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This is a summary of drug and health services covered in the
BSW SeniorCare Advantage HMO-POS plan, offered by
Baylor Scott & White Health Plan.

Summary of Benefits

January 1, 2024 - December 31, 2024

BSW SeniorCare Advantage HMO-POS is offered by Baylor Scott & White Health Plan, a Medicare
Advantage organization with a Medicare contract. Enroliment in BSW SeniorCare Advantage
depends on contract renewal with Medicare.

This booklet gives you 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, refer to
the Evidence of Coverage, available on our website at BSWHealthPlan.com/Medicare by

October 15, 2023.

Tips for comparing your Medicare choices

This Summary of Benefits gives you a summary of what BSW SeniorCare Advantage HMO-POS
covers and what you pay.

If you want to compare our plan with other Medicare plans, ask the other plans for their Summary
of Benefits booklets. Or, use the Medicare Plan Finder on https://www.medicare.qgov.

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 https://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.

Things to know about BSW SeniorCare Advantage HMO-POS

If you are a member of this plan, you can call us toll free at 1-866-334-3141 or TTY 711,

October 1 through March 31 from 7 a.m. — 8 p.m., seven days a week (excluding major holidays);
and April 1 through September 30 from 7 a.m. — 8 p.m., Monday through Friday (excluding major
holidays).

If you are not a member of this plan, you can call us toll free at 1-800-782-5068 or TTY 711,
October 1 through March 31 from 8 a.m. — 8 p.m., seven days a week (excluding major
holidays); and April 1 through September 30 from 8 a.m. — 5 p.m., Monday through Friday
(excluding major holidays).

Our website: BSWHealthPlan.com/Medicare

This document is available in other formats such as large print. The document may be available
in a non-English language.

Who can join?

To join BSW SeniorCare Advantage HMO-POS, you must have Medicare Part A and Medicare
Part B, and live in our service area. Our service area includes these counties in Texas: Bastrop,

Bell, Blanco, Bosque, Brazos, Burleson, Burnet, Caldwell, Colorado, Coryell, Erath, Falls, Fayette,
Freestone, Gillespie, Gonzales, Grimes, Hamilton, Hill, Lampasas, Lee, Leon, Limestone, Llano,
McLennan, Madison, Milam, Mills, Robertson, San Saba, Somervell, Washington, and Williamson.


https://BSWHealthPlan.com/Medicare
https://www.medicare.gov
https://www.medicare.gov
https://BSWHealthPlan.com/Medicare

What is the service area for Central Texas

BSW SeniorCare Advantage HMO-POS?
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The counties in the service area
are listed below:
Bastrop, Bell, Blanco, Bosque, Brazos,
Burleson, Burnet, Caldwell, Colorado, “};‘}"‘
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San Saba, Somervell, Washington, Williamson
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Which doctors, hospitals, and pharmacies can | use?

BSW SeniorCare Advantage HMO-POS has a network directory of doctors, hospitals, pharmacies, and
other providers that can be found on our website at BSWHealthPlan.com/Medicare. You must use
network providers and pharmacies for covered services, unless authorized by the Plan.

What do we cover?
Like all Medicare health plans, we cover everything that Original Medicare covers — and more.

* Our plan members get all of the benefits covered by Original Medicare. For some of these benefits,
you may pay more in our plan than you would in Original Medicare. For others, you pay less.

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

BSW SeniorCare Advantage HMO-POS covers Medicare Part B and Part D drugs. Certain limitations may
apply.


https://BSWHealthPlan.com/Medicare

Premiums and Benefits

Select

Preferred

Premium

Monthly Plan Premium

With Part D prescription
drug coverage

Without Part D
prescription drug
coverage

You must continue to pay
your Medicare Part B
Premium.

You pay $0 per month.

You pay $0 per month.

BSW SeniorCare
Advantage Select
(HMO-POS) without
Part D prescription drug
coverage pays $50
toward your Part B
premium. This reduction
is applied on your Social
Security check. For
questions about Social
Security, please contact
or go to ssa.gov for
more information.

