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Your Summary of Benefits

We know how important it is to have a health plan you can count on.

This is a summary of drug and health services covered by Wellcare No Premium Open (PPO) from
January 1, 2024 to December 31, 2024.

This booklet will provide you with a summary of what we cover and the cost-sharing
responsibilities. It does not list every service, limitation, or exclusion. A complete list of services can
be found in the plan's Evidence of Coverage (EOC). You can find the Evidence of Coverage on our
website at www.wellcare.com/medicare. To request a copy, please call 1-844-917-0175 (TTY 711):
Hours are Monday - Sunday, 8 am - 8 pm (all time zones).

Who can join?

To enroll in one of our plans, you must be entitled to Medicare Part A, be enrolled in Medicare Part
B and live in our service area. Members must continue to pay their Medicare Part B premium if not
otherwise paid for under Medicaid or by another third party. To be eligible, the beneficiary must
also be a United States citizen or lawfully present in the United States.

Our service area includes these counties in Mississippi: Attala, Bolivar, Carroll, Claiborne, Clarke,
Coahoma, Copiah, Covington, DeSoto, Forrest, George, Greene, Hancock, Harrison, Hinds, Holmes,
Humphreys, Issaquena, Jackson, Jasper, Jefferson Davis, Jones, Kemper, Lauderdale, Lawrence,
Leake, Leflore, Lincoln, Madison, Marion, Marshall, Montgomery, Neshoba, Newton, Panola, Perry,
Pike, Quitman, Rankin, Scott, Sharkey, Simpson, Smith, Stone, Tallahatchie, Tate, Tunica, Walthall,
Warren, Washington, Wayne, Yalobusha, and Yazoo.

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, 7 days a week. TTY users should call 1-877-486-20438.

Preferred Provider Organizations (PPOs) You'll enjoy the freedom and flexibility to access your
health care where you want it and when you want it. You may seek care from any Medicare
provider in the country who agrees to see you as a Medicare member, but you'll generally pay less
when you use contracted providers in our network. Out-of-network providers may choose not to
bill our plan and may ask you to pay for services up front. If this happens, you can fill out a claim
form and submit it to us with a copy of the bill and any documentation you have about payments
you have made. Out-of-network/non-contracted providers are under no obligation to treat Plan
Members, except in emergency situations. Please call our Customer Service number or see your
Evidence of Coverage for more information, including the cost-sharing that applies to
out-of-network services. PPO plans do not require a prior authorization or referral for
out-of-network services.

Our plans also include prescription drug coverage and access to our large network of pharmacies.
Some of our network pharmacies have preferred cost-sharing. You may pay less if you use these
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pharmacies. Our plans use a formulary. Our drug plans are designed specifically for Medicare
beneficiaries and include a comprehensive selection of affordable generic and brand name drugs.

Which doctors, hospitals and pharmacies can | use? Wellcare No Premium Open (PPO) has a
network of doctors, hospitals, pharmacies, and other providers. You can save money by using our
preferred mail-order pharmacy and by using providers in the plan’s network. With some plans, if
you use providers that are not in our network, your share of the costs for covered services may be
higher.

You can see our plan’s provider and pharmacy directory, and for plans with prescription drug
coverage, our complete plan Formulary (list of Part D prescription drugs) on our website at www.
wellcare.com/medicare.

For more information, please call us at 1-844-917-0175 (TTY users should call 711). Hours are
Monday - Sunday, 8 am - 8 pm (all time zones). Visit us at www.wellcare.com/medicare.

We must provide information in a way that works for you (in languages other than English, in
audio, in braille, in large print, or other alternate formats, etc.). Please call Member Services if you
need plan information in another format.
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Benefits

Monthly plan premium

(includes both medical and
drugs)

N0

You must continue to pay your Medicare Part B premium.

Deductible

No deductible for medical. See prescription drugs section for

Part D deductible.

Maximum Out-of-Pocket
Responsibility

(does not include prescription
drugs)

$6,000 in-network annually

$8,950 combined in and out-of-network annually

This is the most you will pay in copays and coinsurance for

Part A and B services for the year.

