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SECTION | - INTRODUCTION TO
SUMMARY OF BENEFITS

The benefit information provided is a summary of what we cover and what you pay. It does not list every
service that we cover or list every limitation or exclusion. To get a complete list of services we cover, call us
and ask for the “Evidence of Coverage.” You can also see the Evidence of Coverage on our website,
www.paramounthealthcare.com/medicareplans.

You have choices about how to get your Medicare benefits

e One choice is to get your Medicare benefits through Original Medicare (fee-for-service Medicare).
Original Medicare is run directly by the Federal government.

e Another choice is to get your Medicare benefits by joining a Medicare health plan (such as Paramount
Elite Prevail (HMO-POS)).

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Paramount Elite Prevail (HMO-POS) covers
and what you pay.

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

e |f 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, 7 days a week. TTY users should call 1-877-486-2048.

Sections in this booklet

e Things to Know About Paramount Elite Prevail (HMO-POS).
e Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services.

e Covered Medical and Hospital Benefits.

This document is available in other formats such as Braille and large print.

This document may be available in a non-English language. For additional information, call us at 1-888-740-
5670 (TTY: (888)740-5670).

Things to Know About Paramount Elite Prevail (HMO-POS)

Hours of Operation & Contact Information


https://www.medicare.gov
https://www.medicare.gov
http://www.paramounthealthcare.com/medicareplans

From October 1 to March 31 we’re open 8 a.m. — 8 p.m., 7 days a week.

From April 1 to September 30, we’re open 8 a.m. — 8 p.m., Monday through Friday.
¢ |f you are a member of this plan, call us at 1-833-554-2335, TTY: (888)740-5670.
e If you are not a member of this plan, call us at 1-833-691-3703, TTY: 711.

e QOur website: www.paramounthealthcare.com/medicareplans.

Who can join?

To join Paramount Elite Prevail (HMO-POS), you must be entitled to Medicare Part A, be enrolled in
Medicare Part B, and you must live in our service area. Our service area includes these counties in Michigan:
Branch, Hillsdale, Lenawee, Monroe and Washtenaw.

Our service area includes these counties in Ohio: Allen, Cuyahoga, Defiance, Erie, Fulton, Hardin, Henry,
Huron, Lake, Lorain, Lucas, Medina, Ottawa, Paulding, Putnam, Sandusky, Summit, Williams and Wood.

What do we cover?

Like all Medicare health plans, we cover everything that Original Medicare covers —and more. Some of the
extra benefits are outlined in this booklet.

In addition, we cover Part B drugs including chemotherapy and some drugs administered by your provider.

e You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our
website, http://www.paramounthealthcare.com/medicareplans.

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

If you have any questions about this plan's benefits or costs, please contact Paramount

Elite Medicare Plans

SECTION Il - SUMMARY OF BENEFITS

Paramount Elite Prevail (HMO-POS)

MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR COVERED

SERVICES
Monthly Plan You do not pay a separate monthly plan premium for Paramount Elite Prevail (HMO-
Premium POS). You must continue to pay your Medicare Part B premium.

Deductible Medical Deductible: SO Copay.



http://www.paramounthealthcare.com/medicareplans
http://www.paramounthealthcare.com/medicareplans

Maximum Out-of- | Your yearly limit(s) in this plan:

Pocket J $5,900 for services you receive from in-network providers.

Responsibility If you reach the limit on out-of-pocket costs, you keep getting covered hospital and
medical services and we will pay the full cost for the rest of the year. Please note that
you will still need to pay your monthly premiums and cost-sharing for your Part D
prescription drugs.

Part B Premium $35 per month.

Reduction

COVERED MEDICAL AND HOSPITAL BENEFITS

In-Network:

Days 1-5: $300 Copay per day for each admission.

Inpatient Hospital | Days 6-90: S0 Copay per day.

Our plan covers an unlimited number of days for an inpatient hospital stay.

May require prior authorization.

In-Network:

Outpatient Outpatient Hospital: SO - $200 Copay.

Hospital S0 applies to preventive colonoscopy with polyp removal.
May require prior authorization.
In-Network:

Ambulatory Ambulatory Surgical Center: $0 - $200 Copay.

Surgical Center S0 applies to preventive colonoscopy with polyp removal.

May require prior authorization.

In-Network:
Doctor's Office
Visits

Primary care physician visit: SO Copay.

Specialist visit: $35 Copay.

Primary care physician visit: SO Copay.

Virtual Doctor ) .
Behavioral Health visit: $35 Copay.

