2024 Summary of Benefits

This is a summary of drug and health services covered by Banner Medicare Advantage Plus PPO, January 1,
2024 - December 31, 2024.

The benefit information provided is a summary of what we cover and what you pay. It does not list every
service that we cover or list every limitation or exclusion. The Evidence of Coverage (EOC) provides a
complete list of services we cover. You can see it online at www.BannerHealth.com/MA or you can call our
Customer Care Center for help.

Hours of Operation

You can call us from 8 a.m. to 8 p.m., seven days a week.

How to Contact Us

If you are a member of this plan, call toll-free (844) 549-1859, TTY 711.

If you are not a member of this plan, call toll-free (844) 556-7685, TTY 711.
Our website: www.BannerHealth.com/MA.

Who Can Join?

To join Banner Medicare Advantage Plus, you must be entitled to Medicare Part A, be enrolled in Medicare
Part B, and live in our service area. Our service area includes the following counties in Arizona: Maricopa,
Pima, Pinal, Santa Cruz, and Yuma.

Which Doctors, Hospitals, and Pharmacies Can | Use?

Banner Medicare Advantage Plus has a network of doctors, hospitals, pharmacies, and other providers.
Banner Medicare Advantage Plus members have the option of using in-network or out-of-network providers.
Out-of-network providers may have higher copayments or coinsurance than our in-network providers.

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs.

You can see our plan’s provider directory and pharmacy directory on our website: www.BannerHealth.com/MA.
Or call us, and we will send you a copy of the provider directory and pharmacy directory.

What Do We Cover?

Like all Medicare health plans, we cover everything that Original Medicare covers — however, we cover even
more.

e Our plan members get all of the benefits covered by Original Medicare.
e Our plan members also get more than what is covered by Original Medicare.
e Some of the extra benefits are outlined in this booklet.

We cover Part D drugs. In addition, we cover Part B drugs such as chemotherapy and some drugs
administered by your provider.

¢ You can see the complete plan formulary (list of Part D prescription drugs) and any
restrictions on our website at www.BannerHealth.com/MA.

e Or call us, and we will send you a copy of the formulary.



Tips For Comparing Your Medicare Choices

This Summary of Benefits booklet gives you a summary of what Banner Medicare Advantage
Plus covers and what you pay.

¢ If you want to compare our plan with other Medicare health plans, ask the other plans for
their Summary of Benefits booklet, or use the Medicare Plan Finder on www.medicare.gov

¢ If you want to know more about the coverage and costs of Original Medicare, look in your
current Medicare & You handbook. View it online at www.medicare.gov, or get a 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.

Banner Medicare Advantage Plus PPO has a contract with Medicare. Enroliment depends on contract renewal.

Out-of-network/non-contracted providers are under no obligation to treat Plan members, except in
emergency situations. Please call our Customer Care Center or see the Evidence of Coverage for
more information.

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

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Monthly Plan Premium

$20 per month.

You must continue to pay
your Medicare Part B
premium.

$20 per month.

You must continue to pay
your Medicare Part B
premium.

$20 per month.

You must continue to pay
your Medicare Part B
premium.

Deductible

$0 plan deductible.

$0 plan deductible.

$0 plan deductible.

Maximum Out-of-
Pocket Responsibility

$4,350 annual out-of-
pocket limit for services
you receive from in-
network providers.

$8,700 combined annual
out-of-pocket limit for
services you receive from
in-network and out-of-
network providers.

$4,350 annual out-of-
pocket limit for services
you receive from in-
network providers.

$8,700 combined annual
out-of-pocket limit for
services you receive from
in-network and out-of-
network providers.

$4,350 annual out-of-
pocket limit for services
you receive from in-
network providers.

$8,700 combined annual
out-of-pocket limit for
services you receive from
in-network and out-of-
network providers.

Inpatient Hospital
Coverage**

Per benefit period*:

In-Network:

Days 1-5: $275
copayment per day,
Days 6-90: $0
copayment per day.

Out-of-Network:
Days 1-90: 40%
coinsurance per day.

Per benefit period*:

In-Network:

Days 1-5: $275
copayment per day,
Days 6-90: $0
copayment per day.

Out-of-Network:
Days 1-90: 40%
coinsurance per day.

Per benefit period*:

In-Network:

Days 1-5: $275
copayment per day,
Days 6-90: $0
copayment per day.

Out-of-Network:
Days 1-90: 40%
coinsurance per day.

Outpatient Hospital
Coverage
(Medicare-covered)**

In-Network:

$250 copayment per
visit.

Out-of-Network:

40% coinsurance per
visit.

In-Network:

$250 copayment per
visit.

Out-of-Network:

40% coinsurance per
visit.

In-Network:

$250 copayment per
visit.