You pay $135 per
month.

You pay $83 per month.

BSW SeniorCare
Advantage Preferred
(HMO-POS) without
Part D prescription drug
coverage pays $50
toward your Part B
premium. This reduction
is applied on your Social
Security check. For
questions about Social
Security, please contact
or go to ssa.gov for
more information.

You pay $243 per
month.

You pay $199 per
month.

BSW SeniorCare
Advantage Premium
(HMO-POS) without
Part D prescription drug
coverage pays $50
toward your Part B
premium. This reduction
is applied on your Social
Security check. For
questions about Social
Security, please contact
or go to ssa.gov for
more information.

Deductible

You pay $0.

You pay $0.

You pay $0.

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

With Part D prescription
drug coverage

Without Part D
prescription drug
coverage

You pay $5,800
annually.

You pay $5,900
annually.

You pay $4,600
annually.

You pay $4,500
annually.

You pay $4,800
annually.

You pay $4,500
annually.

Inpatient Hospital*

Days 1 - 6: $325 copay
each day per stay.
Days 7 - 90: $0 copay
each day per stay.

$700 copay per stay.

$100 copay per stay.

Outpatient Hospital*

Ambulatory Surgery
Center

Outpatient Hospital
Services

You pay $250 copay per
visit.

You pay $325 copay per
visit.

You pay $100 copay per
visit.

You pay $15 copay per
visit.

You pay $0 copay per
visit.

You pay $0 copay per
visit.

*Prior Authorization is required.
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Premiums and Benefits

Select

Preferred

Premium

Doctor Visits

Primary Care
Providers

Specialist

You pay $0 copay per
visit.

You pay $25 copay per
visit.

You pay $0 copay per
visit.

You pay $25 copay per
visit.

You pay $0 copay per
visit.
You pay $0 copay per
visit.

Preventive Care

You pay $0 copay.

You pay $0 copay.

You pay $0 copay.

Emergency Care

If you are admitted to the
hospital within 24 hours,
for the same condition,
the copay is waived.

You pay $100 copay per
visit.

You pay $100 copay per
visit.

You pay $90 copay per
visit.

Urgently Needed
Services

If you are admitted to the
hospital within 24 hours,
for the same condition,
the copay is waived.

You pay $50 copay per
visit.

You pay $40 copay per
visit.

You pay $40 copay per
visit.

Diagnostic
Services/Labs/Imaging*

Diagnostic Tests and
Procedures

Lab Services

Diagnostic Radiology
Services (e.g. MR,
CAT Scan)

Outpatient X-Rays

You pay $0 copay.

You pay $0 copay.

You pay $75 - $300
copay.

You pay $0 copay.

You pay $0 copay.

You pay $0 copay.

You pay $0 - $15 copay.

You pay $0 copay.

You pay $0 copay.

You pay $0 copay.

You pay $0 copay.

You pay $0 copay.

Hearing Services

Medicare-covered
Hearing Exam

Routine Hearing
Exam

Limited to one exam
each year.

You pay $40 copay per
Medicare-covered
hearing exam.

You pay $0 copay per
exam.

You pay $15 copay per
Medicare-covered
hearing exam.

You pay $0 copay per
exam.

You pay $0 copay per
Medicare-covered
hearing exam.

You pay $0 copay per
exam.

*Prior Authorization is required.




Premiums and Benefits

Select

Preferred

Premium

Hearing Aids

With Part D prescription
drug coverage

Without Part D
prescription drug
coverage

$1,500 allowance
toward the purchase of
hearing aids every three
years.

$1,000 allowance
toward the purchase of
hearing aids every three
years.

$1,000 allowance
toward the purchase of
hearing aids every three
years.

$1,000 allowance
toward the purchase of
hearing aids every three
years.

$1,000 allowance
toward the purchase of
hearing aids every three
years.