Inpatient Hospital coverage

In-Network

For each admission, you pay:

e 5295 copay per day for days 1 through 6
SO copay per day for days 7 through 90

*

Out-of-Network
Days 1-90:
30% coinsurance per admission

Outpatient Hospital coverage
Outpatient hospital services

In-Network

SO copay for diagnostic colonoscopy.
$325 copay for all other outpatient services.
*

Out-of-Network

30% coinsurance for surgical and non-surgical services
(includes diagnostic colonoscopy)

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

Outpatient hospital In-Network

observation services $120 copay for outpatient observation services when you
enter observation status through an emergency room.
$325 copay for outpatient observation services when you
enter observation status through an outpatient facility.

Out-of-Network
30% coinsurance

Ambulatory surgical center In-Network
(ASC) services $300 copay
*

Out-of-Network
30% coinsurance

Doctor Visits

Primary Care Providers In-Network
S0 copay

Out-of-Network
30% coinsurance

Specialists In-Network
S40 copay
*

Out-of-Network
30% coinsurance

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

Preventive Care (e.g., Annual
Wellness visit, Bone mass
measurement, Breast cancer
screening (mammogram),
Cardiovascular screenings,
Cervical and vaginal cancer
screening, Colorectal cancer
screenings, Diabetes screenings,
Hepatitis B Virus Screening,
Prostate cancer screenings (PSA),
Vaccines (including Flu shots,
Hepatitis B shots, Pneumococcal
shots, COVID shots))

In-Network
SO copay

Out-of-Network
SO copay

Emergency care

$120 copay
Copay is waived if you are admitted to a hospital within 24

hours.

Worldwide emergency
coverage

$120 copay

Worldwide emergency and worldwide urgently needed
services are subject to a $50,000 maximum plan coverage.
There is no worldwide coverage for care outside of the
emergency room or emergency hospital admission. The
copay is not waived if admitted to the hospital for worldwide
emergency services.

Urgently needed services

$40 copay
Copay is waived if you are admitted to a hospital within 24

hours.

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits
Worldwide urgent care $120 copay
coverage

Worldwide emergency and worldwide urgently needed
services are subject to a $50,000 maximum plan coverage.
The copay is not waived if admitted to the hospital for
worldwide urgently needed services.

Diagnostic

Services/Labs/Imaging
Lab services In-Network

S0 copay for all other labs.

ESO copay for genetic testing.

Out-of-Network
30% coinsurance

Diagnostic tests and In-Network

procedures S0 copay for each Medicare-covered spirometry test and
specified testing-related services.

S40 copay for all other Medicare-covered diagnostic
procedures and tests.

%

Out-of-Network
30% coinsurance

Outpatient X-rays In-Network
SO copay
*

Out-of-Network
30% coinsurance

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

Diagnostic radiology services | In-Network

(e.g. MRI, CAT Scan) S0 copay for a diagnostic mammogram.

$325 copay for all other diagnostic radiology services
received in an outpatient setting.

$100 copay for all other services received in all other

locations.
%

Out-of-Network
30% coinsurance

Therapeutic Radiology In-Network

20% coinsurance
£

Out-of-Network
30% coinsurance

Hearing services

Hearing Exam Medicare In-Network
Covered S40 copay
*

Out-of-Network
30% coinsurance

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits
Routine hearing exam In-Network
SO copay
F

Out-of-Network
40% coinsurance

1 exam every year

Hearing Aids
Hearing Aid In-Network
Fitting/Evaluation(s) SO copay
*
Out-of-Network
40% coinsurance
1 fitting(s) / evaluation(s) every year
Hearing aid allowance Up to a $500 allowance per ear every year for hearing aids.
All types In-Network

SO copay
*

Out-of-Network
40% coinsurance

Limited to 2 hearing aid(s) every year

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

Additional Hearing Information What you should know

Medicare covers diagnostic hearing and balance exams if
your doctor or other health care provider orders these tests
to see if you need medical treatment.