Out-of-Network:

40% coinsurance per
visit.

Ambulatory Surgery
Center Services
(Medicare-covered)**

In-Network:

$250 copayment per
visit.

Out-of-Network:

40% coinsurance per
visit.

In-Network:

$250 copayment per
visit.

Out-of-Network:

40% coinsurance per
visit.

In-Network:

$250 copayment per
visit.

Out-of-Network:

40% coinsurance per
visit.




Premiums and
Benefits

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Doctor Visits
(Medicare-covered)

o Primary care

o Specialists**

In-Network:
$0 copayment per visit.

Out-of-Network:

$35 copayment per visit.

In-Network:

$30 copayment per visit.

Out-of-Network:

$70 copayment per visit.

In-Network:
$0 copayment per visit.

Out-of-Network:

$35 copayment per visit.

In-Network:

$30 copayment per visit.

Out-of-Network:

$70 copayment per visit.

In-Network:
$0 copayment per visit.

Out-of-Network:
$35 copayment per visit.

In-Network:
$30 copayment per visit.

Out-of-Network:
$70 copayment per visit.

Preventive Care
(Medicare-covered)

o Annual physical
exam

In-Network:
$0 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

Our plan covers many
preventive services. Any
additional preventive
services approved by
Medicare during the
contract year will be
covered.

In-Network:
$0 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$0 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

Our plan covers many
preventive services. Any
additional preventive
services approved by
Medicare during the
contract year will be
covered.

In-Network:
$0 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$0 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

Our plan covers many
preventive services. Any
additional preventive
services approved by
Medicare during the
contract year will be
covered.

In-Network:
$0 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

Emergency Care

$90 copayment per visit.

If you are admitted to the
hospital within 24 hours,
your copayment is
waived.

$90 copayment per visit.

If you are admitted to the
hospital within 24 hours,
your copayment is
waived.

$90 copayment per visit.

If you are admitted to the
hospital within 24 hours,
your copayment is
waived.

Urgently Needed
Services

$0 copayment per visit.

$0 copayment per visit.

$0 copayment per visit.




Premiums and

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Benefits
Diagnostic
Services/Labs/
Imaging
(Medicare-covered)**
o Diagnostic In-Network: In-Network: In-Network:
radiology $125 copayment per $125 copayment per $125 copayment per
service (such visit. visit. visit.
as MRI, CT Out-of-Network: Out-of-Network: Out-of-Network:
scans) 40% coinsurance per 40% coinsurance per 40% coinsurance per

o Lab services

o Diagnostic tests
and procedures

o Outpatient
X-rays

o Therapeutic
radiology
services (such
as radiation
treatment for
cancer)

visit.

In-Network:

$10 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$10 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$20 copayment per visit.

Out-of-Network:

$27 copayment per visit.

In-Network:

$60 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

visit.

In-Network:

$10 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$10 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$20 copayment per visit.

Out-of-Network:

$27 copayment per visit.

In-Network:

$60 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

visit.

In-Network:
$10 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$10 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$20 copayment per visit.

Out-of-Network:
$27 copayment per visit.

In-Network:
$60 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.




Premiums and

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Benefits
Hearing Services
o Medicare- In-Network: In-Network: In-Network:
covered $0 copayment per visit. $0 copayment per visit. $0 copayment per visit.

hearing exam

o Routine hearing
exam

o Routine
Hearing Aid
Fitting/
Evaluation

o Hearing aids

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$0 copayment per visit,
once per calendar year.

Out-of-Network:

40% coinsurance per
visit, once per calendar
year.

In-Network:
$0 copayment per visit,
once per calendar year.

Out-of-Network:

40% coinsurance per
visit, once per calendar
year.

In-Network:
$0 copayment for
hearing aid(s).

Out-of-Network:
40% coinsurance for
hearing aid(s).

Hearing Aids (all types) —
$1,000 coverage limit
every year, both ears
combined. Covers
hearing aids, repairs,
maintenance parts and
fitting fees. Any cost
above $1,000 is your
responsibility, additional
hearing aids are not
covered.

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$0 copayment per visit,
once per calendar year.

Out-of-Network:

40% coinsurance per
visit, once per calendar
year.

In-Network:
$0 copayment per visit,
once per calendar year.

Out-of-Network:

40% coinsurance per
visit, once per calendar
year.

In-Network:
$0 copayment for
hearing aid(s).

Out-of-Network:
40% coinsurance for
hearing aid(s).

Hearing Aids (all types) —
$1,000 coverage limit
every year, both ears
combined. Covers
hearing aids, repairs,
maintenance parts and
fitting fees. Any cost
above $1,000 is your
responsibility, additional
hearing aids are not
covered.

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$0 copayment per visit,
once per calendar year.