$1,000 allowance
toward the purchase of
hearing aids every three
years.

Dental Services

Preventive Dental

Oral Exams:

One exam every six
months.

Prophylaxis
(Cleaning):

One cleaning every six
months.

Dental X-Rays:

One full mouth X-ray
every 60 months.

One bite-wing X-ray
every 12 months.

Yearly Benefit
Maximum:

Comprehensive Dental
Services

Non-routine Services:

One non-routine
service every six
months.

0% cost-sharing for
problem-focused urgent
or emergent exam and
periapical X-rays
(problem-focused X-
rays).

In-Network and Out-of-
Network Combined

$0 copay for each
preventive oral exam.

$0 copay for each
preventive cleaning.

$0 copay for each
preventive X-ray.

$3,500 for all preventive
and comprehensive
dental services.

0% - 50% coinsurance
for each non-routine
service.

In-Network and Out-of-
Network Combined

$0 copay for each
preventive oral exam.

$0 copay for each
preventive cleaning.

$0 copay for each
preventive X-ray.

$3,500 for all preventive
and comprehensive
dental services.

0% - 50% coinsurance
for each non-routine
service.

In-Network and Out-of-
Network Combined

$0 copay for each
preventive oral exam.

$0 copay for each
preventive cleaning.

$0 copay for each
preventive X-ray.

$3,500 for all preventive
and comprehensive
dental services.

0% - 50% coinsurance
for each non-routine
service.

*Prior Authorization is required.




Premiums and Benefits

Select

Preferred

Premium

Dental Services
(continued)

Other services
rendered, such as
fillings, endodontics
services, and
periodontics are
covered at 50%.

Diagnostic Services:

Up to eight periapical
X-rays per visit.

Restorative Services:

One set of dentures
every five years
covered at 100%.

One filling every 24
months covered at
100%.

One crown/inlays/
onlays/bridges/implants
(one per tooth position)
every 10 years covered
at 50%.

Endodontics:

One root canal per
tooth per lifetime.

Periodontics:

One periodontal
surgery every 36
months.

Periodontal
maintenance up to four
times every calendar
year.

One scaling and root
planing every 24
months.

Extractions:
Unlimited.

$0 copay for each
diagnostic service.

0% - 50% coinsurance
for each restorative
service.

50% coinsurance for
each endodontics
service.

50% coinsurance for
each periodontics
service.

$0 copay for each
extraction service.

$0 copay for each
diagnostic service.

0% - 50% coinsurance
for each restorative
service.

50% coinsurance for
each endodontics
service.

50% coinsurance for
each periodontics
service.

$0 copay for each
extraction service.

$0 copay for each
diagnostic service.

0% - 50% coinsurance
for each restorative
service.

50% coinsurance for
each endodontics
service.

50% coinsurance for
each periodontics
service.

$0 copay for each
extraction service.

*Prior Authorization is required.




Premiums and Benefits

Select

Preferred

Premium

Dental Services
(continued)

Prosthodontics,
Other
Oral/Maxillofacial
Surgery, Other
Services:

0% - 50% coinsurance
for each prosthodontics
and other
oral/maxillofacial
surgery service.

0% - 50% coinsurance
for each prosthodontics
and other
oral/maxillofacial
surgery service.

0% - 50% coinsurance
for each prosthodontics
and other
oral/maxillofacial
surgery service.

One set of dentures
through prosthodontist
every five calendar
years covered at
100%.

Bridges covered
through prosthodontist
once every 10
calendar years at
50%.

Benefits for dental
services are administered
and paid by Metropolitan
Life Insurance Company.
Exclusions and
limitations apply. See the
Evidence of Coverage for
full details on the dental
benefit.

If a covered service is
performed by an out-of-
network dentist, we will
base the benefit on the
covered percentage of
the maximum allowed
charge.