In-Network:
Preventive Care

(e.g., flu vaccine,
diabetic
screenings)

S0 Copay for all preventive services covered under Original Medicare at zero cost
sharing.

Any additional preventive services approved by Medicare during the contract year will
be covered.




Emergency Care

In-Network:
$90 Copay per visit.
Worldwide Emergency Coverage: $90 Copay.

You do not pay this amount if you are admitted on the same day with the same
condition to the same facility.

(Emergency, urgent care, and emergency ambulance services outside of the United
States are covered up to a combined maximum of $25,000 each year.)

Urgently Needed
Services

In-Network and Out-of-Network:

S45 Copay per visit.
Worldwide Urgent Coverage: $90 Copay.

(Emergency, urgent care, and emergency ambulance services outside of the United
States are covered up to a combined maximum of $25,000 each year.)

Diagnostic Services
/ Labs/ Imaging

In-Network:
Diagnostic tests and procedures: $10 Copay.
Lab services: SO - $5 Copay.

Diagnostic Radiology Services (such as MRI, CAT Scan): SO Copay - $200 Copay. SO
applies to Diagnostic Mammograms.

X-rays: $10 Copay.

Therapeutic radiology services (such as radiation treatment for cancer): 20%
Coinsurance.

May require prior authorization.

Hearing Services

In-Network:
Exam to diagnose and treat hearing and balance issues: $35 Copay.

Routine hearing exam (up to 1 visit(s) every year): S0 Copay.

Hearing Aid
Coverage

In-Network:

Hearing Aid (up to 2 hearing aids every year): SO Copay, up to a maximum coverage of
S500 per ear per calendar year from NationsHearing.

(SO copay for up to three follow-up visits within the first year of initial fitting date).

Must see a NationsHearing® provider to use the hearing aid benefit.

Dental Services

In-Network:
Covered Preventive Dental Services

e 2 periodic oral exam(s) per calendar year: SO Copay.




e 2 preventive cleaning(s) per calendar year: SO Copay.

e 2 fluoride treatment(s) per calendar year: S0 Copay.

e Up to 4 (one-set) bitewing dental X-ray(s) per calendar year: SO Copay.
Covered Diagnostic and Comprehensive Dental Services

e $2,000 allowance maximum and $50 deductible yearly

e Diagnostic Services: 0% Coinsurance

e Restorative Services: 30% Coinsurance

e Endodontics: 30% Coinsurance

e Periodontics: 30% Coinsurance

e Extractions: 30% Coinsurance

e Other Oral/Maxillofacial Surgery Services: 30% Coinsurance
See your Plan’s Evidence of Coverage (EOC) for full details of your options.

Must use a Paramount Dental Medicare Advantage network provider for all plan
covered dental services.

Vision Services

In-Network:
Exam to diagnose and treat diseases and conditions of the eye: $35 Copay.

Routine eye exam (up to 1 visit(s) every year): SO Copay.

Vision Hardware
Benefit

In-Network:

$200 annual combined maximum eyewear allowance for eyeglass frames and lenses.

Out-of-Network:

$100 annual combined maximum reimbursement for all eyewear.

Eyewear Includes: eyeglass frames and lenses and contacts.

Must use a EyeMed Vision Hardware Provider for Vision Hardware Benefit.




Mental Health
Care

In-Network:

Outpatient Mental Health Care:

Group therapy visit: $35 Copay.
Individual therapy visit: $35 Copay.

Inpatient Psychiatric Hospital:

Days 1-5: $300 Copay per day for each admission.
Days 6-90: SO Copay per day.
Our plan covers an unlimited number of days for an inpatient hospital stay.

Inpatient Psychiatric Hospital may require prior authorization.

Skilled Nursing
Facility (SNF)

In-Network:
Days 1-20: SO Copay per day.
Days 21-100: $188 Copay per day.

May require prior authorization.

Outpatient
Rehabilitation

In-Network:
Occupational therapy visit: $25 Copay.

Physical therapy and speech and language therapy visit: $25 Copay.

May require prior authorization.

Ambulance

In-Network:

Ground Ambulance: $250 Copay per one-way trip.

Air Ambulance: $250 Copay per one-way trip.

Worldwide Emergency Transportation: $90 Copay per one-way trip.
Copays apply to one-way trips for Medicare-covered ambulance services.

(Emergency, urgent care, and emergency ambulance services outside of the United
States are covered up to a combined maximum of $25,000 each year.)

