ASC)
Services?

Primary Care

Doctor Visits Provider Visit

Specialist Visit

Preventive Care (e.g., annual
check-ups, immunizations, flu
shots)

Emergency Care

Urgently Needed Services

$155

In addition, you must continue to pay your Medicare
Part B premium.

$0
There is no medical deductible.

Your yearly limit(s) for this plan:

In-network: $3,400

In-Network

$250 copayment each day for days 1-5 and $0 copayment each

day for day 6 and beyond

$150 copayment for outpatient surgery at a hospital facility

$100 copayment for outpatient surgery at an Ambulatory
Surgical Center

$0 copayment

$20 copayment

You pay nothing

$70 copayment
If you are admitted to the hospital within 24 hours, the
emergency care copayment will be waived.

$25 copayment
If you are admitted to the hospital within 24 hours, the urgent
care copayment will be waived.

1 Services may require prior authorization. See the Evidence of Coverage for more information.

H9047_2024PD_PHA128_M
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Providence Medicare Extra + Rx (HMO)

Benefits

Diagnostic Radiology
Services (e.g., MRI,
ultrasounds, CT scans)!

Therapeutic Radiology
Services?

Outpatient X-rays

Diagnostic Tests and
Procedures?

Diagnostic Services/
Labs/Imaging

Lab Services?

Medicare-Covered

w 3
S o ;
= s Routine Exam
0 o
T wn
Hearing Aids
° Medicare-Covered?
w0
- O .
g ‘s Embedded Preventive
a9
m .
Optional
Medicare-Covered
® Exams/Screening
(]
Q
S Routine Exam
] .
g Medicare-Covered
‘D Eyewear
>

Routine Eyeglasses or
Contact Lenses

Inpatient Visit?

Outpatient Individual®
and Group Therapy Visit?

Mental Health
Services

In-Network

15% of the total cost up to $250 per day

15% of the total cost
$0 copayment
20% of the total cost

$0 copayment

$20 copayment

$0 copayment

$699 copayment per Advanced hearing aid or $999 copayment per
Premium hearing aid

$20 copayment

$0 copayment
Includes exams, fluoride treatment, cleanings, X-rays; limits apply

Covered for additional premium; see last page of this summary

$20 copayment per exam
$0 copayment for glaucoma screening

There is no coinsurance, or copayment for one routine vision exam
(including refraction) per calendar year.

$0 copayment for one pair of Medicare-covered eyeglasses or
contact lenses after each cataract surgery

Allowance of up to $250 per calendar year for any combination of
routine prescription eyewear

$200 copayment each day for days 1-7 and $0 copayment each
day for days 8-90

$20 copayment

1 Services may require prior authorization. See the Evidence of Coverage for more information.

H9047_2024PD_PHA128_M
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Providence Medicare Extra + Rx (HMO)

Benefits
Skilled Nursing Facility (SNF) 1

Physical Therapy?
Ambulancel

Transportation
Medicare Part B Drugs?

Meal Delivery Program (post-
discharge only)

Over-the-Counter Items

Personal Emergency Response
System (PERS)

Wellness Program

Wig

In-Network

$0 copayment each day for days 1-20 and $150 copayment each
day for days 21-100

$20 copayment
$250 copayment
$0 copayment for 24 one-way trips (max of 25 miles each)

0% - 20% of the total cost
(Insulin cost share up to $35 per month)

$0 copayment for 2 meals per day for 14 days, following a qualifying
inpatient hospitalization

$195 allowance every three months (retail card, catalog, online,
mail, and telephonic ordering)

$0 copayment

$0 copayment for monthly gym membership with participating
fitness clubs

There is no coinsurance, or copayment for one synthetic wig due to
hair loss from chemotherapy

1 Services may require prior authorization. See Evidence of Coverage for more information.

H9047_2024PD_PHA128_M
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Prescription Drug Benefits
Providence Medicare Extra + Rx (HMO)

Prescription Drug Deductible

Yearly Deductible
(Applies to all tiers)

Initial Coverage

There is no prescription drug deductible for this plan.

You pay the following until your total yearly drug costs reach $5,030.
Total yearly drug costs are the total drug costs paid by both you and
our Part D plan. You may get your drugs at network retail pharmacies
and mail-order pharmacies.