Out-of-Network:

40% coinsurance per
visit, once per calendar
year.

In-Network:
$0 copayment per visit,
once per calendar year.

Out-of-Network:

40% coinsurance per
visit, once per calendar
year.

In-Network:
$0 copayment for
hearing aid(s).

Out-of-Network:
40% coinsurance for
hearing aid(s).

Hearing Aids (all types) —
$1,000 coverage limit
every year, both ears
combined. Covers
hearing aids, repairs,
maintenance parts and
fitting fees. Any cost
above $1,000 is your
responsibility, additional
hearing aids are not
covered.




Premiums and

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Benefits
Dental Services
o Medicare- In-Network: In-Network: In-Network:
covered dental | 0% coinsurance per 0% coinsurance per 0% coinsurance per
services visit. visit. visit.

o Preventive
Dental Services

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$0 copayment per visit.
Out-of-Network:

40% coinsurance per
visit.

e Office visit includes
combined exam and
cleaning

e Oral exam:1 every 6
months (2 per
calendar year)

¢ Cleaning:1 every 6
months (2 per
calendar year)

e Fluoride treatment: 1
treatment per
calendar year

e Dental x-ray(s): up to
1 set of bitewing x-
rays every 12 months

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$0 copayment per visit.
Out-of-Network:

40% coinsurance per
visit.

e Office visit includes
combined exam and
cleaning

o Oral exam:1 every 6
months (2 per
calendar year)

¢ Cleaning:1 every 6
months (2 per
calendar year)

e Fluoride treatment: 1
treatment per
calendar year

e Dental x-ray(s): up to
1 set of bitewing x-
rays every 12 months

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$0 copayment per visit.
Out-of-Network:

40% coinsurance per
visit.

e Office visit includes
combined exam and
cleaning

e Oral exam:1 every 6
months (2 per
calendar year)

e Cleaning:1 every 6
months (2 per
calendar year)

e Fluoride treatment: 1
treatment per
calendar year

e Dental x-ray(s): up to
1 set of bitewing x-
rays every 12 months




Premiums and
Benefits

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Optional Supplemental
Benefits —
Comprehensive
Dental**

$28.50 additional monthly
premium.

Coverage limit of $1,000
every year for
comprehensive dental
services.

Any cost above $1,000 is
your responsibility.

See below for more
details on the Optional
Supplemental Dental
Benefit.

$28.50 additional monthly
premium.

Coverage limit of $1,000
every year for
comprehensive dental
services.

Any cost above $1,000 is
your responsibility.

See below for more
details on the Optional
Supplemental Dental
Benefit.

$28.50 additional monthly
premium.

Coverage limit of $1,000
every year for
comprehensive dental
services.

Any cost above $1,000 is
your responsibility.

See below for more
details on the Optional
Supplemental Dental
Benefit.




Premiums and

. Maricopa & Pinal Pima & Santa Cruz Yuma
Benefits
Vision Services
o Medicare- In-Network: In-Network: In-Network:
covered eye $0 copayment per visit $0 copayment per visit $0 copayment per visit
exam (including annual (including annual (including annual
glaucoma screening). glaucoma screening). glaucoma screening).
Out-of-Network: Out-of-Network: Out-of-Network:
50% coinsurance per 50% coinsurance per 50% coinsurance per
visit. visit. visit.
o Medicare- In-Network: In-Network: In-Network:
covered $0 copayment for $0 copayment for $0 copayment for
eyewear Medicare-covered Medicare-covered Medicare-covered

o Routine eye
exam

o Supplemental
eyewear

eyeglasses or contact
lenses after cataract
surgery.

Out-of-Network:
40% coinsurance per
pair.

In-Network:

$0 copayment for annual
routine eye (eye
refraction) exam.
Out-of-Network:

40% coinsurance for
annual routine eye exam.

In-Network:
$0 copayment for routine
eyewear.

Out-of-Network:
40% coinsurance per
pair.

$200 coverage limit for
eyewear. Eyeglasses
(lenses and frames) are
limited to one pair every
year and contact lenses
are unlimited every year.
Any cost above $200 is
your responsibility.

eyeglasses or contact
lenses after cataract
surgery.

Out-of-Network:
40% coinsurance per
pair.

In-Network:

$0 copayment for annual
routine eye (eye
refraction) exam.
Out-of-Network:

40% coinsurance for
annual routine eye exam.

In-Network:
$0 copayment for routine
eyewear.

Out-of-Network:
40% coinsurance per
pair.

$200 coverage limit for
eyewear. Eyeglasses
(lenses and frames) are
limited to one pair every
year and contact lenses
are unlimited every year.
Any cost above $200 is
your responsibility.

eyeglasses or contact
lenses after cataract
surgery.

Out-of-Network:
40% coinsurance per
pair.

