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Benefit
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Providence Medicare Timber + Rx (HMO)
Providence Medicare Bridge + Rx (HMO-POS)
Providence Medicare Choice + Rx (HMO-POS)
Providence Medicare Extra + Rx (HMO)

Columbia, Crook, Deschutes, Hood River, Jefferson, Lane, Marion,
Polk, Wheeler counties in Oregon and Clark County in Washington



Providence Medicare Advantage Plans
—Part C

Providence Medicare Providence Medicare
Timber + Rx (HMO) Bridge + Rx (HMO-POS)
Monthly premium with 30 $29

prescription drug coverage

_mm Ot ook

Medical deductible

Out-of-pocket Maximum SS,ODO SG,SOG No maximum
Doctor office visit (PCP) SO SO $25
Specialist visit S40 S30 S50
Preventive care SO SO 30%
Inpatient hospital 15—f|9%a£):/;$:4$5§ 17__89%83/2;,33325 30%
Skilled nursing facility 21%8 3252 ggm 21%8 3232 ggm 30%
Outpatient surgery - Ambulatory $250 $250 30%
Outpatient surgery - Hospital S450 $375 30%
Diabetic supplies SO SO 30%
Lab SO SO 30%
X-ray S15 S10 30%
Diagnostic radiology 20% 20% 30%
Outpatient diagnostic tests & procedures 20% 20% 30%
Chiropractic $20/18 visits $20/18 visits Not Covered
Acupuncture $20/18 visits $20/18 visits Not Covered
Naturopathy $20/6 visits $20/6 visits Not Covered
Therapy: PT, OT, ST $40 $30 30%
Durable medical equipment 20% 20% 30%
Home health SO SO 30%
Telehealth - Primary** SO SO N/A
Telehealth - Specialist** S40 S30 N/A
Worldwide Coverage In-network In-network
Urgent care $25 $30 N/A
Emergency room* $125 $125 N/A
Ambulance - Ground no transport S50 S50 S50
Ambulance - Ground emergency transport $275 $275 S275
Ambulance - Air $275 $275 $275

*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.



Providence Medicare Advantage Plans

— Part C

Monthly premium with
prescription drug coverage

Medical deductible
Out-of-pocket Maximum

Providence Medicare Providence Medicare

Doctor office visit (PCP)
Specialist visit
Preventive care

Inpatient hospital

Skilled nursing facility

Outpatient surgery - Ambulatory
Outpatient surgery - Hospital

Diabetic supplies

Lab

X-ray

Diagnostic radiology

Outpatient diagnostic tests & procedures
Chiropractic

Acupuncture

Naturopathy

Therapy: PT, OT, ST

Durable medical equipment

Home health

Telehealth - Primary**
Telehealth - Specialist™*

Choice + Rx (HMO-POS) Extra + Rx (HMO)
$82 S161
__In-network | Out-of-network | In-network |
SO SO SO
$5,000 No maximum $4,000
S15 $25 SO
S30 S50 $20
SO 20% SO
1-6 days: S300 20% 1-5 days: $250
7-90 days: SO 6-90 days: SO
1-20 days: SO 20% 1-20 days: SO
21-100 days: $214 21-100 days: $214
$250 20% $100
$350 20% $150
SO 20% S0
SO 20% SO
S15 20% SO
20% 20% 15%
20% 20% 20%

Not Covered Not Covered Not Covered
Not Covered

Not Covered

Not Covered Not Covered

Not Covered Not Covered

Worldwide Coverage In-network Out-of-network In-network

Urgent care

Emergency room*

Ambulance - Ground no transport
Ambulance - Ground emergency transport
Ambulance - Air

$30 20% $20
20% 20% 20%
S0 20% 30
S0 N/A S0
$30 N/A $20
$25 N/A $25
$125 N/A $125
$50 $50 $50
$275 $275 $275
$275 $275 $275

*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.



Pharmacy coverage - Part D

Annual deductible

Part D Insulin

Providence
Medicare Timber +
Rx (HMO)

$250 (waived on
tier 1& 2)

Providence
Medicare Bridge +
Rx (HMO-POS)

Providence Providence
Medicare Choice + Medicare Extra +
Rx (HMO-POS) Rx (HMO)
SO S0

SO SO

Preferred generic

Generic

Preferred brand

Non-preferred
drugs

Specialty drugs

SO SO SO S0
S0 Mail =~ SO Mail S0 Mail S0 Mail
order order order order
S30 S10 S30 S10
SOMail = SOMail  SOMail = SO Mail
order order order order
S120 S40 $120 S40
$300 $100 $300 $100
N/A 33% N/A 33%

S0 Mail S0 Mail SO Mall

order order order
S30 S10 S30

SOMail  SOMail SO Mail
order order order
$120 S40 $120
$240 S90 $180
N/A 33% N/A

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.

For all Part D insulin products, you will pay no more than $35 per month. For all 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.

Stage 1: Rx Deductible Stage 2: Initial Coverage Stage 3: Catastrophic Coverage

This stage only applies to plans
with a Part D deductible. You stay
in this stage until you have met
your Part D deductible for your
Tier 3, 4, and 5 drugs.

You stay in this stage until your
out-of-pocket costs reach $2,000,
then you move to Stage 3.

In this stage, you pay nothing for
your covered Part D drugs.



Dental, hearing, vision, and more

Flexible Benefit Card
Flex Dental

Over-the-counter
items

Preventive dental

Routine eye exam
(one per year)

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
loss related to
chemotherapy

Non-emergent
medical transportation
(one way)

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

Providence

Medicare Timber +

Rx (HMO)

$225/Every year

$80/Every three
months

SO

SO

$250/Every year

S0
$699-$999
14 days/28 meals
S0

SO

SO

N/A

Providence
Medicare Bridge +
Rx (HMO-POS)

N/A

S65/Every three
months

S0 In-network,
20% Out-of-
network

SO

$250/Every year

S0
$699-$999
14 days/28 meals
SO

SO

SO

N/A

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

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.