Out-of-network dentists
may charge more than
the maximum allowed
charge. If an out-of-
network dentist performs
a covered service, you
will be responsible for
paying:

e any other part of the
maximum allowed
charge for which we
do not pay benéefits;
and

*Prior Authorization is required.



Premiums and Benefits

Select

Preferred

Premium

Dental Services
(continued)

e any amount in excess
of the maximum
allowed charge
charged by the out-
of-network dentist.

Vision Services
Eyewear

With Part D prescription
drug coverage

Without Part D
prescription drug
coverage

Routine Eye Exam

$150 allowance toward
the purchase of eyewear
each year.

$125 allowance toward
the purchase of eyewear
each year.

You pay $0 copay for
one routine eye exam
per year.

$125 allowance toward
the purchase of eyewear
each year.

$125 allowance toward
the purchase of eyewear
each year.

You pay $0 copay for
one routine eye exam
per year.

$125 allowance toward
the purchase of eyewear
each year.

$125 allowance toward
the purchase of eyewear
each year.

You pay $0 copay for
one routine eye exam
per year.

Mental Health Services

Inpatient*®

Outpatient Individual
or Group Therapy

Days 1 - 5: $318 copay
each day per stay.
Days 6 - 90: $0 copay
each day per stay.

You pay $30 copay per
visit.

$700 copay per stay.

You pay $15 copay per
visit.

$100 copay per stay.

You pay $0 copay per
visit.

Skilled Nursing Facility
(SNF) Care*

Days 1 - 20: $0 copay
each day.

Days 21 - 100: $200
copay each day.

Days 1 - 20: $0 copay
each day.

Days 21 - 100: $50
copay each day.

Days 1 - 20: $0 copay
each day.

Days 21 - 100: $15
copay each day.

Physical Therapy

Occupational
Therapy

Physical Therapy
and Speech and
Language Therapy *

You pay $35 copay per
visit.

You pay $35 copay per
visit.

You pay $25 copay per
visit.

You pay $25 copay per
visit.

You pay $10 copay per
visit.

You pay $10 copay per
visit.

*Prior Authorization is required.




Premiums and Benefits

Select

Preferred

Premium

Ambulance Service

Ground Ambulance

With Part D prescription
drug coverage

Without Part D
prescription drug
coverage

Air Ambulance

With Part D prescription
drug coverage

Without Part D
prescription drug
coverage

You pay $300 copay.

You pay $265 copay.

You pay $300 copay.

You pay $265 copay.

You pay $75 copay.

You pay $75 copay.

You pay $75 copay.

You pay $75 copay.

You pay $40 copay.

You pay $40 copay.

You pay $40 copay.

You pay $40 copay.

Transportation
(Additional Routine)

You pay $0 copay for up
to 24 one-way trips per
year, or 12 round trips

up to 50 miles each way.

You pay $0 copay for up
to 24 one-way trips per
year, or 12 round trips
up to 50 miles each
way.

You pay $0 copay for up
to 24 one-way trips per
year, or 12 round trips
up to 50 miles each
way.

Medicare Part B
Prescription Drugs

Chemotherapy Drugs

Prior Authorization may
be required.

Step Therapy may be
required.

Other Part B Drugs

Prior Authorization may
be required.

Step Therapy may be
required.

You pay no more than
$35 for a one-month
supply of covered
insulin when used in an
insulin pump.

You pay 0% - 20%
coinsurance.

You pay 0% - 20%
coinsurance.

You pay 0% - 20%
coinsurance.

You pay 0% - 20%
coinsurance.

You pay 0% - 20%
coinsurance.

You pay 0% - 20%
coinsurance.

*Prior Authorization is required.




Premiums and Benefits

Select

Preferred

Premium

Wellness Program (e.g.
fitness)

Silver and Fit is a fitness
program that provides
members with a
complimentary gym
membership at
participating gyms in
your area. This benefit is
at no additional cost to
you.

Silver and Fit is a fitness
program that provides
members with a
complimentary gym
membership at
participating gyms in
your area. This benefit is
at no additional cost to
you.