Prior Authorization is only required for Non-Emergency Medicare-covered Services.

Medicare Part B
Drugs

In-Network:
For Part B drugs such as chemotherapy drugs: 20% Coinsurance.
Other Part B drugs: 20% Coinsurance.

May require prior authorization.




SUPPLEMENTAL BENEFIT

Meal Benefit In-Network:
S0 copay for meals.

After you are discharged from an inpatient stay at a hospital or skilled nursing facility,
you qualify for the plan-covered post-discharge meal benefit.

This benefit includes up to 2 meals per day for 14 days after each discharge from an
inpatient hospital/SNF facility up to a maximum benefit of 28 days per calendar year.

Over-the-Counter | In-Network:
(OTC) drugs and
supplies

S0 copay up to plan covered benefit limit of $100* every quarter for covered OTC
items.

OTC items are drugs and health related products that do not need a prescription.

Members are eligible to receive up to $100 per each calendar quarter for the
purchase of covered OTC items.

Members may access their OTC benefits online, via mail order, through phone order,
or at approved retailers via flex card.

If you do not use all your quarterly OTC benefit amount, the remaining balance will

not carry over to the next quarter.

*Please note that this benefit does not apply to your In-Network Out-of-Pocket
Maximum

In-Network:
S0 copay for SilverSneakers®

SilverSneakers® Fitness Program: SilverSneakers® is a health and fitness program
designed for Medicare beneficiaries at all fitness levels. Members have access to
thousands of participating fitness locations across the country that may include
weights and machines plus group exercise classes led by trained instructors at select

SilverSneakers®

locations. Classes help improve flexibility, balance, endurance, and energy. Members
can also access online education on SilverSneakers.com, which includes SilverSneakers
LIVE™ virtual classes, workout videos on SilverSneakers On-Demand™ or download
the SilverSneakers GO™ fitness app for additional workout ideas.



http://SilverSneakers.com

Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If you
have any questions, you can call and speak to a customer service representative at 1-833- 691-3703, TTY: 711.

Understanding the Benefits

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
www.paramounthealthcare.com/medicareplans or call 1-833- 691-3703, TTY: 711 to view a copy of
the EOC.

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.

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.

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

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

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2024.

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).

Effects on current coverage.



http://www.paramounthealthcare.com/medicareplans

Mulb-Language Insert
Multi-language Interpreter Services

English: We have free interprater services to answer any guestions you may have
about our health or drug plan. To get an interpreter, just call us at [1-833-554-
2335]. Someone who speaks English/Language can help you. This is a free
service.

Spanish: Tenemos servicios de intérpraete sin costo alguno para responder
cualguier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al [1-833-554-2335]. Alguien que
hable espaiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandann: Fi[ 1121120080 E RS . FBhERTE X THERZE WA 8 EE 9.
IREEE ERE IS, EEE 1-833-554-2335, 89T IEARIERESEME, 28
_Iﬁ%&.ﬂﬁ%o

Chinese Cantonese: # §1 3510 FREEEMFRIG T RETF R RER]. S EFEFHEH e Be08EEF IR
5. W0EEREMRTS. SFEE 1-833-554-2335, FMEhIe A BAREELSRMER. E 2
— AR EIER.

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-
833-554-2335]. Maaar kayvong tulungan ng isang nakakapagsalita ng

Tagalog. Ito ay libreng serbisyo.

Fremch: Nous proposons des services gratuits d'interprétation pour répondre 3
toutes vos questions relatives a notre régime de sante ou d'assurance-
meadicaments. Pour accéder au service d'interprétation, 1l vous suffit de nous
appeler au [1-B33-554-2335]. Un intedocuteur parlant Francais pourra vous
aider. Ce service est gratuit.

Vietnamese: Ching tdi co dich vu théng dich mién phi d8 trd 1&i cdc cdu hoi va
chu'ong sic khoe va chu'ong trinh thudc men. NE8u qui vi c3n thdng dich vién xin
gol [1-833-554-2235] 58 co nha3n vién ndi ti€ng ViEt gidp 48 gui vi. B3y 13 dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Thren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter [1-833-554-2335]. Man wird Thnen dort auf Deutsch weiterhelfen. Disser
Service ist kostenlos.

i o ey
Form CMS-10802
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Korean: 22l 2| BEH = 4F E3o &3t dEd 23 E2]17 28 45 HHA2S
AEEtD P& UTHL EQ MUl AF 02518 A5 [1-833-554-2335]¥ 22 224
FHA2, TIHE St @At el EE AU 0] MH|AE 2R FEEULH