Dental services

Preventive services In-Network
S0 copay
*

Out-of-Network
50% coinsurance

Cleanings 2 every year

Dental x-rays 1 every 12 to 36 months depending on type of
service

Oral exams 2 every year

Fluoride Treatment In-Network
S0 copay
%

Out-of-Network
50% coinsurance

1 every year

Comprehensive services In-Network
Medicare-covered $40 copay for each Medicare-covered service.
*

Out-of-Network
30% coinsurance for each Medicare-covered service

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

Comprehensive services

Diagnostic Services In-Network
SO copay
%

Out-of-Network
50% coinsurance

Restorative Services In-Network
SO copay
E3

Out-of-Network
50% coinsurance

Endodontics/ In-Network
Periodontics/ Extractions | SO copay
%

Out-of-Network
50% coinsurance

Non-routine services In-Network
SO copay
£

Out-of-Network
50% coinsurance

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

Prosthodontics, Other In-Network
Oral/Maxillofacial Surgery, | $O copay
Other Services *

Out-of-Network
50% coinsurance

For more information, limitations and exclusions, please
see your Evidence of Coverage. Additional dental
limitations and exclusions apply.

Additional Dental Information What you should know:
This plan includes coverage of comprehensive services up to
$1,500 per plan year.

Vision Services

Eye Exam In-Network

Medicare Covered S0 copay (Medicare-covered diabetic retinopathy screening)
$40 copay (all other Medicare-covered eye exams)
%

Out-of-Network

SO copay (Medicare-covered diabetic retinopathy screening)
30% coinsurance (all other Medicare-covered eye exams)

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

Routine eye exam (Refraction) | In-Network
SO copay
*

Out-of-Network
40% coinsurance

1 exam every year

Glaucoma screening In-Network
S0 copay for each Medicare-covered service.

Out-of-Network
30% coinsurance for each Medicare-covered service

Eyewear In-Network
Medicare Covered S0 copay
%

Out-of-Network
30% coinsurance

Routine eyewear

Contact lenses/Eyeglasses | In-Network

(lenses and SO copay
frames)/Eyeglass frames *

Out-of-Network
40% coinsurance

Eyewear allowance Up to a $300 combined allowance towards contacts and
glasses (lenses and/or frames) every year.

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

Mental Health Services

Inpatient visit

In-Network

For each admission, you pay:

e 5295 copay per day for days 1 through 5
e S0 copay per day for days 6 through 90

*

Out-of-Network
Days 1-90:
30% coinsurance per admission

Outpatient individual therapy
visit

In-Network
$25 copay
*

Out-of-Network
30% coinsurance

Outpatient group therapy visit

In-Network
$25 copay
*

Out-of-Network
30% coinsurance

Skilled nursing facility (SNF)

In-Network

For each benefit period, you pay:

e SO copay per day for days 1 through 20

e 5203 copay per day for days 21 through 50
e S0 copay per day for days 51 through 100

*

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

Out-of-Network
Days 1-100:
30% coinsurance per benefit period

Therapy and Rehabilitation

Services
Physical Therapy In-Network
S40 copay
*
Out-of-Network
30% coinsurance
Outpatient rehabilitation In-Network
services provided by an $40 copay
*

occupational therapist

Out-of-Network
30% coinsurance

Pulmonary rehabilitation In-Network
services $15 copay

Out-of-Network
30% coinsurance

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits
Ambulance
Ground Ambulance In-Network
$250 copay
*
Out-of-Network
$250 copay
Air Ambulance In-Network
$250 copay
*
Out-of-Network
$250 copay
Transportation Services In-Network

Not covered

Out-of-Network
Not covered

Medicare Part B Drugs

Chemotherapy and Other Part | In-Network

B Drugs 20% coinsurance
*

Out-of-Network
30% coinsurance

Certain Part B rebatable drugs may be subject to a lower
coinsurance than the amount shown above. The list of Part B
rebatable drugs that are subject to a lower coinsurance is

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Benefits

published by the Centers for Medicare & Medicaid Services
(CMS) and may change quarterly.