Silver and Fit is a fitness
program that provides
members with a
complimentary gym
membership at
participating gyms in
your area. This benefit
is at no additional cost
to you.

Home Health Care*

You pay $0 copay per
visit.

You pay $0 copay per
visit.

You pay $0 copay per
visit.

Foot Care (Podiatry
Services)

Medicare-covered foot
exams and treatment.

You pay $40 copay per
visit.

You pay $15 copay per
visit.

You pay $0 copay per
visit.

Telehealth Services -
PCP, Specialist, and
Individual or Group
Sessions for Psychiatric
Services

You pay $0 copay per
visit.

You pay $0 copay per
visit.

You pay $0 copay per
visit.

meals per hospital
discharge to home; limit
three discharges per
year.

meals per hospital
discharge to home; limit
three discharges per
year.

Opioid Treatment You pay $45 copay per | You pay $15 copay per | You pay $0 copay per
Service* visit. visit. visit.
Meal Benefit You pay $0 copay for 14 [You pay $0 copay for 14 | You pay $0 copay for 14

meals per hospital
discharge to home; limit
three discharges per
year.

Over-the-Counter Items

With Part D prescription
drug coverage

Quarterly $50 swipe and
save allowance toward
over-the-counter items
such as medicine, or
products related to eye
care, wellness, or
personal care.

Quarterly $30 swipe and
save allowance toward
over-the-counter items
such as medicine, or
products related to eye
care, wellness, or

personal care.

Quarterly $30 swipe and
save allowance toward
over-the-counter items
such as medicine, or
products related to eye
care, wellness, or
personal care.

*Prior Authorization is required.




prescription drug

save allowance toward

save allowance toward

Premiums and Benefits Select Preferred Premium
Over-the-Counter Items
(continued)

Without Part D Quarterly $30 swipe and | Quarterly $30 swipe and | Quarterly $30 swipe and

save allowance toward

Emergency Care

Urgent Care

Emergency/Urgent
Transportation

Yearly Benefit
Maximum

You pay $0 copay per
visit.
You pay $0 copay per

visit.

You pay $0 copay per
trip.

$5,000 maximum plan
benefit coverage
amount.

You pay $0 copay per
visit.
You pay $0 copay per

visit.

You pay $0 copay per
trip.

$5,000 maximum plan
benefit coverage
amount.

coverage over-the-counter items over-the-counter items over-the-counter items

such as medicine, or such as medicine, or such as medicine, or
products related to eye | products related to eye | products related to eye
care, wellness, or care, wellness, or care, wellness, or
personal care. personal care. personal care.

Worldwide

Emergency/Urgent

Services

You pay $0 copay per
visit.
You pay $0 copay per

visit.

You pay $0 copay per
trip.

$5,000 maximum plan
benefit coverage
amount.

*Prior Authorization is required.

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.

Referrals and Authorizations
Referrals from your primary provider for services are not required; however, many services require prior
authorization. For complete details, refer to the Evidence of Coverage, available on our website at

BSWHealthPlan.com/Medicare by October 15, 2023.



https://BSWHealthPlan.com/Medicare

Outpatient Prescription Drugs

BSW SeniorCare Advantage Select Rx (HMO-POS)

Deductible

$0.

Initial Coverage

You stay in this stage until your yearly drug costs total $5,030. Total yearly drug
costs are the total drug costs paid by both you and your Part D plan. You may
get your drugs at network retail pharmacies and mail order pharmacies.

Costs may differ based on pharmacy type or status (e.g., mail order, long-term

care (LTC) or home infusion, and 30- or 90-day supply).