Providence

Medicare Choice +

Rx (HMO-POS)

N/A

S30/Every three
months

S0 In-network,
20% Out-of-
network

SO

$250/Every year

S0
$699-5999
14 days/28 meals
SO

SO

SO

N/A

Providence
Medicare Extra +
Rx (HMO)

N/A

$160/Every three
months

SO

SO

$250/Every year

S0
$699-$999
14 days/28 meals
S0

SO

SO

24/Every year



2025 Optional Supplemental Dental Benefits

Out-of- Out-of-
network* network*

Benefits include: Preventive

(See EOC Chapter 4) and Basic Enhanced
Comprehensive Dental
Monthly premium $37.50 $53.50
Annual deductible' S50 $150 $50 $150
Annual maximum $1,000/Every year $1,500/Every year
Waiting periods None None
Provider network Delta Dental Medicare Advantage Delta Dental Medicare Advantage
Out-of-network reimbursement None None
TrTT—— L L et Lo
Bitewing X-rays? 20% 20%
diagnostic Xorays® 0 20% 0 20%
Simple extractions 50% 60% 50% 60%
Basic fillings 30% 60% 30% 60%
Dentures 50% 60% 50% 60%
Crowns and bridges 50% 60% 50% 60%
Oral surgery Not Covered Not Covered 50% 60%
Endodontics (root canals) Not Covered Not Covered 50% 60%
Periodontics (deep cleaning) Not Covered 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 Bitewing or Periapical X-rays - one bitewing series or one bitewing series plus periapical as needed (up to 10) per calendar year
3 Full mouth and Panoramic X-ray - limited to once every 5 years

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.
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Want to learn more?
Here's how to connect with us.

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

1-855-210-1586 (TTY: 711)

8 a.m. to 5 p.m. (Pacific Time) Monday - Friday

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

TheProvidenceAdvantage.com/SA2EnrollGuide
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Medicare made easy

Your health is personal. Your plan should be, too.

For more than 160 years, Providence has set the health and well-

being standard for the community. Our commitment to caring for

the whole self — mind, body, and spirit —is rooted in the idea that

the healthier each of us are, the healthier we all are.

03
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13
14

Medicare 101: Getting Started
Additional Medicare Coverage
Who's Eligible for Original Medicare?
When to enroll in Medicare

More benefits, lower cost

Medicare Prescription Payment Plan
How to Enroli

What to Expect After Enrolling
Frequently Asked Questions

Medicare Advantages

2 TheProvidenceAdvantage.com/SAIEnrollGuide




Medicare 101

Getting Started

Medicare can be hard to understand, but we're here to help.

This guide will tell you about Medicare and help you choose the best option
for you. To start, you must enroll in Original Medicare before you enroll in
Medicare Advantage.

Original Medicare

Original Medicare is basic health coverage from the government.
It has two parts: Part A and Part B.

Part A Part B

Hospital insurance Medical insurance

« Inpatient hospital services + Qutpatient 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 pay
you or your spouse paid Medicare depends on yourincome. The money is usually
taxes for at least 10 years. taken out of your Social Security or Railroad

Retirement Board check.

What’'s not covered?

Original Medicare does not cover 100% of your medical cost. You will still have
to pay about 20% of your medical costs out of your own pocket.

Original Medicare doesn’t

cover services like: With Providence Medicare Advantage

« Rxdrugs - Hearing aids Plans there are no surprises. Your costs
« Dental . Alternative Care are fixed, which means you can feel

« Vision peace of mind knowing you're covered.

TheProvidenceAdvantage.com/SAlEnrollGuide 3



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

Medicare Advantage includes Parts A, B, and sometimes Part D (Prescription
Drug Coverage). It also offers extra benefits and services that Original
Medicare doesn't cover, such as:

« Eyeglasses
« Hearing coverage
« Dental

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 enrollin a Part C plan, you will also continue to pay your Part B premium.

4  TheProvidenceAdvantage.com/SAlEnrollGuide



PartD
Prescription Drug Coverage

Original Medicare doesn't pay for prescription drugs. However, 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 in Part D coverage when you enroll in Original Medicare, you will have
to pay a late enrollment penalty. This penalty is added to your monthly Part D premium
foraslong as you have Part D coverage.

People on lower incomes may qualify for a program called Extra Help to lower your
prescription drug costs and sometimes the 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).

TheProvidenceAdvantage.com/SAlEnrollGuide b



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 b years.

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 yourlocal 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.

6 TheProvidenceAdvantage.com/SAlEnrollGuide


http://SSA.gov/Benefits/Medicare

When to enroll in Medicare

You could face substantial penalties for
not enrolling in Medicare Part B and Part D
when you are first eligible to do so. There
are also very particular time periods and
life circumstances when you can add
additional coverage or make changes to
any coverage you may already have.

The Initial Enroliment Period (IEP)

Your Initial Enrollment Period begins three
months before, and ends three months after,
your 65th birthday month. Coverage can
begin as soon as the first day of the month
you turn 65.

Annual Enrollment Period (AEP) -
October 15th through December 7th

During the Medicare Annual Enroliment
Period you can join, switch, or drop a
Medicare Advantage or Part D prescription
drug plan or apply for a Medicare
Supplement insurance plan. AEP is not

a guaranteed enrollment period for a
Medicare Supplement plan. Medical
underwriting may be required.

Open Enroliment Period (OEP) -
January 1st through March 31st

This period applies only if you're enrolled
in a Medicare Advantage plan. You can
switch from your current Advantage plan
to another Advantage plan (with or without
drug coverage) or to Original Medicare
(with or without a Part D drug plan).

Special Enroliment Period (SEP)

Medicare also provides a Special Enrollment
Period for qualifying life events. Specific dates
vary by the qualifying life event, but generally
you have two full months after the month

of a qualifying event to make plan changes.
During this time, you may join, change, or drop
a Medicare Advantage or Part D prescription
drug plan outside of the Medicare Annual
Enrollment Period without penalty.