Preferred Retail and Mail-Order Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

Up to 30 days
$0 copayment

$10 copayment

$37 copayment
($35 copayment for
Insulin)

$90 copayment

33% of the total cost

Standard Retail Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

H9047_2024PD_PHA128_M

Up to 30 days
$12 copayment

$20 copayment

$37 copayment
($35 copayment for
Insulin)

$100 copayment

33% of the total cost

Up to 60 days
$0 copayment

$10 copayment

$74 copayment
($35 copayment for
Insulin)

$180 copayment

Not Covered

Up to 60 days
$24 copayment

$40 copayment

$74 copayment
($70 copayment for
Insulin)

$200 copayment

Not Covered

MDC-911C

Up to 100 days
$0 copayment

$10 copayment

$74 copayment
($35 copayment for
Insulin)

$180 copayment

Not Covered

Up to 100 days
$36 copayment

$60 copayment

$111 copayment
($105 copayment for
Insulin)

$300 copayment

Not Covered



Prescription Drug Benefits
Providence Medicare Extra + Rx (HMO)

If you reside in a long-term care facility, you pay the same as at a standard retail pharmacy. You may get
drugs from an out-of-network pharmacy but may pay more than you pay at an in-network pharmacy. You
may get drugs from a standard in-network pharmacy but may pay more than you pay at a preferred in-
network pharmacy.

Most Medicare drug plans have a coverage gap (also called the “donut
hole”). This means that there’s a temporary change in what you will pay
for the drugs. The coverage gap begins after the total yearly drug cost
(including what our plan has paid and what you have paid) reaches
$5,030.

After you enter the coverage gap, you pay your Tier 1 cost-share for Tier
1 (Preferred Generic) drugs, Tier 2 cost-share for Tier 2 (Generic) drugs,
no more than $35 per month for insulins, 25% of the plan's cost for the
covered brand name drugs, and 25% of the plan's cost for other
covered generic drugs until your costs total $8,000, which is the end of
the coverage gap. Not everyone will enter the coverage gap.

Coverage Gap
(Applies to all tiers)

Preferred Retail and Mail-Order Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

Up to 30 days

$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

25% of the total cost

Standard Retail Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

H9047_2024PD_PHA128_M

$12 copayment

$20 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

25% of the total cost

Up to 60 days
$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

Not covered

$24 copayment

$40 copayment

25% of the total cost
($70 copayment for
Insulin)

25% of the total cost

Not covered

MDC-911C

Up to 100 days

$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

Not covered

$36 copayment

$60 copayment

25% of the total cost
($105 copayment for
Insulin)

25% of the total cost

Not covered



Prescription Drug Benefits
Providence Medicare Extra + Rx (HMO)

After your yearly out-of-pocket drug costs (including drugs purchased

Catastrophic Coverage through your retail pharmacy and through mail order) reach $8,000,
(Applies to all tiers) the plan pays the full cost for your Part D covered drugs. You pay
nothing.

The Formulary and/or pharmacy network may change at any time. You will receive notice when necessary.

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines at no cost to
you. Call Customer Service for more information.

Important Message About What You Pay for Insulin - You won’t pay more than $35 for a one-month supply
of each insulin product covered by our plan, no matter what cost-sharing tier it’'s on.

H9047_2024PD_PHA128_M MDC-911C 8



Optional Supplemental Dental
Providence Medicare Extra + Rx (HMO)

Please Note:

Optional Benefits: You must pay an extra premium each month for these benefits.

Cost Sharing: While you can see any dentist, our in-network providers have agreed to accept a
contracted rate for the services they provide. This means cost sharing will be lower if you see an
in-network provider.

Option 1: Providence Dental Basic
Benefits include: Preventive (See Page 4) and Comprehensive Dental

Additional $33.00 per month.

7R A Cly You must keep paying your Medicare Part B and monthly plan premium.

Benefits In-Network Out-Of-Network
Deductible $50 $150
Annual Benefit Maximum $1,000 every calendar year

Diagnostic and

9 [0)
Preventive Care* You pay 0% You pay 20%

You pay 30% for fillings
Basic Care* You pay 60%
You pay 50% for all other services

Major Restorative Care*

0, 0,
(e.g., crowns, bridges) You pay 50% You pay 60%

H9047_2024PD_PHA128_M MDC-911C 9



Optional Supplemental Dental
Providence Medicare Extra + Rx (HMO)

Option 2: Providence Dental Enhanced
Benefits include: Preventive (See Page 4) and Comprehensive Dental

Additional $45.00 per month.

7R A Cly You must keep paying your Medicare Part B and monthly plan premium.

Benefits In-Network Out-Of-Network
Deductible $50 $150
Annual Benefit Maximum $1,500 every calendar year

Diagnostic and

9 [0)
Preventive Care* You pay 0% You pay 20%

You pay 30% for fillings
Basic Care* You pay 60%
You pay 50% for all other services

Major Restorative Care*

9 0,
(e.g., crowns, bridges) You pay 50% You pay 60%

*Limitations and exclusions apply. Please refer to your Evidence of Coverage for a complete list of
covered dental services. Members must use a Medicare-contracted provider. Out-of-network dentists
may charge more than the amount allowed by Providence Medicare Advantage Plans.