Standard Retail Preferred Retail Mail Order

30-Day Supply 30-Day Supply 90-Day Supply
;rFi"raéf‘lerred Generic) You pay $10. You pay $0. You pay $0.
;rFi’(raéfgrred Brand) You pay $47. You pay $47. You pay $94.
-(rl\il?)rn‘-lPreferred) You pay $100. You pay $100. You pay $200.
'(I'Su;; gialty) Ygfut pay g:t/ Ygfutﬁ?é g’;/ Not Available

After your total drug costs (including what our plan has paid and what you have paid)
reach $5,030, you will pay no more than 25% coinsurance for generic drugs or 25%
coinsurance for brand name drugs.

Coverage Gap

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

Catastrophic
retail pharmacy and through mail order) reach $8,000, you pay $0.

Coverage

Most adult Part D vaccines are covered at no cost to you.

You pay no more than $35 for a one-month supply of each covered insulin, no matter what cost-sharing
tier it's on.

Information on Your Prescription Benefit

You can view the formulary (drug list) and any formulary restrictions on our website. Your costs for some
drugs may be less at pharmacies that offer preferred cost sharing. To view the formulary (drug list) and
pharmacy directory, go to BSWHealthPlan.com/Medicare.

We encourage you to let us know right away, if after becoming a member you have questions, concerns,
or problems related to your prescription benefits. For assistance, call our Customer Service Department
at 1-866-334-3141, 7 a.m. — 8 p.m., October 1 through March 31 from 7 a.m. — 8 p.m., seven days a
week (excluding major holidays); and April 1 through September 30 from 7 a.m. — 8 p.m. Monday through
Friday (excluding major holidays).


https://BSWHealthPlan.com/Medicare

Outpatient Prescription Drugs

BSW SeniorCare Advantage Preferred Rx (HMO-POS)

Deductible

$0.

Initial Coverage

You stay in this stage until your yearly drug costs total $5,030. Total yearly drug
costs are the total drug costs paid by both you and your Part D plan. You may
get your drugs at network retail pharmacies and mail order pharmacies.

Costs may differ based on pharmacy type or status (e.g., mail order, long-term

care (LTC) or home infusion, and 30- or 90-day supply).

Standard Retail Preferred Retail Mail Order
30-Day Supply 30-Day Supply 90-Day Supply
Tier 1
(Preferred Generic) You pay $8. You pay $0. You pay $0.
Tier 2
(Generic) You pay $15. You pay $8. You pay $0.
Tier 3 You pay $45.
(Preferred Brand) You pay $45. pay $ You pay $90.
Tier 4
(Non-Preferred) You pay $95. You pay $95. You pay $190.
i o
Tier 5. You pay 33% of the cost. You pay 33% of the Not Available
(Specialty) cost.

After your total drug costs (including what our plan has paid and what you have paid)
reach $5,030, you will pay no more than 25% coinsurance for generic drugs or 25%
coinsurance for brand name drugs.

Coverage Gap

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

Catastrophic
retail pharmacy and through mail order) reach $8,000, you pay $0.

Coverage

Most adult Part D vaccines are covered at no cost to you.

You pay no more than $35 for a one-month supply of each covered insulin, no matter what cost-sharing
tier it’s on.

Information on Your Prescription Benefit
You can view the formulary (drug list) and any formulary restrictions on our website. Your costs for some

drugs may be less at pharmacies that offer preferred cost sharing. To view the formulary (drug list) and
pharmacy directory, go to BSWHealthPlan.com/Medicare.

We encourage you to let us know right away, if after becoming a member you have questions, concerns,
or problems related to your prescription benefits. For assistance, call our Customer Service Department
at 1-866-334-3141, 7 a.m. — 8 p.m., October 1 through March 31 from 7 a.m. — 8 p.m., seven days a
week (excluding major holidays); and April 1 through September 30 from 7 a.m. — 8 p.m. Monday through
Friday (excluding major holidays).


https://BSWHealthPlan.com/Medicare

Outpatient Prescription Drugs

BSW SeniorCare Advantage Premium Rx (HMO-POS)