Insulin In-Network
S35 copay (maximum per month)
k

Out-of-Network
$35 copay (maximum per month)

Allergy Antigen In-Network

0% coinsurance
*
Out-of-Network
0% coinsurance

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Prescription Drug
Coverage

Stage 1: Annual Prescription Deductible

Deductible $250 for Tier 3 (Preferred Brand Drugs), Tier 4 (Non-Preferred Drugs), and
Tier 5 (Specialty Tier) Part D prescription drugs. For all other covered
drugs, you will not have to pay any deductible and will start receiving
coverage immediately. The deductible doesn’t apply to covered insulin
products and most adult Part D vaccines (including shingles, tetanus, and
travel vaccines).

Stage 2: Initial Coverage (after you pay your deductible, if applicable)

You pay the following until your total yearly drug costs reach $5,030. Total yearly drug costs are
the total drug costs paid by both you and our plan. Once you reach this amount, you will enter
the Coverage Gap.

Important Message About What You Pay for Vaccines:
Our plan covers most Part D vaccines at no cost to you, even if you have not paid your
deductible (if your plan has a deductible).

Important Message About What You Pay for Insulin:

You won'’t pay more than $35 for up to a one-month supply, $70 for up to a two-month supply
or $105 for up to a three-month supply of each covered insulin product regardless of the
cost-sharing tier, even if you have not paid your deductible (if your plan has a deductible).

Retail cost-sharing (30-day/Up to a 100-day supply)

Preferred Standard

Tier 1 S0/ SO copay S3/S9 copay
(Preferred Generic
Drugs) includes
preferred generic
drugs and may
include some brand
drugs.

Tier 2 S0/ SO copay $10/ 530 copay
(Generic Drugs)
includes generic
drugs and may
include some brand
drugs
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Prescription Drug
Coverage

Preferred

Standard

19

Tier 3

(Preferred Brand
Drugs) includes
preferred brand
drugs and may
include some
generic drugs.

S42 / 5126 copay

S47 / $S141 copay

Tier 4
(Non-Preferred
Drugs) includes
non-preferred
brand and
non-preferred
generic drugs.

50% / 50% coinsurance

50% / 50% coinsurance

Tier 5

(Specialty Tier)
includes high cost
brand and generic
drugs. Drugs in this
tier are not eligible
for exceptions for
payment at a lower
tier.

29% coinsurance / Not Available

29% coinsurance / Not Available

Tier 6

(Select Care Drugs)
includes some
generic and brand
drugs commonly
used to treat
specific chronic
conditions or to
prevent disease
(vaccines)

$0/ $0 copay

$0/ S0 copay
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Prescription Drug
Coverage

Stage 2: Initial Coverage (after you pay your deductible, if applicable) (Continued)

20

Mail-order cost-sharing (30-day/Up to a 100-day supply)

Preferred

Standard

Tier 1

(Preferred Generic
Drugs) includes
preferred generic
drugs and may
include some brand
drugs.

$0/ S0 copay

$3/ 59 copay

Tier 2

(Generic Drugs)
includes generic
drugs and may
include some brand
drugs

$0/ S0 copay

$10/ S30 copay

Tier 3

(Preferred Brand
Drugs) includes
preferred brand
drugs and may
include some
generic drugs.

S42 / S84 copay

S47 / $S141 copay

Tier 4
(Non-Preferred
Drugs) includes
non-preferred
brand and
non-preferred
generic drugs.

50% / 50% coinsurance

50% / 50% coinsurance
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Prescription Drug

21

Coverage

Preferred Standard
Tier 5 29% coinsurance / Not Available 29% coinsurance / Not Available
(Specialty Tier)

includes high cost
brand and generic
drugs. Drugs in this
tier are not eligible
for exceptions for
payment at a lower
tier.

Tier 6

(Select Care Drugs)
includes some
generic and brand
drugs commonly
used to treat
specific chronic
conditions or to
prevent disease
(vaccines)

$0/ SO copay S0/ S0 copay

Stage 3: 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, for any drug tier
during the coverage gap.

During this stage, for Tier 1 and select drugs on Tier 6, you pay your
copayment or coinsurance. Please see your Formulary and Evidence of
Coverage for details regarding this drug coverage.