H9047_2024PD_PHA128_M MDC-911C 10



%:5 PrOVidence Form Approved
Medicare Advantage Plans OMB# 0938-1421

Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-800-603-
2340 (TTY: 711). Someone who speaks English/Language can help you. This is a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-800-603-2340 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A/ 152 0 56 22 (10 AR S5, S WA o0 T B B 2 W Ok B P A2 ] B 7]
A RAETS S PR 55, 1H £ 1-800-603-2340 (TTY: 711), A9 LIE AN RALUR &
e, X TR A5

Chinese Cantonese: &% A"t e sl &Y (R B nT 8EA- A BE], 2 I F e it R & v iaE ik
%o WEERIGENRTS, oH#H 1-800-603-2340 (TTY: 711), HAMar ey A B84 s A s e
fEE ey, 8 & IR EIRE,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
800-603-2340 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-603-2340 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra 15i cac cidu hai vé
chuadng suc khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-800-603-2340 (TTY: 711) sé cbé nhan vién ndi ti€ng Viét gilp d3 qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-800-603-2340 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
H9047_2023PHA01_C MDC-538A



%:5 PrOVidence Form Approved
Medicare Advantage Plans OMB# 0938-1421

Korean: GAl= 98 B T oFF Wy w3l AFo g =glux F5 59 AuAE
A-gstal AFHT T AH|~E o] &l 3} 1-800-603-2340 (TTY: 711)1143;
o8l FHAL %%01 = 6}% 37 ol = AJU T o] MH|AE FREE

=dH YT

Russian: Ecnun y Bac BO3HUMKHYT BONPOCbl OTHOCUTENIbHO CTPaxoBOro uau
MeAMKaMEHTHOro njaHa, Bbl MOXeTe BOCMNONb30BaTbCS HaWMMK 6ecnniaTHbIMU
ycnyramm nepesogumkoB. YTobbl BOCNONb30BaTbCA YCyraMm nepesoayumnka,
Nno3BoHUTE HaM no TenedoHy 1-800-603-2340 (TTY: 711). Bam okaxeT nomoulb
COTPYAHMK, KOTOPbIN rOBOPUT NO-PyCCKKU. [laHHaa ycnyra 6ecnnaTtHas.

Liad 455091 Jgan 5 daally sheti Al 5f e el Aplaal) (5 ) il an jiall ciledd 2385 W) ; Arabic
(add o st 1-800-603-2340 (TTY: 711)le Ll Jiai) (5 s clle Gl 5558 an yie Sle J sasll
Auilae el sda dliac ey Ay pall Eaaaty La

Hindi: SAR WA g1 &al &1 il & aR H 31 fobdit U u% & STara ¢4 & o g9 U g
TR TaTd Iuas §. T gHIFAT UTd o’ & fole, &9 89 1-800-603-2340 (TTY: 711) R
BI- 3. Pg fad ol i<l Siedl 8 3HTUD! A HR Yl 5. I8 U HUd 4dl 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-603-2340 (TTY 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

ﬂ{

Portuguese: Dispomos de servicos de interpretagdo gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do numero 1-800-603-2340 (TTY:
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan1-800-603-2340 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystaé z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-603-2340 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: 4t D f LR & A L EER T T L IcB T A o ’*’?Fpﬁ BEZT L0
2. fERLOBRY—E 22 H ) T T8 nWE T, R ZHMIC T 53,
1-800-603-2340 (TTY: 7112 BHEE 722 v, HAGE %ﬁa‘/\ S SVE AR A D= B
iR — v AT,
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When You Join Providence

You are not just part of an insurance policy but part of a community of care, focused on your health and
well-being. This Summary of Benefits is provided to help you make the right health care decisions. It is a
short guide of what we would cover and what you would pay if you joined our Providence Medicare Prime +
Rx (HMO). To be clear, this is not a complete breakdown of benefits, and will not list every service that we
cover, nor every limitation or exclusion. Plans may offer supplemental benefits in addition to Part C and
Part D benefits.

For a complete list of services that we cover, please refer to the Evidence of Coverage (EOC). You can
request a printed copy by visiting ProvidenceHealthAssurance.com/EOC or by calling our Customer Service
department at one of the numbers listed in the “Get in touch” section below.

Plan Overview

Providence Health Assurance is an HMO, HMO-POS and HMO SNP with Medicare and Oregon Health Plan
contracts. Enrollment in Providence Health Assurance depends on contract renewal.

Not only do our plan members get all of the benefits covered by Original Medicare, they also get some
extra benefits outlined in this summary.

Who Can Join?

To join our plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and live in our
service area. Our service area includes Clackamas, Multnomah, Washington, and Yambhill counties in
Oregon.

Get In Touch

Questions? We're here to help seven days a week from 8 a.m. to 8 p.m. (Pacific Time).
+ If you're a member of this plan, call us toll-free at 1-800-603-2340 (TTY: 711)
+ If you're not a member of this plan, call us toll-free at 1-800-457-6064 (TTY: 711)

+ You can also visit us online at ProvidenceHealthAssurance.com

Helpful Resources

+ Visit ProvidenceHealthAssurance.com/findaprovider to see our plan’s Provider and Pharmacy
Directory or to request a printed copy. You can also call us to have a printed copy mailed to you.