Common events that may qualify include:

« Leaving or losing group coverage (example:
active, retiree, or union coverage)

« Moving to anew area

« Qualifying for Extra Help with Part A,
Part B, or Part D drug costs

IMPORTANT

+ Unless you have creditable drug
coverage from an employer, union, VA,
or other means, you must obtain Part D
coverage during your |[EP or you could
incur a late enrollment penalty.

« If you already receive Social Security
benefits, enrollment in Medicare Parts A
and B is automatic.

« If you are under 65 and disabled, you
will automatically be enrolled in Part A
and Part B after your first 24 months of
receiving disability benefits from the
Social Security Administration.

TheProvidenceAdvantage.com/SA1EnrollGuide 7



More benefits, lower
cost. Something extra
for those in need.

Even with additional coverage, Medicare members may still need
more assistance and there are a couple of options to help save
you money, if you qualify. One option is Medicare Extra Help, also
referred to as Low-Income Subsidy (LIS).

Medicare Extra Help overview

Medicare Extra Help, also called Low-Income Subsidy (LIS)is a federal
program that lowers drug and Part D costs, including some plan premiums.
It's available to Medicare members who meet income requirements.

Are you eligible for Extra Help?

@ Each year the Extra Help program updates the requirement levels and if
you are within the specified income limits, you could qualify

@ You can also qualify if you have financial resources (such as money in the
bank, retirement accounts, stocks, or bonds) that are less than the yearly
maximums

Learn more about who can get Extra Help and see if you qualify at
Medicare.gov/ExtraHelp

8 TheProvidenceAdvantage.com/SAlEnrollGuide


http://Medicare.gov/ExtraHelp

Medicare Prescription
Payment Plan

The Medicare Prescription Payment Plan is a new payment option for 2025 that works
with your current drug coverage to help you manage your out-of-pocket Medicare Part
D drug costs by spreading them across the calendar year (January - December).

Each month you'll continue to pay your plan premium (if you have one), and you'll get
a bill from Providence Medicare Advantage Plans to pay for your prescription drugs
(instead of paying the pharmacy). All of our Part D plans offer this payment option,
and participation is voluntary. It doesn’t cost anything to participate in the Medicare
Prescription Payment Plan, and you won't pay any interest or fees on the amount you
owe, even if your payment is late.

Not all members will benefit from this program, if your yearly drug costs are low, you
are eligible for Extra Help, or you get any other support paying for your drugs from
organizations, this payment option is not the best choice for you.

TheProvidenceAdvantage.com/SA1EnrollGuide 9



Providence Medicare Advantage Plans

How to Enroll

We are excited to have you join the Providence community.

There are many ways to enroll in Providence Medicare Advantage Plans.
Choose the way that is easiest for you.

« Enroll online with our secure enrollment form
TheProvidenceAdvantage.com/SAIlEnrollGuide

« Enroll by phone by contacting the Providence Medicare Advantage Plans
Sales Team at 1-833-874-0782 (TTY: 711). Our team is available between
8 a.m. to 5 p.m. (Pacific Time) Monday — Friday.

« Enroll one-on-one by scheduling a meeting with a local agent.

« Enroll via mail or fax by completing an enrollment form and sending to:
Providence Medicare Advantage Plans
P.0. Box 5548
Portland, OR 97228-5548
Fax: 503-574-8653

After you enroll, you will get a letter in the mail saying that
we received your request.

» Medicare’s annual enrollment period is October 15 — December 7.
+ Individuals must have both Part A and Part B to enroll.

10 TheProvidenceAdvantage.com/SA1EnrollGuide
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What to Expect

After Enrolling

=

ID card and welcome guide

You will get your member ID card in the mail 7-10 days after we tell you that
you are enrolled. Separately, you will also receive a welcome guide that has
important information about how to use your plan, where to get care, and
what your benefits are.

Flexible benefit card

If your plan offers flex dental, over-the-counter benefits, and/or health
incentives, you will get a separate envelope with your Flexible Benefit Card
inside. Please don’t throw this card away. If you keep your current Providence
Medicare Advantage plan next year, funds will automatically be added to the
same card. A new card will be sent to you only if you switch your plan.

Confirmation and Rx subsidy

After you fill out and send in your enrollment 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

Your Care Management team will mail you a health survey, called the Health
Risk Assessment within your first 90 days. This will help us understand your
health goals.

Sign up for myProvidence

You can manage your healthcare online 24/7 by visiting myProvidence.com.
You can see your claims history, benefit information, and more. It's secure
and convenient.

TheProvidenceAdvantage.com/SAlEnrollGuide 11
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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 in 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.

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

12 TheProvidenceAdvantage.com/SAlEnrollGuide
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Frequently Asked

Questions

iy

Are my medications covered?

A'list of covered prescriptions can be found in a prescription drug
formulary. This formulary is available online at:
TheProvidenceAdvantage.com/FormularyGuide

If you want a printed copy of the formulary mailed to you, visit the link
above or call the number shown below.

Formularies are only available for Part D prescription drug plans.

Where do | find a provider?

You can find a doctor or pharmacy by using our online directory at
TheProvidenceAdvantage.com/ProviderGuide

If you want a printed copy of the provider directory mailed to you, visit the
link above or call the number shown below.

Who can | call for help?

We're always here to help. Call us at 1-833-874-0782 (TTY: 711)
8 a.m. to 5 p.m. (Pacific Time) Monday — Friday.

TheProvidenceAdvantage.com/SAlEnrollGuide 13
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One plan. Many
advantages.

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
while reaching your health goals.

@ Dental

Delta Dental provides access to a wider network for your dental health. All
Providence Medicare Advantage plans include preventive dental at no cost and
itincludes things like twice yearly exams, x-rays, cleanings and more, at no
cost to you. There are also comprehensive dental plans available for purchase.

Over-The-Counter

/«y You can get an allowance to buy over-the-counter health and wellness items
every quarter. This is available on most plans.