Coverage Gap Stage coinsurance requirements do not apply to Part D
covered insulin products and most adult Part D vaccines, including
shingles, tetanus, and travel vaccines. You won’t pay more than $35 for a
one-month supply of each covered insulin product regardless of the
cost-sharing tier.
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Prescription Drug
Coverage

Preferred Standard

Stage 4: Catastrophic Coverage

You enter this stage after your yearly out-of-pocket drug costs (including
drugs purchased through your retail pharmacy and through mail order)
reach $8,000.

Once you are in the Catastrophic Coverage Stage, you will stay in this
payment stage until the end of the plan year. During this payment stage,
the plan pays all of the cost for your covered drugs.

Generic drugs may be covered on tiers other than Tier 1 and Tier 2. Please check this plan’s
Formulary to validate the specific tier on which your drugs are covered.

Cost-sharing may differ based on point-of-service (mail-order, retail, Long Term Care (LTC)), home
infusion, whether the pharmacy is in our preferred or standard network, or whether the
prescription is a short-term (30-day supply) or long-term (100-day supply).

Excluded Drugs:
Wellcare No Premium Open (PPO) includes enhanced drug coverage of certain excluded drugs,

such as Tier 1 folic acid, vitamin B12, vitamin D2, generic-only sildenafil and vardenafil. Generic
sildenafil and vardenafil have a quantity limit of six pills every 30 days.

Because these drugs are excluded from Part D coverage under Medicare, they are not covered by
Extra Help. Also, the amount you pay when you fill a prescription for these drugs does not count
toward qualifying you for the Catastrophic Coverage Stage.

Please see your Formulary and Evidence of Coverage for details regarding this drug coverage.
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Additional Benefits

Chiropractic Services

Medicare-covered In-Network
$20 copay
*

Out-of-Network
30% coinsurance

Acupuncture
Medicare-covered In-Network
S0 copay for Medicare-covered Acupuncture received in a
PCP office.

$20 copay for Medicare-covered Acupuncture received in a
Chiropractor office.

S40 copay for Medicare-covered Acupuncture received in a
Specialist office.

*

Out-of-Network

30% coinsurance for Medicare-covered Acupuncture
received in a PCP office

30% coinsurance for Medicare-covered Acupuncture
received in a Chiropractor office

30% coinsurance for Medicare-covered Acupuncture
received in a Specialist office

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Additional Benefits

24

Podiatry Services (Foot Care)

Medicare Covered

In-Network
$40 copay
*

Out-of-Network
30% coinsurance

Virtual Visits

Our plan offers 24 hours per day, 7 days per week virtual
visit access to board certified doctors via Teladoc to help
address a wide variety of health concerns/questions.
Covered services include general medical, behavioral health,
dermatology, and more.

A virtual visit (also known as a telehealth consult) is a visit
with a doctor either over the phone or internet using a
smart phone, tablet, or a computer. Certain types of visits
may require internet and a camera-enabled device. For
more information, or to schedule an appointment, call
Teladoc at 1-800-835-2362 (TTY: 711) 24 hours a day, 7 days
a week.

Home health agency care

In-Network
SO copay
*

Out-of-Network
30% coinsurance

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Additional Benefits

Meals
Post-Acute Meals SO copay

What you should know:

You pay nothing for home delivered meals immediately
following an Inpatient hospital stay to aid in recovery with a
maximum of 3 meals per day for up to 14 days with a
maximum of 42 meals per occurrence for an unlimited
number of occurrences per year.

Medical Equipment/Supplies

Durable Medical Equipment In-Network
(DME) 20% coinsurance

*

Out-of-Network
30% coinsurance

Prosthetics In-Network

20% coinsurance
%

Out-of-Network
30% coinsurance

Diabetic supplies In-Network
SO copay
*

Out-of-Network
30% coinsurance

For more information, limitations and exclusions, please see
your Evidence of Coverage.

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Additional Benefits

Diabetic therapeutic shoes or
inserts

In-Network

20% coinsurance
*

Out-of-Network
30% coinsurance

Opioid treatment program
services

In-Network
$40 copay
*

Out-of-Network
30% coinsurance

Wellness Programs

Fitness

For a detailed list of wellness program benefits offered,
please refer to the Evidence of Coverage.