+ Want to see our plan’s formulary (list of Part D prescription drugs), including any restrictions? Visit
ProvidenceHealthAssurance.com/Formulary, or give us a call for a printed copy.

+ To learn more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook, view it online at www.Medicare.gov or request a printed copy by
calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, seven days a week. TTY users
should call 1-877-486-2048.

HO9047_2024PD_PHA121_M MDC-903C 2
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Providence Medicare Prime + Rx (HMO)

Monthly Plan Premium

Annual Medical Deductible

Maximum QOut-of-Pocket
Responsibility (does not include
prescription drugs)

Benefits

Inpatient Hospital Coverage?!

Outpatient Hospital Coverage?
Ambulatory Surgical Center (ASC)
Services?

Primary Care

Doctor Visits Provider Visit

Specialist Visit

Preventive Care (e.g., annual
check-ups, immunizations, flu
shots)

Emergency Care

Urgently Needed Services

$0
You must continue to pay your Medicare Part B premium.

$0
There is no medical deductible.

Your yearly limit(s) for this plan:

In-network: $4,500

In-Network

$450 copayment each day for days 1-4 and $0 copayment each
day for day 5 and beyond

$450 copayment for outpatient surgery at a hospital facility

$250 copayment for outpatient surgery at an Ambulatory
Surgical Center

$0 copayment

$35 copayment

You pay nothing

$90 copayment
If you are admitted to the hospital within 24 hours, the
emergency care copayment will be waived.

$25 copayment
If you are admitted to the hospital within 24 hours, the urgent
care copayment will be waived.

1 Services may require prior authorization. See the Evidence of Coverage for more information.

HO9047_2024PD_PHA121_M
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Providence Medicare Prime + Rx (HMO)

Benefits

Diagnostic Radiology
Services (e.g., MRI,
ultrasounds, CT scans)!

Therapeutic Radiology
Services?

Outpatient X-rays

Diagnostic Tests and
Procedures?

Diagnostic Services/
Labs/Imaging

Lab Services?

Medicare-Covered

w 3
S o ;
= s Routine Exam
0 o
T wn
Hearing Aids
° Medicare-Covered?
w0
- O .
g ‘s Embedded Preventive
a9
m .
Optional
Medicare-Covered
® Exams/Screening
(]
Q
S Routine Exam
] .
g Medicare-Covered
‘D Eyewear
>

Routine Eyeglasses or
Contact Lenses

Inpatient Visit?

Outpatient Individual®
and Group Therapy Visit?

Mental Health
Services

In-Network

20% of the total cost up to $250 per day

20% of the total cost
$15 copayment per day
20% of the total cost

$0 copayment

$40 copayment

$0 copayment

$699 copayment per Advanced hearing aid or $999 copayment per
Premium hearing aid

$40 copayment

$0 copayment
Includes exams, fluoride treatment, cleanings, X-rays; limits apply

Covered for additional premium; see last page of this summary

$40 copayment per exam
$0 copayment for glaucoma screening

There is no coinsurance, or copayment for one routine vision exam
(including refraction) per calendar year.

20% of the total cost for one pair of Medicare-covered eyeglasses or
contact lenses after each cataract surgery

Allowance of up to $250 per calendar year for any combination of
routine prescription eyewear

$320 copayment each day for days 1-5 and $0 copayment each
day for days 6-90

$35 copayment

1 Services may require prior authorization. See the Evidence of Coverage for more information.

HO9047_2024PD_PHA121_M
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Providence Medicare Prime + Rx (HMO)

Benefits
Skilled Nursing Facility (SNF) 1

Physical Therapy?
Ambulancel

Transportation

Medicare Part B Drugs?

Alternative Care (visit limits)

Meal Delivery Program (post-
discharge only)

Personal Emergency Response
System (PERS)

Wellness Program

Wig

In-Network

$0 copayment each day for days 1-20 and $184 copayment each
day for days 21-100

$35 copayment
$250 copayment
Not covered

0% - 20% of the total cost
(Insulin cost share up to $35 per month)

Chiropractic: $20 copayment; 18 visits every calendar year
Acupuncture: $20 copayment; 18 visits every calendar year
Naturopath: $20 copayment: 6 visits every calendar year

$0 copayment for 2 meals per day for 14 days, following a qualifying
inpatient hospitalization

$0 copayment

$0 copayment for monthly gym membership with participating
fitness clubs

There is no coinsurance, or copayment for one synthetic wig due to
hair loss from chemotherapy

1 Services may require prior authorization. See the Evidence of Coverage for more information.

HO9047_2024PD_PHA121_M
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Prescription Drug Benefits
Providence Medicare Prime + Rx (HMO)

Prescription Drug Deductible

Yearly Deductible
(Applies to all tiers)

Initial Coverage

There is no prescription drug deductible for this plan.