R, Convenient access to medication
[é’

We have a pharmacy network of more than 34,000 pharmacies that you can use
to get your medications. You can get your medications from retail, preferred
retail, mail-order, and specialty pharmacies. We want to make it easy for you to
get the medications you need, and we want to help you save time and money.

+6_6 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.

. @ Hearing Coverage
You can get your hearing checked once a year at no cost to you. If you need
hearing aids, you can get up to two of them each year with a copay.

14 TheProvidenceAdvantage.com/SA1EnrollGuide



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.

Fitness Membership

All plans include a fitness program where 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.

Personal Emergency Response System

You can get help 24/7 by pressing a button. As part of your plan, a professional
will help and come to you if needed.

Meals after a hospital stay

After you leave an inpatient stay at the hospital, as part of your plan, you can
receive two meals a day for 14 days.

TheProvidenceAdvantage.com/SA1EnrollGuide 15
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Notes

To speak with a Providence Medicare Advantage expert, call
1-833-874-0782 (TTY: 711)
8 a.m. to 5 p.m. (Pacific Time) Monday - Friday

&

| > i To explore and sign-up online, visit
TheProvidenceAdvantage.com/SAIEnrollGuide

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.

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

< .
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Pre-Enrollment 3i& Providence

C h e c k 1 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

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

(J 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.

(J 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.

J Review the formulary to make sure your drugs are covered.

Understanding Important Rules

& Inaddition to your monthly plan premium (including $O 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). The Providence Medicare Pine + Rx (HMQ) plan includes a Part B Buydown. The Medicare
Part B Buydown, also known as Part B premium reduction, will reduce your monthly Part B premium by
$16. Providence Medicare Advantage Plans will pay the Social Security Administration (SSA) directly. If
you pay your Part B medical premium through your Social Security benefit, your monthly Social Security
check will increase by $16. If you pay your Part B premium directly to Medicare, your monthly premium
payment will be reduced by S16.

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

QR

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).

(% Our HMO-POS 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. Exceptin
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.

& 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.

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

2025 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 8 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.
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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 +
Rx (HMO-PQOS) - S29 per month

[ ] Providence Medicare Choice +
Rx (HMO-PQOS) - $82 per month

[ ] Providence Medicare Extra +
Rx (HMO) - S161 per month

[ ] Providence Medicare Timber +
Rx (HMO) - SO per month

H9047_2025MK_PHAS01_C MDC-433E 2




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

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

[ ] Basic: $37.50 per month [ ] Do not want Optional Supplemental
[ ] Enhanced: $53.50 per month Dental Plan

*l 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.

Requested Effective Date of Coverage (Optional): / /
(must be first of the month)

First Name Last Name iddle Injtial
OptlonaIS

S R S ( ) -

Birth Date (MM/DD/YYYY) SEX:L_I Male LI Female Phone Number

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

City County (Optional) State ZIP Code

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

Street Address

City State ZIP Code

Your Medicare information:

- ([ _r _ _ _ ____ Y
Medicare Number Hospital (Part A) Medical (Part B)
Effective Date (Optional) Effective Date (Optional)
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OMB No. 0938-1378
Expires: 07/31/2024

Answer these important questions:

Will you have other coverage in addition to Providence Medicare Advantage Plans? " lves | INo

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
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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.

« Byjoining 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 form is voluntary. However,
failure to respond may affect enrollment 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 enrollment in another MA plan (exceptions apply for MA PFFS, MA MSA
plans).

« lunderstand 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.

« 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.

« 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.

/ /
Signature Today’s Date

If you are the authorized representative, sign above and fill out these fields:

Name Address
( ) -

Phone Number Relationship to enrollee
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OMB No. 0938-1378
Expires: 07/31/2024

Section 2 — All fields on this page are optional

because you don't fill them out.

Answering these questions is your choice. You can’t be denied coverage

[ ] Yes, Puerto Rican
[ ] Yes, Cuban

[ ] Yes, Mexican, Mexican American, Chicano/a

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
Spanish origin

[ ] Ichoose not to answer.

What's your race? Select all that apply.
American Indian or Alaska Native
Asian Indian

Black or African American
Chinese

Filipino

Guamanian or Chamorro

oo

[ ] Japanese

[ ] Korean

[ ] Native Hawaiian

[ ] Other Asian

[ ] Other Pacific Islander
[ ] Samoan

[ ] Vietnamese
[] White

[ ] Ichoose not to answer.

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

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

H9047_2025MK_PHAS01_C
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OMB No. 0938-1378
Expires: 07/31/2024

Select one if you want us to send you information in an accessible format.

| | Braille [ | Large print | AudioCD | | DataCD

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 " TvYes [ INo

Email Address

H9047_2025MK_PHAS01_C MDC-433E



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.

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

For individuals helping enrollee with completing
this form only

Complete this section if you're an individual (i.e. agents, brokers, SHIP counselors, family
members, or other third parties) helping an enrollee fill out this form.

Name Relationship to enrollee
Signature National Producer Number (Agents/Brokers only)
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 (MARx)’, 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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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.

[ ] I'am new to Medicare.

[ ] I'am leaving employer or union coverage on
(insert date): / /

[ ] I'recently had a change in my Extra Help
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): / /

[ ] I'am enrolling during the Annual Enroliment
Period (October 15-December 7)

[ ] lamenrolling during a Special Enroliment
Period (insert special enrollment being
used)

[ ] l'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 31or |
recently enrolled in an MA plan during my
Initial Coverage Election Period).

[ ] I'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): / /

[ ] I'recently was released from incarceration.
| was released on
(insert date): / /

[ ] I'recently returned to the United States
after living permanently outside of the U.S.
| returned to the U.S. on
(insert date): / /

H9047_2025MK_PHAS01_C

[ ] Irecently obtained lawful presence status
in the United States. | got this status on
(insert date): / /

[ ] Irecently had a change in my Medicaid
(newly got Medicaid, had a change in level of
Medicaid assistance, or lost Medicaid) on
(insert date): / /

[ ] I'belong to a pharmacy assistance program
provided by my state.