S0 copay

What you should know:

This benefit covers an annual membership at a participating
health club or fitness center. For members who do not live
near a participating fitness center and/or prefer to exercise
at home, members can choose from available exercise
programs to be shipped to them at no cost. A fitness tracker
may be selected as part of a home fitness kit.

Additional sessions of
smoking and tobacco
cessation counseling

In-Network
S0 copay

Out-of-Network
S0 copay

Limited to 5 visit(s) every year

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Additional Benefits

Annual Physical Exam In-Network
SO copay

Out-of-Network
SO copay

What you should know:
The exam includes a detailed medical/family history and
recommendations for preventive screenings/care.

24-Hour Nurse Advice Line SO copay

Over-the-Counter (OTC) Items Please see the Wellcare Spendables™ section for more
information about the over-the-counter (OTC) benefit.

Wellcare Spendables™ You will receive $22 monthly (5264 per year) preloaded on
your Wellcare Spendables™ card. Your monthly allowance
rolls over to the following month if unused and expires at
end of the plan year.

Your card allowance can be used towards:
Over-the-Counter items (OTC) - Your card can be used at
participating retail locations, via mobile app, or log in to your
member portal to place an order for home delivery.
Examples of covered items include brand name and generic
over-the-counter items, vitamins, pain relievers, cold and
allergy items and diabetic items.

Dental, Vision, and Hearing - You may use your card to help
reduce your out-of-pocket expenses for any dental, vision,
and/or hearing services. The card may be used to pay your
dental, vision, or hearing provider directly.

For more information, limitations and exclusions, please see
your Evidence of Coverage.

Services with an asterisk (*) may require prior authorization.
Services with a square (=) means a referral may be required.
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Multi-language Interpreter Services OMB# 0938-1421

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 the plan numbers on the following pages.
Someone who speaks English/Language can help you. This is a free service.

Spanish: Contamos con los servicios gratuitos de un intérprete para responder las preguntas que
tenga sobre nuestro plan de salud o de medicamentos. Para solicitar un intérprete, simplemente
lldmenos a los numeros del plan que figuran en las siguientes paginas. Alguien que habla espafiol
puede ayudarle. Este es un servicio gratuito.

Chinese Mandarin: A IF2 LG 9% (1) AR 5%, R JEonr AT T g e el 2 Wikl 1)
AREEN . TR, TEIRAT BAE U B R TR S AR R AT R IR DOE
HAETE PR AT B X — T B IS5 .

Chinese Cantonese: FAM$EL4e B 1 I RRARSS, W MR 1E B FAM i) {et B el 2E vt &)
Al REA AT 5E . WFE HRE RS, EECE N AR H RGNS & R EE
PN BT DLE IS . A% B AR

Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible
ninyong tanong tungkol sa aming planong pangkalusugan o plano sa gamot. Para kumuha ng
interpreter, tawagan lang kami sa mga numero ng plano na nasa mga sumusunod na pahina.
May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong libreng serbisyo.

French: Nous proposons des services d’interprétes gratuits pour repondre a toutes vos questions
sur notre régime de santé ou de médicaments. Pour obtenir les services d’un interpréte, il suffit
de nous appeler aux numeéros figurant sur les pages suivantes. Quelqu’un parlant francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chuing t6i 6 dich vu thong dich mién phi dé trd 15i bat ky cau hdi nao vé
chuong trinh stc khoe hodc chuong trinh thudc clia chidng téi. DE nhan théng dich vién, chi
can goi chung t6i theo s6 dién thoai chuong trinh & cac trang sau. Mot nhan vién noi tiéng
Viét co thé gitip quy vi. Dich vu nay dugc mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren
Gesundheits- oder Medikamentenplanen haben. Wenn Sie einen Dolmetscher brauchen, rufen
Sie eine der Telefonnummern auf den folgenden Seiten an. Ein deutschsprachiger Mitarbeiter
wird Ihnen behilflich sein. Dieser Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25) NA4AWCMINS29344M_WMPB
YO020_WCM_125093M_FINAL_W_C Internal Approved 07122023 Updated: 06/01/2023
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OMB# 0938-1421
Korean: S AIC| 224 L= 2= =S
SHOH| Rt 2 SS9 MEBIAILUS
A= 2 HS =
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Russian: Eciv y Bac BO3HMKAM Kakue-nnMbo BOMPOCHI O Hallem MnnaHe MeauLIMHCKOro
CTPaxoBaHWA WM TMIaHe C MOKPLITVEM JIeKapCTBEHHbBIX MPEenapaTtoB, BaM AOCTYTMHbI
becrnnatHble yCnyri nepeBofuyka. ECiv Bam HyxeH nepeBoauMK, MPOCTO MO3BOHUTE HaMm
MO HOMepam, NPeACTaBIeHHbIM Ha CNeAYOLLMX CTPaH1LUax. BaM OKaXeT MOMOLLb COTPYAHNK,
rOBOPALLNI Ha PYCCKOM fA3blke. [laHHas ycnyra becnnaTtHa.