You pay the following until your total yearly drug costs reach $5,030.
Total yearly drug costs are the total drug costs paid by both you and
our Part D plan. You may get your drugs at network retail pharmacies
and mail-order pharmacies.

Preferred Retail and Mail-Order Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

Up to 30 days
$0 copayment

$10 copayment

$37 copayment
($35 copayment for
Insulin)

$100 copayment

33% of the total cost

Standard Retail Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

HO9047_2024PD_PHA121_M

Up to 30 days
$16 copayment

$20 copayment

$37 copayment
($35 copayment for
Insulin)

$100 copayment

33% of the total cost

Up to 60 days

$0 copayment

$10 copayment
$74 copayment
($35 copayment for
Insulin)

$200 copayment

Not Covered

Up to 60 days
$32 copayment

$40 copayment

$74 copayment
($70 copayment for
Insulin)

$200 copayment

Not Covered

MDC-903C

Up to 100 days
$0 copayment

$10 copayment

Preferred Retail:
$111 copayment
Mail Order: $74
copayment

($35 copayment for
Insulin)

$300 copayment

Not Covered

Up to 100 days
$48 copayment

$60 copayment

$111 copayment
($105 copayment for
Insulin)

$300 copayment

Not Covered



Prescription Drug Benefits
Providence Medicare Prime + Rx (HMO)

If you reside in a long-term care facility, you pay the same as at a standard retail pharmacy. You may get
drugs from an out-of-network pharmacy but may pay more than you pay at an in-network pharmacy. You
may get drugs from a standard in-network pharmacy but may pay more than you pay at a preferred in-
network pharmacy.

Most Medicare drug plans have a coverage gap (also called the “donut
hole”). This means that there’s a temporary change in what you will pay
for the drugs. The coverage gap begins after the total yearly drug cost
(including what our plan has paid and what you have paid) reaches
$5,030.

After you enter the coverage gap, you pay your Tier 1 cost-share for Tier
1 (Preferred Generic) drugs, Tier 2 cost-share for Tier 2 (Generic) drugs,
no more than $35 per month for insulins, 25% of the plan's cost for the
covered brand name drugs, and 25% of the plan's cost for other
covered generic drugs until your costs total $8,000, which is the end of
the coverage gap. Not everyone will enter the coverage gap.

Coverage Gap
(Applies to all tiers)

Preferred Retail and Mail-Order Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

Up to 30 days

$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

25% of the total cost

Standard Retail Cost Sharing

Tier 1 (Preferred Generic)

Tier 2 (Generic)

Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

HO9047_2024PD_PHA121_M

$16 copayment

$20 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

25% of the total cost

Up to 60 days
$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

Not covered

$32 copayment

$40 copayment

25% of the total cost
($70 copayment for
Insulin)

25% of the total cost

Not covered

MDC-903C

Up to 100 days

$0 copayment

$10 copayment

25% of the total cost
($35 copayment for
Insulin)

25% of the total cost

Not covered

$48 copayment

$60 copayment

25% of the total cost
($105 copayment for
Insulin)

25% of the total cost

Not covered



Prescription Drug Benefits
Providence Medicare Prime + Rx (HMO)

After your yearly out-of-pocket costs (including drugs purchased through
your retail pharmacy and through mail order) reach $8,000, the plan
pays the full cost for your Part D covered drugs. You pay nothing.

Catastrophic Coverage
(Applies to all tiers)

The Formulary and/or pharmacy network may change at any time. You will receive notice when necessary.

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines at no cost to
you. Call Customer Service for more information.

Important Message About What You Pay for Insulin - You won’t pay more than $35 for a one-month supply
of each insulin product covered by our plan, no matter what cost-sharing tier it’s on.

HO9047_2024PD_PHA121_M MDC-903C 8



Optional Supplemental Dental
Providence Medicare Prime + Rx (HMO)

Please Note:

Optional Benefits: You must pay an extra premium each month for these benefits.

Cost Sharing: While you can see any dentist, our in-network providers have agreed to accept a
contracted rate for the services they provide. This means cost sharing will be lower if you see an
in-network provider.

Option 1: Providence Dental Basic
Benefits include: Preventive (See Page 4) and Comprehensive Dental

Additional $33.00 per month.

7R A Cly You must keep paying your Medicare Part B premium.

Benefits In-Network Out-Of-Network
Deductible $50 $150
Annual Benefit Maximum $1,000 every calendar year

Diagnostic and

9 (0)
Preventive Care* You pay 0% You pay 20%

You pay 30% for fillings
Basic Care* You pay 60%
You pay 50% for all other services

Major Restorative Care*

0, 0,
(e.g., crowns, bridges) You pay 50% You pay 60%

HO047_2024PD_PHA121_M MDC-903C



Optional Supplemental Dental
Providence Medicare Prime + Rx (HMO)

Option 2: Providence Dental Enhanced
Benefits include: Preventive (See Page 4) and Comprehensive Dental

Additional $45.00 per month.

SETED Y IS You must keep paying your Medicare Part B premium.