In-Network:

$0 copayment for annual
routine eye (eye
refraction) exam.
Out-of-Network:

40% coinsurance for
annual routine eye exam.

In-Network:
$0 copayment for routine
eyewear.

Out-of-Network:
40% coinsurance per
pair.

$200 coverage limit for
eyewear. Eyeglasses
(lenses and frames) are
limited to one pair every
year and contact lenses
are unlimited every year.
Any cost above $200 is
your responsibility.




Premiums and
Benefits

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Mental Health Services
(Medicare-covered)**

o Inpatient visit

o Outpatient
individual and
group therapy
visit

Per benefit period*:

In-Network:

Days 1-5: $275
copayment per day,
Days 6-90: $0
copayment per day.

Out-of-Network:

Days 1-90: 40%
coinsurance per day.

In-Network:
$30 copayment per
individual or group visit.

Out-of-Network:
$40 copayment per
individual or group visit.

Per benefit period*:

In-Network:

Days 1-5: $275
copayment per day,
Days 6-90: $0
copayment per day.

Out-of-Network:

Days 1-90: 40%
coinsurance per day.

In-Network:
$30 copayment per
individual or group visit.

Out-of-Network:
$40 copayment per
individual or group visit.

Per benefit period*:

In-Network:

Days 1-5: $275
copayment per day,
Days 6-90: $0
copayment per day.

Out-of-Network:

Days 1-90: 40%
coinsurance per day.

In-Network:
$30 copayment per
individual or group visit.

Out-of-Network:
$40 copayment per
individual or group visit.

Skilled Nursing Facility
(Medicare-covered)**

Per benefit period*:

In-Network:

Days 1-20: $0
copayment per day
Days 21-100: $178
copayment per day.

Out-of-Network:
Days 1-100: $195
copayment per day.

Per benefit period*:

In-Network:

Days 1-20: $0
copayment per day
Days 21-100: $178
copayment per day.

Out-of-Network:
Days 1-100: $195
copayment per day.

Per benefit period*:

In-Network:

Days 1-20: $0
copayment per day
Days 21-100: $178
copayment per day.

Out-of-Network:
Days 1-100: $195
copayment per day.

Rehabilitation Services
(Medicare-covered)**

o Occupational
therapy visit

o Physical
therapy and
speech and
language
therapy visit

In-Network:
$40 copayment per visit.

In-Network:
$40 copayment per visit.

In-Network:
$40 copayment per visit.

In-Network:
$40 copayment per visit.

In-Network:
$40 copayment per visit.

In-Network:
$40 copayment per visit.




Premiums and
Benefits

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Rehabilitation Services
(Medicare-covered)**
(continued)

o Occupational,

Out-of-Network:

Out-of-Network:

Out-of-Network:

(Medicare-covered)

Medicare-covered ground
or air transport.

Cost sharing applies to
each one-way trip.

Medicare-covered ground
or air transport.

Cost sharing applies to
each one-way trip.

physical 40% coinsurance per 40% coinsurance per 40% coinsurance per
therapy, and visit. visit. visit.
speech and
language
therapy visit
Ambulance $250 copayment for $250 copayment for $250 copayment for

Medicare-covered ground
or air transport.

Cost sharing applies to
each one-way trip.

Transportation (non-
emergent)

Not covered.

Not covered.

Not covered.

Medicare Part B
Drugs™*

In-Network:
0% to 20% coinsurance

for chemotherapy drugs.

Out-of-Network:
40% coinsurance.

In-Network:
0% to 20% coinsurance
for other Part B drugs.

Out-of-Network:
40% coinsurance.

In-Network:
0% to 20% coinsurance

for chemotherapy drugs.

Out-of-Network:
40% coinsurance.

In-Network:
0% to 20% coinsurance
for other Part B drugs.

Out-of-Network:
40% coinsurance.

In-Network:
0% to 20% coinsurance

for chemotherapy drugs.

Out-of-Network:
40% coinsurance.

In-Network:
0% to 20% coinsurance
for other Part B drugs.

Out-of-Network:
40% coinsurance.

* A benefit period begins the day you go into a hospital or skilled nursing facility (SNF). The benefit period ends
when you haven'’t received any inpatient hospital care (or skilled care in a SNF) for 60 days in a row. If you go
into a hospital or a skilled nursing facility after one benefit period has ended, a new benefit period begins.

There is no limit to the number of benefit periods.

Services with ** may require your provider to obtain prior authorization from the plan.




Prescription Benefits

As shown below, there are “drug payment stages” for your Medicare Part D prescription drug coverage under
Banner Medicare Advantage Plus. How much you pay for a drug depends on which of these stages you are in
at the time you get a prescription filled or refilled. You may get drugs from an out-of-network pharmacy at the
same cost as an in-network pharmacy. Please call us or access our Evidence of Coverage online at
www.BannerHealth.com/MA.