dalall ¢l sall gl danall ddas Jga bl o o6 08 Al 51 e Aad dplas 4y ) b dea i Cladd i 53 :Arabic
Oy Al Cladiall 8 jedat ) ddadl Q6 ) e Uy JuaiV) (s g clile Lo is 58 an e o Jpanll Uy
sl (S deaall oda sty Ayl Caaay padld dlac by ¢

Hindi: TR TG 1 S W & SR H 3T fop! H HaTd BT STa1d o o g, §H Jud
o QU TaTd <d & | gHIaT a1 UM o forg, s 89 oTal O WR T 718 W ek
R Bid B3| Rl & §1d B a1 YT 3MUD! Hee B I8 U ek qar g

Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda
possa avere in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete, €
sufficiente contattare i numeri del piano riportati nelle pagine seguenti. Qualcuno la assistera in
lingua italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que
possa ter sobre 0 nosso plano de saude ou medicacgdo. Para obter um intérprete, contacte-nos
através dos numeros do plano nas paginas seguintes. Um falante de portugués podera ajuda-lo.
Este servigo € gratuito.

French Creole: Nou gen sevis entepret gratis pou reponn nenpot kesyon ou ka genyen sou plan
sante oswa plan medikaman nou an. Pou jwenn yon tradikte nan bouch, annik rele nimewo yo pou
plan an ki make sou paj ki annapre yo. Yon moun ki pale Kreyol Ayisyen ka ede w. Se yon sevis gratis.
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Polish: Oferujemy bezptatng ustuge ttumaczenia ustnego, ktdra pomoze Panstwu uzyskac

odpowiedzi na ewentualne pytania dotyczace naszego planu leczenia lub planu refundacji lekow. Aby

skorzystac z ustugi ttumaczenia ustnego, wystarczy zadzwonic¢ pod podany na kolejnych stronach

numer odnoszacy sie do planu. Zapewni to Panstwu pomoc osoby méwigcej po polsku. Ustuga ta
jest bezptatna.

Japanese: MM DEFEPLERIFEICOWTCEENHSEE(X. EROERY—
EXEZHFRAWEEITET, BIREFATDHICE. ROLDR—JIZEHE SN
TS OHEEIADEEEFESICEBVEHLEC S, BAREDERIES
ENMIGLET ., CHIFEHDY—ERXTT,

Form CMS-10802
(Expires 12/31/25)



ALABAMA
HMO, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare

ARIZONA
PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

ARKANSAS
HMO, HMO-POS, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO-POS D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare

CALIFORNIA
HMO
1-866-999-3945 (TTY: 711)
wellcare.com/medicare

CONNECTICUT
HMO, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare

FLORIDA

HMO, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare

GEORGIA

HMO, HMO-PQOS, HMO D-SNP, PPQ,
PPO D-SNP

1-866-892-8340 (TTY: 711)
wellcare.com/medicare

HAWAII

HMO, PPO, HMO D-SNP
1-877-457-7621 (TTY: 711)
wellcare.com/ohana

ILLINOIS

Wellcare Assist Compass (HMO),
Wellcare Giveback Open (PPO),
Wellcare No Premium (HMO-POS),
Wellcare No Premium Open (PPO),
Wellcare No Premium Value (HMO-POS)
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