Benefits In-Network Out-Of-Network
Deductible $50 $150
Annual Benefit Maximum $1,500 every calendar year

Diagnostic and

9 (0)
Preventive Care* You pay 0% You pay 20%

You pay 30% for fillings
Basic Care* You pay 60%
You pay 50% for all other services

Major Restorative Care*

0, 0,
(e.g., crowns, bridges) You pay 50% You pay 60%

*Limitations and exclusions apply. Please refer to your Evidence of Coverage for a complete list of
covered dental services. Members must use a Medicare-contracted provider. Out-of-network dentists
may charge more than the amount allowed by Providence Medicare Advantage Plans.

HO047_2024PD_PHA121_M MDC-903C
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-800-603-
2340 (TTY: 711). Someone who speaks English/Language can help you. This is a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-800-603-2340 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A/ 152 0 56 22 (10 AR S5, S WA o0 T B B 2 W Ok B P A2 ] B 7]
A RAETS S PR 55, 1H £ 1-800-603-2340 (TTY: 711), A9 LIE AN RALUR &
e, X TR A5

Chinese Cantonese: &% HAMir it e ol &Y (R B nT EA- A e, 2 LM it R B v iaE ik
%o WEERIGENRTS, oH#H 1-800-603-2340 (TTY: 711), HAMar ey A B84 s A s e
fEE ey, 8 & IR EIRE,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
800-603-2340 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-603-2340 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra 15i cac cidu hai vé
chuadng suc khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-800-603-2340 (TTY: 711) sé cbé nhan vién ndi ti€ng Viét gilp d3 qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-800-603-2340 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
H9047_2023PHA01_C MDC-538A
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Korean: GAl= 98 B T oFF Hyo w3l AFd g =glux £ 5 59 AuAE
A-gstal AFHT T AH|~E o] &l 3} 1-800-603-2340 (TTY: 711)1143;
o8l FHAL %%01 = 6}% 37 ol = AJU T o] MH|AE FREE

=dH YT

Russian: Ecnun y Bac BO3HUMKHYT BONPOCbl OTHOCUTENIbHO CTPaxoBOro uau
MeAMKaMEHTHOro njaHa, Bbl MOXeTe BOCMNONb30BaTbCS HaWMMK 6ecnniaTHbIMU
ycnyramm nepesogumkoB. YTobbl BOCNONb30BaTbCA YCyraMm nepesoayumnka,
Nno3BoHUTE HaM no TenedoHy 1-800-603-2340 (TTY: 711). Bam okaxeT nomoulb
COTPYAHMK, KOTOPbIN rOBOPUT NO-PyCCKKU. [laHHaa ycnyra 6ecnnaTtHas.

Liad 455091 Jgan 5 daally sheti Al 5f e el Aplaal) (5 ) il an jiall ciledd 2385 W) ; Arabic
(add o st 1-800-603-2340 (TTY: 711)le Ll Jiai) (5 s clle Gl 5558 an yie Sle J sasll
Auilae el sda dliac ey Ay pall Eaaaty La

Hindi: SAR W& g7 gal &1 JioHl & aR H 3T fobdit 1t U% & STara ¢+ & o g9 Ui g
SUTRIT TaTd Iuas §. T gHIFAT UTd v & fofe, 9 89 1-800-603-2340 (TTY: 711) R
BI- 3. Pg fad ol i<l Siadl 8 YD HEE HR Yhdl 5. I8 U HUd 4dl 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-603-2340 (TTY 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

ﬂ{

Portuguese: Dispomos de servigos de interpretagdo gratuitos para responder a
qualquer questdo que tenha acerca do nosso plano de saude ou de medicagao.
Para obter um intérprete, contacte-nos através do niumero 1-800-603-2340 (TTY:
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan1-800-603-2340 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekédw. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-603-2340 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: Y4t D f LR & H A LR T T L IcB T A O ’*’?Fpﬁ BEZT L0
2. fERLOBRY—E 22 H ) T T8 nWE T, R ZHMIC T 53,
1-800-603-2340 (TTY: 7112 BHEE 722 v, HAGE %ﬁa‘/\ S SVE AR A D= B
iR — v AT,

Form CMS-10802

(Expires 12/31/25)
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IMPORTANT INFORMATION:

2024 Medicare Star Ratings

Providence Medicare Advantage Plans - H9047

Ratings from Medicare:

Overall Star Rating: 1 8 8 8 8%
Health Services Rating: * W & WYy
Drug Services Rating: 1.8 8 & (Sh

Every year, Medicare evaluates plans based on a 5-star rating system.

For 2024, Providence Medicare Advantage Plans - H9047 received the following Star

Why Star Ratings Are Important
Medicare rates plans on their health and drug services.

This lets you easily compare plans based on quality and
performance.

Star Ratings are based on factors that include:

Feedback from members about the plan's service and care
The number of members who left or stayed with the plan
The number of complaints Medicare got about the plan
Data from doctors and hospitals that work with the plan

More stars mean a better plan — for example, members may
get better care and better, faster customer service.