PRESCRIPTION DRUG BENEFITS

Prescription Drug Stages Maricopa, Pima, Pinal, Santa Cruz & Yuma
Deductible Stage There is no deductible for Banner Medicare Advantage Plus.
Initial Coverage Stage Since this plan does not have a deductible, you begin in the Initial

Coverage Stage. During the Initial Coverage Stage, the plan pays its
share of the cost of your drugs, and you pay your share of the cost
until your total yearly drug costs reach $5,030. Total yearly drug costs
are the total drug costs paid by both you and Medicare Insurer. You
may get your drugs at network retail pharmacies and mail order
pharmacies.

Coverage Gap Stage You will pay a $0 copay for Tier 1 drugs in this stage.

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

After you enter the coverage gap, you pay 25% of the plan’s cost for
covered brand name drugs and 25% of the plan’s cost for covered
generic drugs until your costs total $8,000, which is the end of the
coverage gap. Not everyone will enter the coverage gap.

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




Initial Coverage Stage — Banner Medicare Advantage Plus

Every drug on the plan’s Drug List is in one of 5 cost-sharing tiers. In general, the higher the cost-sharing tier
number, the higher your cost for the drug.

This chart shows your share of the cost when you get a one-month supply of a covered Part D prescription

drug:

TIER Maricopa, Pima, Pinal, Santa Cruz & Yuma

Standard retail cost sharing | Long-term care (LTC) Out-of-network cost sharing
cost sharing

Tier 1: $0 copayment $0 copayment $0 copayment

Preferred

Generic

Tier 2: $5 copayment $5 copayment $5 copayment

Generic

Tier 3: $35 copayment for insulin | $35 copayment for insulin | $35 copayment for insulin

Preferred drugs and $47 copayment | drugs and $47 copayment | drugs and $47 copayment

Brand for all other drugs on this | for all other drugs on this | for all other drugs on this
tier tier tier

Tier 4: $35 copayment for insulin | $35 copayment for insulin | $35 copayment for insulin

Non-Preferred
Brand

drugs and $100
copayment for all other
drugs on this tier

drugs and $100
copayment for all other
drugs on this tier

drugs and $100
copayment for all other
drugs on this tier

Tier 5:
Specialty

33% coinsurance

33% coinsurance

33% coinsurance




Your share of the cost when you get a long-term (90-day) supply of a covered Part D prescription drug:

Preferred Generic

TIER Maricopa, Pima, Pinal, Santa Cruz & Yuma
Standard retail cost sharing Standard mail order cost sharing
Tier 1: $0 copayment $0 copayment

Preferred Brand

$141 copayment for all other drugs on
this tier

Tier 2: $15 copayment $10 copayment
Generic
Tier 3: $105 copayment for insulin drugs and | $105 copayment for insulin drugs and

$141 copayment for all other drugs on
this tier

Tier 4:

Non-Preferred Brand

$105 copayment for insulin drugs and
$300 copayment for all other drugs on
this tier

$105 copayment for insulin drugs and
$300 copayment for all other drugs on
this tier

Tier 5:
Specialty

A long-term supply is not available for
drugs in Tier 5.

Mail order is not available for drugs in
Tier 5.

Coverage Gap Stage — Banner Medicare Advantage Plus
Standard Retail & Mail Order Cost-Sharing

MARICOPA, PIMA, PINAL, SANTA CRUZ & YUMA

TIER DRUGS ONE-MONTH SUPPLY THREE-MONTH SUPPLY
COVERED

Tier 1: All $0 copayment $0 copayment

Preferred

Generic




OTHER BENEFITS

Premiums and Benefits

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Outpatient Substance
Abuse

In-Network:

$30 copayment per
individual or group visit.

Out-of-Network:

$70 copayment per
individual or group visit.

In-Network:

$30 copayment per
individual or group visit.

Out-of-Network:

$70 copayment per
individual or group visit.

In-Network:

$30 copayment per
individual or group visit.

Out-of-Network:

$70 copayment per
individual or group visit.

Cardiac Rehabilitation &
Intensive Cardiac
Rehabilitation

In-Network:

$20 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$20 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$20 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

Foot Care
(podiatry services)**

o Medicare-covered
foot exams and
treatment

In-Network:

$30 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$30 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$30 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

Chiropractor Visits

o Medicare-
covered**
o Routine

In-Network:

$20 copayment per visit.

Out-of-Network:

$70 copayment per visit.

In-Network:

$35 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

6 routine visits per
calendar year.

In-Network:

$20 copayment per visit.

Out-of-Network:

$70 copayment per visit.

In-Network:

$35 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

6 routine visits per
calendar year.