Deductible $0.
Initial You stay in this stage until your yearly drug costs total $5,030. Total yearly drug
Coverage costs are the total drug costs paid by both you and your Part D plan. You may
get your drugs at network retail pharmacies and mail order pharmacies.
Costs may differ based on pharmacy type or status (e.g., mail order, long-term
care (LTC) or home infusion, and 30- or 90-day supply).
Standard Retail Preferred Retail Mail Order
30-Day Supply 30-Day Supply 90-Day Supply
Tier 1
(Preferred You pay $7. You pay $0. You pay $0.
Generic)
Tier 2 You pay $12 You pay $5 You pay $0
(Generic) ] ’ '
Tier 3
(Preferred You pay $45. You pay $45. You pay $90.
Brand)
Tier 4 You pay $95 You pay $95 You pay $190
(Non-Preferred) pay ] pay ] pay ]
Tier 5 You pay 33% You pay 33% .
(Specialty) of the cost. of the cost. Not Available

Coverage Gap

After your total drug costs (including what our plan has paid and what you have paid)
reach $5,030, you will pay no more than 25% coinsurance for generic drugs or 25%
coinsurance for brand name drugs.

Catastrophic
Coverage

After your yearly out-of-pocket drug costs (including drugs purchased through your
retail pharmacy and through mail order) reach $8,000, you pay $0.

Most adult Part D vaccines are covered at no cost to you.

You pay no more than $35 for a one-month supply of each covered insulin, no matter what cost-sharing tier

it's on.

Information on Your Prescription Benefit

You can view the formulary (drug list) and any formulary restrictions on our website. Your costs for some
drugs may be less at pharmacies that offer preferred cost sharing. To view the formulary (drug list) and
pharmacy directory, go to BSWHealthPlan.com/Medicare.

We encourage you to let us know right away, if after becoming a member you have questions, concerns,
or problems related to your prescription benefits. For assistance, call our Customer Service Department
at 1-866-334-3141, 7 a.m. — 8 p.m., October 1 through March 31 from 7 a.m. — 8 p.m., seven days a
week (excluding major holidays); and April 1 through September 30 from 7 a.m. — 8 p.m. Monday through
Friday (excluding major holidays).
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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
1-866-334-3141 (TTY: 711), October 1 through March 31 from 7 a.m. — 8 p.m., seven days a week
(excluding major holidays); and April 1 through September 30 from 7 a.m. — 8 p.m. Monday through
Friday (excluding major holidays).

Understand 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
BSWHealthPlan.com/Medicare or call 1-866-334-3141 to view a copy of the EOC.

[0  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.

[0 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.

L1 If your plan includes Part D coverage, review the formulary to make sure your drugs are covered.

Understand Important Rules

1  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.

L1  Benefits, premiums and/or copayments/coinsurance may change on January 1, 2025.

O

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).

(1 Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage plan, your
current Medicare Advantage healthcare coverage will end once your new Medicare
Advantage coverage starts. If you have Tricare, your coverage may be affected once your
new Medicare Advantage coverage starts. Please contact Tricare for more information. If you
have a Medigap plan, once your Medicare Advantage coverage starts, you may want to drop
your Medigap policy because you will be paying for coverage you cannot use.
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-"‘ Ba IOFSCOtt&Whlte Multi-Language
Heal‘th Plan 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
1-866-334-3141. 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 1-866-334-3141. Alguien que hable
espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: FA e G5 20BN 55, EBODIRME 2 % T RS 25 W PR B ) AT (] & 1],
MRS BRI 5%, 1R 1-866-334-3141, A1 b LIE AN RIR SRR, Xt
— I RS .