Get More Information on Star Ratings Online

The number of stars show how
well a plan performs.

% % % % % EXCELLENT

% % % % v+ ABOVE AVERAGE
% % % vrv¢ AVERAGE

% % Yrvrvy BELOW AVERAGE
* Yr s vy ve POOR

Compare Star Ratings for this and other plans online at medicare.gov/plan-compare.

Questions about this plan?

Contact Providence Medicare Advantage Plans 7 days a week from 8:00 a.m. to 8:00 p.m. Pacific time at 800-457-
6064 (toll-free) or 711 (TTY). Current members please call 800-603-2340 (toll-free) or 711 (TTY).

H9047_2024MK_PHAS523_M

MDC-541B
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http://www.medicare.gov/plan-compare/

Scope of Appointment

The Centers for Medicare and Medicaid Services requires agents to document the scope of a marketing
appointment®* prior to any individual sales meeting to ensure understanding of what will be discussed
between the agent and the Medicare beneficiary (or their authorized representative). All information
provided on this form is confidential and should be completed by each person with Medicare or their
authorized representative.
Please initial below beside the type of product(s) you want the agent to discuss.
(Refer to page 2 for product type descriptions)

Stand-alone Medicare Prescription Drug Plans (Part D)
Medicare Advantage Plans (Part C) and Cost Plans
Dental/Vision/Hearing Products

Hospital Indemnity Products

UUUL

Medicare Supplement (Medigap) Products

By signing this form, you agree to a meeting with a sales agent to discuss the types of products you initialed above.
Please note, the person who will discuss the products is either employed or contracted by a Medicare plan. They do
not work directly for the federal government. This individual may also be paid based on your enroliment in a plan.
Signing this form does NOT obligate you to enroll in a plan, affect your current or future Medicare enrollment, or
automatically enroll you in the plan(s) discussed.

Beneficiary or Authorized Representative Signature and Signature Date:

Signature: Signature Date:

If you are the authorized representative, please sigh above and print below:

Representative’s Name: Your Relationship to the Beneficiary:

To be completed by Agent:

Agent Name: Agent Phone:

Beneficiary Name: Beneficiary Phone:

Beneficiary Address:

Initial Method of Contact: (Indicate here if beneficiary was a walk-in.)

Agent’s Signature:

Plan(s) the agent represented during this meeting: Date Appointment Completed:

Agent, if the form was signed by the beneficiary at time of appointment, provide explanation why SOA
was not documented prior to meeting:

*Scope of Appointment documentation is subject to CMS record retention requirements.
H9047 2023PHA02_C MDC-341A 06/2022




Stand-alone Medicare Prescription Drug Plans (Part D)

Medicare Prescription Drug Plan (PDP): A stand-alone drug plan that adds prescription drug cover- age to
Original Medicare, some Medicare Cost Plans, some Medicare Private-Fee-for-Service Plans, and Medicare
Medical Savings Account Plans.

Medicare Advantage Plans (Part C) and Cost Plans

Medicare Health Maintenance Organization (HMO): A Medicare Advantage Plan that provides all Original
Medicare Part A and Part B health coverage and sometimes covers Part D prescription drug coverage. In most
HMOs, you can only get your care from doctors or hospitals in the plan’s network (except in emergencies).

Medicare Preferred Provider Organization (PPO) Plan: A Medicare Advantage Plan that provides all Original
Medicare Part A and Part B health coverage and sometimes covers Part D prescription drug coverage. PPOs
have network doctors and hospitals but you can also use out-of-network providers, usually at a higher cost.

Medicare Private Fee-For-Service (PFFS) Plan: A Medicare Advantage Plan in which you may go to any
Medicare-approved doctor, hospital and provider that accepts the plan’s payment, terms and conditions and
agrees to treat you — not all providers will. If you join a PFFS Plan that has a network, you can see any of the
network providers who have agreed to always treat plan members. You will usually pay more to see out-of-
network providers.

Medicare Point of Service (POS) Plan: A type of Medicare Advantage Plan available in a local or regional area
which combines the best feature of an HMO with an out-of-network benefit. Like the HMO, members are required
to designate an in-network physician to be the primary health care provider. You can use doctors, hospitals, and
providers outside of the network for an additional cost.

Medicare Special Needs Plan (SNP): A Medicare Advantage Plan that has a benefit package designed for people
with special health care needs. Examples of the specific groups served include people who have both Medicare
and Medicaid, people who reside in nursing homes, and people who have certain chronic medical conditions.

Medicare Medical Savings Account (MSA) Plan: MSA Plans combine a high deductible health plan with a bank
account. The plan deposits money from Medicare into the account. You can use it to pay your medical expenses
until your deductible is met.