[ ] Irecentlyleft a PACE program on
(insert date): / /

[ ] lam movinginto, 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): / /

[ ] Irecentlyinvoluntarily 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): / /

MDC-433E
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[ ] I'wasenrolledin a plan by Medicare (or my
state)and | want to choose a different plan.
My enrollment in that plan started on
(insert date): / /

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

[ ] Irecently 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): / /

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).

. (- .
& Providence
Medicare Advantage Plans
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2025
Summary
of Benefits

Providence Medicare Timber + Rx (HMO)

January 1, 2025 - December 31, 2025

This plan is available in Columbia, Crook, Deschutes, Hood River, Jefferson, Lane, Marion, Polk, and
Wheeler 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 Timber
+ 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 Columbia, Crook, Deschutes, Hood River, Jefferson, Lane, Marion,
Polk, and Wheeler 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 / 1-800-855-
7100)

+ 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 Timber + 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

$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: $6,000

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

$40 copayment

You pay nothing

$125 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_2025PD_PHA831_M
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Providence Medicare Timber + Rx (HMO)

Benefits

Diagnostic Services/

Hearing
Services

Mental Health

Labs/Imaging

Vision Services Dental Services

Services

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

Therapeutic Radiology
Services?

Outpatient X-rays

Diagnostic Tests and
Procedures?

Lab Services?

Medicare-Covered

Routine Exam

Hearing Aids
Medicare-Covered?

Embedded Preventive

Optional

Medicare-Covered
Exams/Screening

Routine Exam

Medicare-Covered
Eyewear

Routine Eyeglasses or
Contact Lenses

Inpatient Visit?

Outpatient Individual®
and Group Therapy Visit?

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

$225 allowance per calendar year for any dental services of your
choosing

$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

$40 copayment

1 Services may require prior authorization. See the Evidence of Coverage for more information.
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Providence Medicare Timber + 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)

Over-the-Counter ltems

Personal Emergency Response
System (PERS)

Wellness Program

Wig

In-Network

$0 copayment each day for days 1-20 and $214 copayment each
day for days 21-100

$40 copayment
$275 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

$80 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 the Evidence of Coverage for more information.
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Prescription Drug Benefits
Providence Medicare Timber + Rx (HMO)

Prescription Drug Deductible

Tier 1 (Preferred Generic)

Tier 2 (Generic)
Tier 3 (Preferred Brand)

Tier 4 (Non-Preferred Drug)

Tier 5 (Specialty)

Initial Coverage

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)

H9047_2025PD_PHA831_M

Deductible waived

$250

After you pay your yearly deductible, you pay the following until your
total yearly out-of-pocket costs reach $2,000. You may get your drugs

at network retail pharmacies and mail-order pharmacies.

Up to 30 days

$0 copayment

$10 copayment

Mail Order: $0
copayment

$40 copayment
($35 copayment for
insulin)

$100 copayment
($35 copayment for
insulin)

30% of the total cost

Up to 60 days

$0 copayment

$20 copayment

Mail Order: $0
copayment

$80 copayment
($70 copayment for
insulin)

$200 copayment
($70 copayment for
insulin)

Not Covered

MDC-910D

Up to 100 days

$0 copayment

$30 copayment

Mail Order: $0
copayment

$120 copayment
(Preferred Retail:
$105 copayment for
insulin

Mail Order: $95
copayment for
insulin)

$300 copayment
(Preferred Retail:
$105 copayment for
insulin

Mail Order: $95
copayment for
insulin)

Not Covered



Prescription Drug Benefits
Providence Medicare Timber + Rx (HMO)

Standard Retail Cost Sharing

Up to 30 days Up to 60 days
Tier 1 (Preferred Generic) $16 copayment $32 copayment
Tier 2 (Generic) $20 copayment $40 copayment
$47 copayment $94 copayment
Tier 3 (Preferred Brand) ($35 copayment for ($70 copayment for
insulin) insulin)
$100 copayment $200 copayment
Tier 4 (Non-Preferred Drug) ($35 copayment for ($70 copayment for
insulin) insulin)
Tier 5 (Specialty) 30% of the total cost Not Covered

Up to 100 days
$48 copayment

$60 copayment

$141 copayment
($105 copayment for
insulin)

$300 copayment
($105 copayment for
insulin)

Not Covered

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.

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

Catastrophic Coverage through your retail pharmacy and through mail order) reach $2,000,
(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, even if you haven’t paid your deductible. 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, even if you haven’t

paid your deductible.
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Optional Supplemental Dental
Providence Medicare Timber + 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 $37.50 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%
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Optional Supplemental Dental
Providence Medicare Timber + Rx (HMO)

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

Additional $53.50 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 $1,500 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_2025PD_PHA831_M MDC-910D



(- .
3i& Providence
Medicare Advantage Plans

2025
Summary
of Benefits

Providence Medicare Bridge + Rx (HMO-POS)

January 1, 2025 - December 31, 2025

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 / 1-800-855-
7100)

+ 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
check-ups, 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:

In-network: $6,500 Out-of-network: No Maximum
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

$125 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 2025,
referrals are not required for in-network specialists visits and Medicare-covered services.

1 Services may require prior authorization. See the 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., MR, 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 5 $699 copayment per Advanced
T &® Hearing Aids hearing aid or $999 copayment Not covered
per Premium hearing aid
Medicare-Covered? $30 copayment 30% 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 $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 for one routine vision exam
= outin€ Exam (including refraction) per calendar year.
O
‘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 the 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 $214 copayment each
day for days 21-100

$30 copayment

Skilled Nursing Facility (SNF)*

Physical Therapy?*
Ambulancel

Transportation

i 1
MIERIEES (PEis = DI 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

$275 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

$65 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) There is no prescription drug deductible for this plan.

You pay the following until your total yearly out-of-pocket costs reach
$2,000. You may get your drugs at network retail pharmacies and
mail-order pharmacies.