In-Network:
$20 copayment per visit.

Out-of-Network:
$70 copayment per visit.

In-Network:
$35 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

6 routine visits per
calendar year.

Home Health Care

In-Network:
$0 copayment per visit.

Out-of-Network:
50% coinsurance per
visit.

In-Network:
$0 copayment per visit.

Out-of-Network:
50% coinsurance per
visit.

In-Network:
$0 copayment per visit.

Out-of-Network:
50% coinsurance per
visit.




OTHER BENEFITS

Premiums and Benefits Maricopa & Pinal Pima & Santa Cruz Yuma
Medical Equipment/
Supplies (Medicare-
covered)**
o Durable Medical In-Network: In-Network: In-Network:

Equipment (e.g.,
wheelchairs,
oxygen)

o Prosthetics (e.g.,

braces, artificial
limbs)

o Diabetes supplies

20% coinsurance.

Out-of-Network:
50% coinsurance.

In-Network:
20% coinsurance.

Out-of-Network:
50% coinsurance.

In-Network:
0% coinsurance for

Medicare-covered
diabetic supplies.

20% coinsurance for
Medicare-covered
therapeutic shoes.

Out-of-Network:
40% coinsurance for

Medicare-covered
diabetic supplies.

40% coinsurance for
Medicare-covered
therapeutic shoes.

20% coinsurance.
Out-of-Network:

50% coinsurance.

In-Network:
20% coinsurance.

Out-of-Network:
50% coinsurance.

In-Network:
0% coinsurance for

Medicare-covered
diabetic supplies.

20% coinsurance for
Medicare-covered
therapeutic shoes.

Out-of-Network:
40% coinsurance for

Medicare-covered
diabetic supplies.

40% coinsurance for
Medicare-covered
therapeutic shoes.

20% coinsurance.
Out-of-Network:

50% coinsurance.

In-Network:
20% coinsurance.

Out-of-Network:
50% coinsurance.

In-Network:

0% coinsurance for
Medicare-covered
diabetic supplies.
20% coinsurance for
Medicare-covered
therapeutic shoes.

Out-of-Network:
40% coinsurance for

Medicare-covered
diabetic supplies.

40% coinsurance for
Medicare-covered
therapeutic shoes.

Diabetes Self-
Management Training

In-Network:

$0 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:

$0 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.

In-Network:
$0 copayment per visit.

Out-of-Network:
40% coinsurance per
visit.




OTHER BENEFITS

Premiums and Benefits

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Meals

In-Network:
$0 copayment per meal.

Out-of-Network:
40% coinsurance per
meal.

For members discharged
from an inpatient hospital
or Skilled Nursing Facility
(SNF) stay, up to 12
meals delivered to the
member’'s home.

In-Network:
$0 copayment per meal.

Out-of-Network:
40% coinsurance per
meal.

For members discharged
from an inpatient hospital
or Skilled Nursing Facility
(SNF) stay, up to 12
meals delivered to the
member’s home.

In-Network:
$0 copayment per meal.

Out-of-Network:
40% coinsurance per
meal.

For members discharged
from an inpatient hospital
or Skilled Nursing Facility
(SNF) stay, up to 12
meals delivered to the
member’s home.

Silver&Fit® Fitness
Benefit

In-Network:
$0 copayment for fitness
classes/kits.

Out-of-Network:
40% coinsurance for
fithess benefits.

Fitness classes/fitness
kits provided by
Silver&Fit.

Silver&Fit is one of the
largest and most diverse
healthy aging and
exercise programs
nationally, which focuses
on:

e Fitness center
membership
program

¢ Digital fitness video
program with home
fitness tools

e Healthy aging
program.

In-Network:
$0 copayment for fitness
classes/kits.

Out-of-Network:
40% coinsurance for
fitness benefits.

Fitness classes/fitness
kits provided by
Silver&Fit.

Silver&Fit is one of the
largest and most diverse
healthy aging and
exercise programs
nationally, which focuses
on:

e Fitness center
membership
program

¢ Digital fitness video
program with home
fithess tools

e Healthy aging
program.

In-Network:
$0 copayment for fitness
classes/Kkits.

Out-of-Network:
40% coinsurance for
fitness benefits.

Fitness classes/fitness
kits provided by
Silver&Fit.

Silver&Fit is one of the
largest and most diverse
healthy aging and
exercise programs
nationally, which focuses
on:

e Fitness center
membership
program

¢ Digital fitness video
program with home
fithess tools

e Healthy aging
program.




OTHER BENEFITS

Premiums and Benefits

Maricopa & Pinal

Pima & Santa Cruz

Yuma

Nurse Advice Line —
Nurse On Call

In-Network:

$0 copayment for health
care advice, 24 hours a
day, 7 days a week, from
a nursing professional to
help answer your
immediate health care
questions.