Medicare Cost Plan: In a Medicare Cost Plan, you can go to providers both in and out of network. If you get
services outside of the plan’s network, your Medicare-covered services will be paid for under Original Medicare
but you will be responsible for Medicare coinsurance and deductibles.

Medicare Medicaid Plan (MMP): An MMP is a private health plan designed to provide integrated and
coordinated Medicare and Medicaid benefits for dual eligible Medicare beneficiaries.

Dental/Vision/Hearing Products

Plans offering additional benefits for consumers who are looking to cover needs for dental, vision or hearing.
These plans are not affiliated or connected to Medicare.

Hospital Indemnity Products

Plans offering additional benefits; payable to consumers based upon their medical utilization; sometimes used to
defray copays/coinsurance. These plans are not affiliated or connected to Medicare.

Medicare Supplement (Medigap) Products

Plans offering a supplemental policy to fill “gaps” in Original Medicare coverage. A Medigap policy typically
pays some or all of the deductible and coinsurance amounts applicable to Medicare-covered services, and
sometimes covers items and services that are not covered by Medicare, such as care outside of the country.
These plans are not affiliated or connected to Medicare.

Providence Health Assurance is an HMO, HMO-POS and HMO SNP with Medicare and Oregon Health Plan
contracts. Enrollment in Providence Health Assurance depends on contract renewal.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-800-603-
2340 (TTY: 711). Someone who speaks English/Language can help you. This is a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-800-603-2340 (TTY: 711).
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A/ 152 0 56 22 (10 AR S5, S WA o0 T B B 2 W Ok B P A2 ] B 7]
A RAETS S PR 55, 1H £ 1-800-603-2340 (TTY: 711), A9 LIE AN RALUR &
e, X TR A5

Chinese Cantonese: &% A"t e sl &Y (R B nT 8EA- A BE], 2 I F e it R & v iaE ik
%o WEERIGENRTS, oH#H 1-800-603-2340 (TTY: 711), HAMar ey A B84 s A s e
fEE ey, 8 & IR EIRE,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
800-603-2340 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-603-2340 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra 15i cac cidu hai vé
chuadng suc khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-800-603-2340 (TTY: 711) sé cbé nhan vién ndi ti€ng Viét gilp d3 qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-800-603-2340 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.
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Korean: GAl= 98 B T oFF Wy w3l AFo g =glux F5 59 AuAE
A-gstal AFHT T AH|~E o] &l 3} 1-800-603-2340 (TTY: 711)1143;
o8l FHAL %%01 = 6}% 37 ol = AJU T o] MH|AE FREE

=dH YT

Russian: Ecnun y Bac BO3HUMKHYT BONPOCbl OTHOCUTENIbHO CTPaxoBOro uau
MeAMKaMEHTHOro njaHa, Bbl MOXeTe BOCMNONb30BaTbCS HaWMMK 6ecnniaTHbIMU
ycnyramm nepesogumkoB. YTobbl BOCNONb30BaTbCA YCyraMm nepesoayumnka,
Nno3BoHUTE HaM no TenedoHy 1-800-603-2340 (TTY: 711). Bam okaxeT nomoulb
COTPYAHMK, KOTOPbIN rOBOPUT NO-PyCCKKU. [laHHaa ycnyra 6ecnnaTtHas.

Liad 455091 Jgan 5 daally sheti Al 5f e el Aplaal) (5 ) il an jiall ciledd 2385 W) ; Arabic
(add o st 1-800-603-2340 (TTY: 711)le Ll Jiai) (5 s clle Gl 5558 an yie Sle J sasll
Auilae el sda dliac ey Ay pall Eaaaty La

Hindi: SAR WA g1 &al &1 il & aR H 3T fobdit 1t U% & STare ¢4 & o g9R U g
TR TaTd Iuas §. T M1 UTd o’ & fofe, &9 89 1-800-603-2340 (TTY: 711) W
BI- 3. Pg fad ol i<l Siedl 8 3HTUD! A HR Yl 5. I8 U HUd 4dl 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-603-2340 (TTY 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

ﬂ{

Portuguese: Dispomos de servicos de interpretagdo gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do numero 1-800-603-2340 (TTY:
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan1-800-603-2340 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystaé z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-603-2340 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: 4t D f LR & A L EER T T L IcB T A o ’*’?Fpﬁ BEZT L0
2. fERLOBRY—E 22 H ) T T8 nWE T, R ZHMIC T 53,
1-800-603-2340 (TTY: 7112 BHEE 722 v, HAGE %ﬁa‘/\ S SVE AR A D= B
iR — v AT,
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Want to learn more?
Here is how to connect with us.

\\
% Call us for information, to enroll, or to make a personal appointment at

1-833-949-0263 (TTY: 711)

8 a.m. to 8 p.m. (Pacific Time), seven days a week (Oct. 1- Dec. 7)
Monday - Friday (Dec. 8 - Sept. 30)

A
E Check us out online for more information or to enroll at

ProvidenceTrueHealth.com/Guides
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