Initial Coverage

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)

H9047_2025PD_PHA832_M

Up to 30 days

$0 copayment

$10 copayment

Mail Order: $0
copayment

$40 copayment
($35 copayment for
insulin)

$100 copayment
($35 copayment for
insulin)

33% of the total cost

Up to 60 days
$0 copayment
$20 copayment

Mail Order: $0
copayment

$80 copayment
($70 copayment for
insulin)

$200 copayment
($70 copayment for
insulin)

Not Covered

MDC-913D

Up to 100 days

$0 copayment

$30 copayment

Mail Order: $0
copayment

$120 copayment
(Preferred Retail:
$105 copayment for
insulin

Mail Order: $95
copayment for
insulin)

$300 copayment
(Preferred Retail:
$105 copayment for
insulin

Mail Order: $95
copayment for
insulin)

Not Covered



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

Standard Retail Cost Sharing

Up to 30 days Up to 60 days Up to 100 days
Tier 1 (Preferred Generic) $16 copayment $32 copayment $48 copayment
Tier 2 (Generic) $20 copayment $40 copayment $60 copayment
$47 copayment $94 copayment $141 copayment
Tier 3 (Preferred Brand) ($35 copayment for ($70 copayment for ($105 copayment for
insulin) insulin) insulin)
$100 copayment $200 copayment $300 copayment
Tier 4 (Non-Preferred Drug) ($35 copayment for ($70 copayment for ($105 copayment for
insulin) insulin) insulin)
Tier 5 (Specialty) 33% of the total cost Not Covered Not Covered

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.

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

Catastrophic Coverage through your retail pharmacy and through mail order) reach $2,000,
(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 $37.50 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_2025PD_PHA832_M MDC-913D



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

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

Additional $53.50 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.

H9047_2025PD_PHA832_M MDC-913D



(- .
3i& Providence
Medicare Advantage Plans

2025
Summary
of Benefits
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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 / 1-800-855-
7100)

+ 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 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

$82

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:

In-network: $5,000 Out-of-network: No Maximum
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

$350 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

$125 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 2025,
referrals are not required for in-network specialists visits and Medicare-covered services.

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 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 $214 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)

Qreriine Leunite) temme and telephonic ordering)

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

$275 copayment

Not covered

20% of the total cost (Insulin cost

share up to $35 per month)

Not covered

$30 allowance every three months (retail card, catalog, online, mail,

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 Choice + Rx (HMO-POS)

Prescription Drug Deductible

Yearly Deductible

(Applies to all tiers) There is no prescription drug deductible for this plan.

You pay the following until your total yearly out-of-pocket costs reach
$2,000. You may get your drugs at network retail pharmacies and
mail-order pharmacies.

Initial Coverage

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)

H9047_2025PD_PHA836_M

Up to 30 days

$0 copayment

$10 copayment

Mail Order: $0
copayment

$40 copayment
($35 copayment for
insulin)

$100 copayment
($35 copayment for
insulin)

33% of the total cost

Up to 60 days
$0 copayment
$20 copayment

Mail Order: $0
copayment

$80 copayment
($70 copayment for
insulin)

$200 copayment
($70 copayment for
insulin)

Not Covered

MDC-912D

Up to 100 days

$0 copayment

$30 copayment

Mail Order: $0
copayment

$120 copayment
(Preferred Retail:
$105 copayment for
insulin

Mail Order: $95
copayment for
insulin)

$240 copayment
(Preferred Retail:
$105 copayment for
insulin

Mail Order: $95
copayment for
insulin)

Not Covered



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

Standard Retail Cost Sharing

Up to 30 days Up to 60 days Up to 100 days
Tier 1 (Preferred Generic) $14 copayment $28 copayment $42 copayment
Tier 2 (Generic) $20 copayment $40 copayment $60 copayment
$47 copayment $94 copayment $141 copayment
Tier 3 (Preferred Brand) ($35 copayment for ($70 copayment for ($105 copayment for
insulin) insulin) insulin)
Tier 4 (Non-Preferred Drug) $100 copayment $200 copayment $300 copayment
Tier 5 (Specialty) 33% of the total cost Not Covered Not Covered

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.

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

Catastrophic Coverage through your retail pharmacy and through mail order) reach $2,000,
(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_2025PD_PHA836_M MDC-912D 7



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 $37.50 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_2025PD_PHA836_M MDC-912D



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

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

Additional $53.50 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_2025PD_PHA836_M MDC-912D
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Medicare Advantage Plans

2025
Summary
of Benefits

Providence Medicare Extra + Rx (HMO)

January 1, 2025 - December 31, 2025

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 / 1-800-855-
7100)

+ 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_2025PD_PHA835_M MDC-911D 2


http://www.providencehealthassurance.com/
http://providencehealthassurance.com/ProviderDirectory
http://providencehealthassurance.com/Formulary
https://www.medicare.gov/

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

$161

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: $4,000

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

$125 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_2025PD_PHA835_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_2025PD_PHA835_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 $214 copayment each
day for days 21-100

$20 copayment
$275 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

$160 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 the Evidence of Coverage for more information.

H9047_2025PD_PHA835_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 out-of-pocket costs reach

$2,000. 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)

H9047_2025PD_PHA835_M

Up to 30 days

$0 copayment

$10 copayment

Mail Order: $0
copayment

$40 copayment
($35 copayment for
insulin)

$90 copayment
($35 copayment for
insulin)

33% of the total cost

Up to 60 days
$0 copayment
$20 copayment

Mail Order: $0
copayment

$80 copayment
($70 copayment for
insulin)

$180 copayment
($70 copayment for
insulin)

Not Covered

MDC-911D

Up to 100 days

$0 copayment

$30 copayment

Mail Order: $0
copayment

$120 copayment
(Preferred Retail:
$105 copayment for
insulin

Mail Order: $95
copayment for
insulin)

$180 copayment
(Preferred Retail:
$105 copayment for
insulin

Mail Order: $95
copayment for
insulin)

Not Covered



Prescription Drug Benefits
Providence Medicare Extra + Rx (HMO)

Standard Retail Cost Sharing

Up to 30 days Up to 60 days Up to 100 days
Tier 1 (Preferred Generic) $12 copayment $24 copayment $36 copayment
Tier 2 (Generic) $20 copayment $40 copayment $60 copayment
$47 copayment $94 copayment $141 copayment
Tier 3 (Preferred Brand) ($35 copayment for ($70 copayment for ($105 copayment for
insulin) insulin) insulin)
$100 copayment $200 copayment $300 copayment
Tier 4 (Non-Preferred Drug) ($35 copayment for ($70 copayment for ($105 copayment for
insulin) insulin) insulin)
Tier 5 (Specialty) 33% of the total cost Not Covered Not Covered

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.