Out-of-Network:
40% coinsurance for
nurse advice line.

In-Network:

$0 copayment for health
care advice, 24 hours a
day, 7 days a week, from
a nursing professional to
help answer your
immediate health care
questions.

Out-of-Network:
40% coinsurance for
nurse advice line.

In-Network:

$0 copayment for health
care advice, 24 hours a
day, 7 days a week, from
a nursing professional to
help answer your
immediate health care
questions.

Out-of-Network:
40% coinsurance for
nurse advice line.

Worldwide Emergency
Care

$90 copayment per visit.

$25,000 coverage limit

$90 copayment per visit.

$25,000 coverage limit

$90 copayment per visit.

$25,000 coverage limit

Telehealth Services

In-Network:

$0-$40 copayment per
visit.

Out-of-Network:

PCP - $35 copayment
per visit

Urgent Care - $0
copayment per visit
Specialists - $70
copayment per visit
Other Professionals - $70
copayment per visit
Mental Health - $40
copayment per visit
OT - 40% coinsurance
per visit

PT/ST - 40%
coinsurance per visit

In-Network:

$0-$40 copayment per
visit.

Out-of-Network:

PCP - $35 copayment
per visit

Urgent Care - $0
copayment per visit
Specialists - $70
copayment per visit
Other Professionals - $70
copayment per visit
Mental Health - $40
copayment per visit
OT - 40% coinsurance
per visit

PT/ST - 40%
coinsurance per visit

In-Network:

$0-$40 copayment per
visit.

Out-of-Network:

PCP - $35 copayment
per visit

Urgent Care - $0
copayment per visit
Specialists - $70
copayment per visit
Other Professionals - $70
copayment per visit
Mental Health - $40
copayment per visit
OT - 40% coinsurance
per visit

PT/ST - 40%
coinsurance per visit

Colorectal Cancer
Screening

$25 Healthy Benefits
reward for annual
completion during plan
benefit year.

$25 Healthy Benefits
reward for annual
completion during plan
benefit year.

$25 Healthy Benefits
reward for annual
completion during plan
benefit year.

Breast Cancer Screening

$25 Healthy Benefits
reward for annual
completion during plan
benefit year.

$25 Healthy Benefits
reward for annual
completion during plan
benefit year.

$25 Healthy Benefits
reward for annual
completion during plan
benefit year.




Banner Medicare Advantage Plus offers an opportunity to customize your care with an optional supplemental
dental benefits package. You can enroll in this optional supplemental dental benefits package when you enroll
in our plan or during the Annual Election Period. If you have questions, you can call us at (844) 549-1859, TTY
711, 8 a.m. to 8 p.m., seven days a week.

OPTIONAL SUPPLEMENTAL BENEFITS - COMPREHENSIVE DENTAL

Premiums and Benefits

Maricopa, Pima, Pinal, Santa Cruz & Yuma

Additional Monthly
Premium

$28.50

Annual Benefit Maximum

$1,000 every year

Annual Deductible

$0

Restorations — In & Out of
Network**

20% coinsurance - Amalgam and Resin fillings, resin infiltration of incipient
smooth surface lesion, inlays or onlays, protective restorations, Recement or re-
bond inlay, onlay, partial restoration, crown

50% coinsurance - Crowns, core build-up, pin retention-per tooth, post and
core, each additional post, crown repair necessitated by restorative material
failure

Endodontics — In & Out of
Network™**

50% coinsurance - Pulpotomy and gross pulpal debridement of tooth, root
canals and retreatment of previous root canal; Apicoectomy/Periradicular
surgery and retrograde filling

Periodontics - In & Out of
Network**

50% coinsurance - Gingivectomy/gingivoplasty, gingival flap procedure,
osseous surgery, clinical crown lengthening; Periodontal scaling and root
planing, full mouth debridement

Extractions — In & Out of
Network**

20% coinsurance - Extractions and coronectomy

50% coinsurance - Oralantral fistula closure, primary closure of a sinus
perforation, Alveoloplasty, Vestibuloplasty, Removal of lateral exostosis (maxilla
or mandible), removal of Torus Palantinus, Reduction of osseous tuberosity,
removal of torus mandibularis, Frenulectomy, frenuloplasty, excision of
hyperplastic tissue, excision of periocornal gingiva

Prosthodontics, Other
Oral/Maxillofacial Surgery,
Other Services — In & Out
of Network**

20% coinsurance - Adjustments, repairs, repair base or framework or replace
missing or broken tooth or clasp, add tooth, add clasp on dentures, rebase and
reline dentures, tissue conditioning

50% coinsurance - Removable dentures-complete, partial, immediate,
overdentures, fixed partial dentures-pontics and retainers, retainer crowns

Covered dental services are subject to conditions, limitations, exclusions, and maximums. Please see the
Evidence of Coverage for details.