Wellcare No Premium Essential (HMO),
Wellcare No Premium Essential Value (HMO),
Wellcare No Premium Exclusive (HMO)
1-866-892-8340 (TTY: 711)
wellcare.com/medicare

KENTUCKY

HMO, HMO-POS, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare


wellcare.com/medicare
wellcare.com/medicare
wellcare.com/medicare
wellcare.com/medicare
wellcare.com/medicare
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wellcare.com/medicare
wellcare.com/medicare
wellcare.com/medicare
wellcare.com/medicare
wellcare.com/medicare
wellcare.com/medicare
wellcare.com/medicare
wellcare.com/ohana
wellcare.com/medicare

LOUISIANA

HMO, PPO

1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare

MAINE

HMO, PPO, PFFS
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare

MASSACHUSETTS

HMO, PPO

1-833-444-9088 (TTY: 711)
wellcare.com/medicare

MICHIGAN

HMO, HMO-POS, PPO, HMO D-SNP,

HMO-POS D-SNP, PPO D-SNP
1-866-892-8340 (TTY: 711)
wellcare.com/medicare

MISSOURI

HMO, PPO

1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare

MISSISSIPPI

HMO, HMO-POS, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare

NEW HAMPSHIRE

HMO, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

NEW JERSEY

HMO, HMO-POS, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

NEW YORK

HMO, PPO, PFFS
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare

NORTH CAROLINA

HMO, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare
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wellcare.com/medicare
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OHIO TEXAS

HMO, HMO-POS, HMO D-SNP, HMO, HMO-POS, PPO
HMO-POS D-SNP 1-833-444-9088 (TTY: 711)
1-866-892-8340 (TTY: 711) wellcare.com/medicare

wellcare.com/medicare
HMO D-SNP, PPO D-SNP

1-833-444-9089 (TTY: 711)

RHODE ISLAND wellcare.com/medicare
HMO, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare VERMONT
PPO D-SNP HMO. PPO

1-833-444-9088 (TTY: 711)

1-833-444-9089 (TTY: 711 .
( ) wellcare.com/medicare

wellcare.com/medicare

WASHINGTON
HMO, PPO
1-833-444-9088 (TTY: 711)

SOUTH CAROLINA
HMO, HMO-POS, PPO, HMO D-SNP,

PPO D-SNP wellcare.com/medicare
1-866-892-8340 (TTY: 711) )
wellcare.com/medicare HMO D-SNP, PPO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare
TENNESSEE /

HMO, HMO-POS, PPO
1-833-444-9088 (TTY: 711)
wellcare.com/medicare

HMO D-SNP
1-833-444-9089 (TTY: 711)
wellcare.com/medicare
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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
1-844-917-0175 (TTY: 711). Hours are Monday - Sunday, 8 am - 8 pm (all time zones).

Understanding the Benefits

O 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.wellcare.
com/medicare or call 1-844-917-0175 (TTY: 711) to view a copy of the EOC. Hours are Monday -
Sunday, 8 am - 8 pm (all time zones).

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

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

O Review the formulary to make sure your drugs are covered.
Understanding Important Rules

O 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.

O Benefits, premiums and/or copayments/co-insurance may change on January 1, 2025.

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

O For PPO and PFFS plans: Our plan allows you to see providers outside of our network (non-
contracted providers). However, while we will pay for covered services , the provider must
agree to treat you. Except in an emergency or urgent situation, non-contracted providers may
deny care. In addition, you will pay a higher co-pay for services received by non-contracted
providers.
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Contact Us

For more information, please contact us:

By phone

Toll-free at 1-844-917-0175 (TTY: 711). Your call may be answered by a
licensed agent.

Hours of Operation

Monday - Sunday, 8 am - 8 pm (all time zones)

Online
www.wellcare.com/medicare

Wellcare is the Medicare brand for Centene Corporation, an HMO, PPO, PFFS, PDP plan with a
Medicare contract and is an approved Part D Sponsor. Our D-SNP plans have a contract with the
state Medicaid program. Enrollment in our plans depends on contract renewal.

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

Medicare

Prescription Drug Coverage
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