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

Catastrophic Coverage through your retail pharmacy and through mail order) reach $2,000,
(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 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 $37.50 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_2025PD_PHA835_M MDC-911D



Optional Supplemental Dental
Providence Medicare Extra + Rx (HMO)

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

Additional $53.50 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.
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3= Providence

Medicare Advantage Plans ProvidenceMedicareAdvantagePlans.com

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

— 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 enrollment in a plan. Signing this form does NOT obligate you to
enrollin 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 sign above and print below

REPRESENTATIVE'S NAME YOUR RELATIONSHIP TO THE BENEFICIARY

H9047_2025MK_PHAS64_C MDC-619A 8/2024 10F 3
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To be completed by Agent

AGENT NAME

AGENT PHONE NUMBER

BENEFICIARY NAME

BENEFICIARY PHONE NUMBER

BENEFICIARY ADDRESS

INITIAL METHOD OF CONTACT

AGENT'S SIGNATURE

PLAN(S) THE AGENT REPRESENTED DURING THIS MEETING DATE APPOINTMENT COMPLETED

Agent, if the form was not signed by beneficiary at least 48 hours prior, provide explanation why SOA
was not documented prior to the meeting:

*Scope of Appointment documentation is subject to CMS record retention requirements.

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 (PP0O) 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.
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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 .‘—T—'< 1
with Medicare and Oregon Health Plan contracts. Enrollment in L\n PrOVIdence
Providence Health Assurance depends on contract renewal. Medicare Advantage Plans
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IMPORTANT INFORMATION: Official US.

. . Government
2025 Medicare Star Ratings Medicare @ s
InfOHnatiOﬂ CENTERS FOR MEDICARE & MEDICAID SERVICES

Providence Medicare Advantage Plans - H9047

For 2025, Providence Medicare Advantage Plans - H9047 received the following Star Ratings
from Medicare:

Overall Star Rating: * % K ki a1 .
Health Services Rating: A Ak "1% P rQVIdenCC
Drug Services Rating: % Fr o Medicare Advantage Plans

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

Why Star Ratings Are Important

Medicare rates plans on their health and drug services.

The number of stars show how
This lets you easily compare plans based on quality and well a plan performs.
performance.

% % % % % EXCELLENT

% % % % v ABOVE AVERAGE
Feedback from members about the plan's service and care * % % vy AVERAGE

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

Star Ratings are based on factors that include:

% % Yrvrvvr BELOW AVERAGE
* Y vrveve POOR

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
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 800-735-2900 (TTY). Current members please call 800-603-2340 (toll-free) or 711 (TTY).
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& Providence

Medicare Advantage Plans

Notice of Availability of Language Assistance Services
and Aukxiliary Aids and Services

English

ATTENTION: If you speak English, free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 1-800-603-2340 (TTY: 711) or speak
to your provider.”

Espaiol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al 1-800-
603-2340 (TTY: 711) o hable con su proveedor.

Viét (Vietnamese)

LUU Y: Néu ban néi tiéng Viét, ching t6i cung cap mién phi cac dich vu hd
tro ngén nglr. Cac hd tro’ dich vu phu hop dé& cung cép théng tin theo cac
dinh dang dé tiép can ciing dwo'c cung cap mién phi. Vui ldng goi theo sb
1-800-603-2340 (Nguwdi khuyét tat: 711) hoac trao ddi vdi ngudi

cung cép dich vu cua ban.”

H 3 (Chinese-Simplified)

R RS P, WATE RN ERAEE S EIIRS . FATE % iR
HLE YA T HEARS, LAk 252 . Ff 1-800-603-2340
(CAHE: 711) BUEREI RS R R . ~

1 (Chinese- Traditional)

AR REER T BT AR TRt e BB S IR - el DI
S aYEEh T 2B % - DUmfERE S AL &R - SEECEE 1-800-603-2340
(TTY : 711) BREAAVERAEESGR o |

PYCCKWW (Russian)

BHUMAHMWE: Ecnu Bbl rOBOPUTE Ha PYCCKMUI, BaM AOCTYMHbI HecnaaTHble yCayrm
A3bIKOBOW Noaaep»Kkm. COOTBETCTBYHOLLME BCMOMOraTe /ibHble CPeacTBa M yCayrm
Nno NpeaocTaBNeHnto MHGOPMaLMM B AOCTYNHbIX GopMaTax TaKKe
npenocTaBnstoTca becnnatHo. MNo3soHuTe no TenedoHy 1-800-603-2340 (TTY: 711)
MM 06paTUTECH K CBOEMY MOCTABLLMKY YCAYT.
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St=-0{ (Korean)

0|

Fo|: S0 E AZSIAN =B R FE A0 XY MHEAE 0| B5HA =
%aqsr |8 7tsttgdAocz YEEMSst= Mt Ex= 7|7 &
ME|AE 282 M3 E U Cl 1-800-603-2340 (TTY: 711)Ho 2

M =tst 1LPA4H|*X1I+°*I1|01| Z oS A2

yKpaiHcbKka moBa (Ukrainian)

YBATA: AKLLO BM PO3MOB/IAETE YKPAiHCbKa MOBa, BaM AOCTYMNHI HE3KOLWTOBHI MOBHIi
nocnyru. BianosiaHi AonomixkHi 3acobu Ta nocayrm ans HagaHHAa iHdopmallii y
[OCTYNMHUX GopMaTax TaKOXK A0CTYNHi 6e3KoWTOBHO. 3aTenePpoHymnTe 3a HOMEPOM
1-800-603-2340 (TTY: 711) abo 3BepHIiTbLCA A0 CBOro NOCTa4a/ibHUKa».