Network dentists have agreed to provide services at an in-network rate. If you see a network dentist, you can’t
be billed more than the in-network rate.

Please contact our Customer Care Center for benefit details or go online to www.BannerHealth.com/MA.
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Banner Medicare Advantage Plus PPO
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may
have about our health or drug plan. To get an interpreter, just call us at 1-

844-549-1859, TTY 711. Someone who speaks English/Language can help

you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o
medicamentos. Para hablar con un intérprete, por favor llame al 1-844-549-
1859, TTY 711. Alguien que hable espafiol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: B (L0 2R (i 55, &S DD iR 24 5 T (dt e oo 245 PRI v 41 1]
Bt A, IR SRR 5%, 1E I H 1-844-549-1859, TTY 711, HAIRyvh S TAF
NG RERSIE, Xt T iks.

Chinese Cantonese: .h\%ﬁdf‘ﬂﬂ’]f@fﬁﬁ%%%r’\T Efr A RER], 2ttt e f Y
WeE ks, mEMENRYS, HE0E 1-844-549-1859, TTY 711, M0y A A
AR UERE D), @E*IE%%EEIM

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang
masagot ang anumang mga katanungan ninyo hinggil sa aming planong
pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika,
tawagan lamang kami sa 1-844-549-1859, TTY 711. Maaari kayong
tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre
a toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-844-549-1859, TTY 711. Un interlocuteur parlant Francais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chung tdi c6 dich vu théng dich mién phi dé tra 18i cac cau hoi
vé chudng suc khoe va chuang trinh thuéc men. Néu qui vi can théng dich
vién xin goi 1-844-549-1859, TTY 711 s€ c6 nhan vién noi ti€ng Viét giup dg
qui vi. bay la dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-844-549-1859, TTY 711. Man wird Ihnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: JAl= 95 B = oFF Bgof 33k Ao g3 =glux 15 59
AU A~ S A gl A5 E%ﬂ MH| A2 o] &3¢ A3} 1-844-549-1859, TTY
711 Ho 2 Folg] FAA Q. 3=o]E 3= FddA7F 2o =2 AJ Y}, o]

AU 2= FR2 gy
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Russian: Ecnu y BaCc BO3HUKHYT BOMPOCHlI OTHOCUTESIbHO CTPax0oBOro uau
MeAMKaMeHTHOro nnaHa, Bbl MOXeTe BOCMNO0/1b30BaTbCs HaWMMK 6ecnnaTHbIMK
ycnyramm nepesoaymkoB. YTob6bl BOCMONb30BATLCA yC/yraMm nepeBoavmnKka,
Nno3BOHUTE HaM no TenedoHy 1-844-549-1859, TTY 711. Bam okaxeT
MOMOLLb COTPYAHUK, KOTOPbIN FOBOPUT NO-pycCkn. [laHHasa ycnyra
becnnatHas.

490 Jsan ol Aaually Gl Aliud 61 (e e Apilaal) (55l aa jiall Ciledd 2385 Uil : Arabic
.1-844-549-1859, TTY 711 e L Juai¥l (s s clle (ud 5558 panyie e Jsanll Ll
:\.u\;.a:t.qd; oda _cline Liway :\:u)d\ &_\Jaﬁguua;.&e}s%m

Hindi: BHR TR 31 &dl &1 YIS & SR # 31uah fobeit 4 U3 & Sfare & & for gaR
T YU gHITRT TaTd Iuds €. Teh g U o’ & oy, 99 89 1-844-549-1859,
%TY711 IR B B, Plg A il fgwal SIedl g MUD! AGE HR bl 8. I8 U Jud Ial

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un
interprete, contattare il numero 1-844-549-1859, TTY 711. Un nostro
incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio
gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para
responder a qualquer questao que tenha acerca do nosso plano de saude ou
de medicacdo. Para obter um intérprete, contacte-nos através do nimero 1-
844-549-1859, TTY 711. Ird encontrar alguém que fale o idioma Portugués
para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou
ta genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon
entepret, jis rele nou nan 1-844-549-1859, TTY 711. Yon moun ki pale
Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktory pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1-844-549-1859, TTY 711. Ta usfuga
jest bezptatna.

Japanese: il O FE (HHELRIR & HN LI T s BT A SHEMICBEZT 5
FeH 2, MERLOERY —E 20BN T TS nFE T, MiRE THMIC % 5121,
1-844-549-1859, TTY 711 I BEEC 728 wvv, HAEZFT A FE » YR W2 L 7,
ZNnizERoY— v 2T,

H7273 MKpdl13224 C
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