Russian: ECnM ¥ BaC BOSHWKHYT BOMPOCh! OTHOCHTENLHO CTPaXOBOTD MNK
MEAWMKAMEHTHOMO NNaHa, Bbl MOMETE BOCMONLI0B3TECA HalWKMMKM DECNNaTHBIMK
YCAYraMy NepesoiyrKos. YTobel BOCNONE30BaTECA YCNYTaMKM NepesoduKa,
MOZBOHWTE HamM no TenedoHy [1-833-554-2335]. BaM oka¥eT NoMOLWs COTPYAHKWE,
KOTOPLIW roBOpHT No-pycckK. JadHan yonyra DecnnaTtHas.

Tl dsys Jam f dasally slendlaf o o 220 ddnall g gl o el clacs a3 1s) zArabic
St le pasd a s [1-833-554-2335] o W Juatl g alile al o0 58 pn da o ] sl
Aafns Baos o3a Baelisar Ao gl

Hindi: S91 WY 07 2491 ©1 Oie & g § H0d feodl Ui 9y & ofde o & o8 T3 OF 9o

FUTETT FaTl Jua= §. TF gUIEH] Ui &4 & W0, &9 59 [1-833-554-2335) W BF $<. Tl5
dfed ol fe=<l diwal § 09! Heg @< 99l §. 98 0P i a1 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitaric e farmaceutico. Per un interprete,
contattare il numero [1-833-554-2335]. Un nostro incaricato che parla Ttalianowvi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacdo gratuitos para responder a
gualquer guestdo gue tenha acerca do nosso plano de sadde ou de medicacdo.
Para obter um intérprete, contacte-nos através do ndmero [1-833-554-2335]. Ird
encontrar alguém gue fale o idioma Portugués para o ajudar. Este servigo &
gratuito.

French Creole: Mou genyen sévis entéprét gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entéprét, jis
rele nou nan [1-833-554-2335]. Yon moun ki pale Kreydl kapab ede w. Sa a se
yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug tlumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekdw. Aby skorzystac z pomocy ttumacza znajgceago jezyvk polski, nalezy
zadzwonif pod numer [1-833-554-2335]. Ta ustuga jest bezplatna.

Japanese: Hit o R MRS FERMAAFESS BT 2 0Bz EFL T34
iz, BEoIERy— & UE T £7, iBERE Az ik,
[1-833-554 2335 & FEeF e b, BFEFFIABIFERELREL £7, A EER
H—= Ezd,

[
I &
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MNotice of Nondiscrimination and Accessibility: Discrimination is Against the Law

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

Paramount Elite provides:

= Free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other

formats)

» Free language services to people whose primary language 1s not English, such as:
o Qualified interpreters

o Information written in other languages

If you need these services, contact Paramount Elite at 833-554-2335. If you cannot hear or speak well, please call
BEB-T740-5670 (TTY). Paramount Elite is available from §:00 a.m. to 8:00 p.m. EST, Monday through Friday.
From October 1* through March 31%, we are available 8:00 a.m. to 8:00 p.m. EST seven days per weck.

If vou believe that Paramount Elite has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex. you can file a grievance with Paramount Elite:

Address: Paramount Elite
300 Madison Avenue
Suate 270
Toledo, OH 43604

Altcrnate in Person 650 Beaver Creck
Delivery Address: Suite 100
Maumee, OH 43537

Telephone: 833-554-2335 (TTY uscrs call 8388-740-5670)
Fax: 419-B87-2047
Email: Paramount. MemberServicesi@ ProbMedica.org

You can file a gnevance in person or by phone, mail, fax, or email. If you need help filing a grievance,
Paramount Elite is available to help you.

You can also file a civil rights complaint with the U.5. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
httpsocrportal hhs goviecr/portaldobby. jsf, or by mail or phone at:

U.S. Department of Health and Human Services,

200 Independence Avenue SW

Room 509F, HHH Building

Washington, DC 20201

1-300-368-1019, 1-800-537-7697 (TDD)
Complaint forms are available at htipwww hbs govocrioffice/file/index. htmi



mailto:Paramount.MemberServices@ProMedica.org
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://hhs.gov/ocr/office/file/index.html

THANK YOU

Connect with us

Contact Information : 1-833- 691-3703, TTY: 711
Organization Name: Paramount Elite Medicare Plans

Organization website: paramounthealthcare.com/medicareplans



http://paramounthealthcare.com/medicareplans
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