Chinese Cantonese: & B eV b T BEAF AT RE], 2 EH M EE B ot Fe (o BlRE il
. MTHETEEIRYS, SHECH 1-866-334-3141, Hfl"ak-h U A B R A EEILE D), 5 &
— IR

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
1-866-334-3141. 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 1-866-334-3141. Un interlocuteur parlant Frangais pourra vous aider. Ce
service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra 18i cac cau hdi vé
chugng sic khée va chuang trinh thuéc men. Néu qui vi can théng dich vién xin goi
1-866-334-3141 sé c6 nhan vién ndi tiéng Viét giup d3 qui vi. Day la dich vu miéen
phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-866-334-3141. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
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Korean: GAIE o8 HE iy ok B3 33t dFo @3 =gz 8 59 A A
A&sta AF5HY. B9 AR AE o] 83 H 23} 1-866-334-3141 H o & F2]3)
FAAL. A E g BRI 2o =8 YY) o] AujAs FEE SYE Y

Russian: Ecnu y Bac BO3HUKHYT BOMNPOChl OTHOCUTENBLHO CTPaxoBOro uUiu
MeAMKAMEHTHOrO NnJjiaHa, Bbl MOXETe BOCMNO0/1b30BaTbCS HawMMm 6ecnnaTHbIMU
ycnyramMmy nepesoaunkoB. YTobbl BOCNOAb30BaTbCS YCAyraMm nepeBoavmnka,
no3BoHUTE HaM no TenedoHy 1-866-334-3141. BaM oKaxxeT noMolb COTPYAHUK,
KOTOpPbI FOBOPUT No-pyccku. [aHHasa ycnyra 6ecnnaTHas.

Arabic: s e e Jyanll a4 5091 Jgan ol Anially slati Alid (o (o 4D o) (558 an yiall cileas o085 L)
e W Juai¥l (s g clle Gl 5, 581-866-334-314 140 2l Saadh le (adid o i, Ailae daod oda cline b,

Hindi: SAR WA 41 &d1 &1 AIoi & dR T 3 fbdt i Uy & Sa1d 34 & fore guR Uy g
I TaTE IUA §. Uh GHIT Ut & & oy, 999 BH 1-866-334-3141 R Tl Y. Big
ST S =<1 Sieral & 3! Hag HR Thdl 8. I8 U Tud JaT 8.

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 1-866-334-3141. Un nostro incaricato che parla Italianovi
fornira l'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacao 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 1-866-334-3141. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sévis entépréet gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis rele
nou nan 1-866-334-3141. Yon moun ki pale Kreyol kapab ede w. Sa a se yon
sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekow. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwonié
pod numer 1-866-334-3141. Ta ustuga jest bezptatna.

Japanese: 4jit Dfft i il HELRIR & By ALTTEET T | Be‘:ﬂ?“é CHEMICBERZT 2D I,
BEOHART—E 20D ) T3 WFE T, Wagke e 51cix. 1- 866-334-3141 2B
Hali {723 wv, HAEZGET A& P Rw2 L 7, uﬂ IRt D Y — B2 TT,
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Nondiscrimination Notice

Baylor Scott & White Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Baylor Scott & White Health Plan does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Baylor Scott & White Health Plan:

« Provides free aids and services to people with disabilities to communicate effectively with us, such as:

- Written information in other formats (large print and accessible electronic formats)

« Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters

- Information written in other languages

If you need these services, contact the Baylor Scott & White Health Plan Compliance Officer at 1-214-820-8888 or send an
email to HPCompliance@ BSWHealth.org.

If you believe that Baylor Scott & White Health Plan 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:

Baylor Scott & White Health Plan, Compliance Officer
1206 West Campus Drive, Suite 151
Temple, Texas 76502

Compliance HelpLine; 1-888-484-6977 or https://app.mycompliancereport.com/report?cid=swhp

You can file a grievance in person or by mail, online, or email. If you need help filing a grievance, the Compliance Officer is
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby:jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/index.html.
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.!L BaylorScott&White | BSw SENIORCARE
Health Plan

BSW SeniorCare Advantage HMO-POS is offered by Baylor Scott &

White Health Plan, a Medicare Advantage organization with a Medicare
contract. Enrollment in BSW SeniorCare Advantage depends on contract
renewal with Medicare.

You must continue to pay your Medicare Part B premium.
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