HZAEE (Japanese)

F ABAREBEHESINDSGGES. BHOEEXBEYV—ERZZHAWEGES . 7
LTI GELAFETESISEBEINT) BRA THEREZRET SO0
WY IEO Y —E XLER TSR AW=FEITFET, 1-800-603-2340
(TTY: 71N ETHBETESW, (X, CFIHDOEEEICTHIHKL

&0y,

(Arabic) 4z _ad)
Jils g 5861 LS Auilaal) 4 galll Baclisall Cladd Sl 8 gid Ay yald) ARl Ehasts il 1Y)t

a5l e Jeail Ulaa L) O g sl (S iy e shaall i 6l dunlia ciladd 5 dacbse
Masall axie ) sl (711) 1- 800-603-2340

M&aNiZSd (Khmer)

UEWRGHSAMNM: [USIOHRASUNW MAnis/ N[y S SWwman
SEANIBADISUEIUEMNY SSW SHIUNAYIRUNMAISWS udgiy]
SHMIBUASEISMUSHRIIRUMGGUIDCNITS SMGIFT S
INWNSASIYNHIN NSNS 1-800-603-2340 (TTY: 711)
USuntisim SR RUIINIUE ™Y

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfliigung. Rufen Sie 1-800-603-2340 (TTY: 711) an oder sprechen
Sie mit Ihrem Provider.”
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(Farsi) ()8

oSS (o 3313 51,3 Lot oians 33 Ol (b Glaside Olods (S s oo 9yl S 1y
OBl 3bas s Job S IB 53 ledol @bl (Slys uslin (Jlesliy lods

s 3 b b Sy oled (711 1ubals) 1-800-603-2340 o)l b . didilys 5990

Frangais (French)

ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits
sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir
des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-603-2340 (TTY : 711) ou parlez a votre
fournisseur. »

Ina (Thai)

wnowe: wnaaldmen v isduiamsanudismdasdunme s wananni
Faflimdosfionasusnsthomdemio IWdoya lustuuuiithdeldlas Lidoa Todne
Tusaluséinsio 1-800-603-2340 (TTY: 711) waausnune [Wusnisvosnns”

Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng
serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na
auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access
na format. Tumawag sa 1-800-603-2340 (TTY: 711) o makipag-usap sa iyong
provider.”

A71CS (Amharic)
TAAL:- ATICT P91.5714 PrE PR7R Lo ATANT 019 LPCNAPL T avl87 (L0

PCAT ATIPLA I PP T8 WIHPT hG AIANPT A7%0- (19 2750 Ndh &TC 1-
800-603-2340 (TTY: 711) LLm-K @LI° A1\ AP NPT £G6-:"

W(Punjabi)

fimrs fe6: 7 3 dardt 982 I, 31 3973 Bet He3 3T AafesT A Qusey
Jetit I | UdaUdl eraiet ffg Aradt Yeis 9da B8 Ba< Ydd Aded
ATUS W3 AETel St He3 g BUBEU gt I | 1-800-603-2340 (TTY: 711) 3
1% A 1/l MU Y31 8518 IS A3 1”
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290 (Laos)

c§LQIV: TIVIVCIMWIZI 290, HESVSNIVFOBOIVWITICLLLCTLE LTI,
Seéo9q0e
NILLSNIVcLLLCTBBTcEVIES LGB WIZLLILSLCCLLTIZILIOCSICTO.
tvmacS 1-800-603-2340 (TTY: 711) § AwHuedloivdnivzeguion.”

3U36MGEL (Armenian)

NFGUNMYNFEBNFL. Brb ununwd Ge hwjGnpGlu, dnwe Yuwnpnn Ge ogundt) IGguywl
wowygniejwl wuydwn dwnwjnipintlltphg: Uwwnstbih allwswihbnny
nGnGywunynipntl inpwdwnptint hwdwwwunwuhuwl odwlnwy dhonglutnu
nL ownuw)nLjntubtpp Ungyuwbu inpwdwnnynud BU wuybwp: 2wlbgwhwnbe 1-
800-603-2340 htnwhunuwhwdwpnd (TTY" 711) Ywd funube Q&n

dwuwnwlwpwnh hGwn:

Lus Hmoob (Hmong)

LUS CEEV TSHWIJ XEEB: Yog hais tias koj hais Lus Hmoob muaj cov kev pab cuam
txhais lus pub dawb rau koj. Cov kev pab thiab cov kev pab cuam ntxiv uas tsim
nyog txhawm rau muab lus ghia paub ua cov hom ntaub ntawv uas tuaj yeem nkag
cuag tau rau los kuj yeej tseem muaj pab dawb tsis xam tus nqgi dab tsi ib yam
nkaus. Hu rau 1-800-603-2340 (TTY: 711) los sis sib tham nrog koj tus kws

muab kev saib xyuas kho mob.”

f&dt (Hindi)

&M & gfq 3y &l aierd g, df 3uds farg F:3[e TN TeTadT ard Suds
BIdl 8 | gAY URET! H S R] Ue $HR- o (o Sugad JeTdd T 3R
Jart t (:Yeb ITT B 1 1-800-603-2340 (TTY: 711) W BT B3 AT

30 UeTall 9 ST HR 1"
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3= Providence

&

Medicare Advantage Plans

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

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

1-855-210-1586 (TTY: 711)
8 a.m. to 5 p.m. (Pacific Time) Monday - Friday

Check us out online for more information or to enroll at

TheProvidenceAdvantage.com/SA2EnrollGuide

H9047_2025MK_PHA822_C  MDC-386E


http://TheProvidenceAdvantage.com/SA2EnrollGuide
https://www.providencehealthplan.com/medicare/medicare-advantage-plans?utm_campaign=_25enrollmentguide_sa2&utm_source=gradb&utm_medium=directmail
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