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Evidence of Coverage

Your Medicare Health Benefits and Services and Prescription
Drug Coverage as a Member of:
Devoted CORE Florida (HMO)



This document gives you the details about your Medicare health care and prescription drug
coverage from January 1 - December 31, 2025. This is an important legal document. Please
keep it in a safe place.

For questions about this document, please contact Member Services at 1-800-DEVOTED
(1-800-338-6833) for additional information. (TTY users should call 711). Hours are 8am to
8pm 7 days a week from October 1to March 31, and 8am to 8pm Monday to Friday and 8am to
5pm on Saturday from April 1to September 30. This call is free.

This plan, Devoted CORE Florida (HMO), is offered by Devoted Health. (When this Evidence of
Coverage says “we,” “us,” or “our,” it means Devoted Health. When it says “plan” or “our plan,”
it means Devoted CORE Florida (HMO).

This document is available for free in English and Spanish.

If you need information in a different language or format (such as braille or large print) — or you
need any help at all — call us at 1-800-DEVOTED (1-800-338-6833) TTY 711.

Benefits, premiums, deductibles, and/or copayments/coinsurance may change on January 1,
2026.

The formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary. We will notify affected enrollees about changes at least 30 days in
advance.

Devoted Health is an HMO and/or PPO plan with a Medicare contract. Our D-SNPs also have
contracts with state Medicaid programs. Enrollment in our plans depends on contract renewal.

This document explains your benefits and rights. Use this document to understand about:

 Your plan premium and cost sharing;

 Your medical and prescription drug benefits;

« How to file a complaint if you are not satisfied with a service or treatment;
« How to contact us if you need further assistance; and,

« Other protections required by Medicare law.
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SECTION 1 Introduction

Section 1.1 You are enrolled in Devoted CORE Florida (HMO), which is a
Medicare HMO

 You are covered by Medicare, and you have chosen to get your Medicare health care and
your prescription drug coverage through our plan, Devoted CORE Florida (HMO). We are
required to cover all Part A and Part B services. However, cost sharing and provider access
in this plan differ from Original Medicare.

» Devoted CORE Florida (HMO) is a Medicare Advantage HMO Plan (HMO stands for Health
Maintenance Organization) approved by Medicare and run by a private company.

Coverage under this Plan qualifies as Qualifying Health Coverage (QHC) and satisfies the
Patient Protection and Affordable Care Act’s (ACA) individual shared responsibility requirement.
Please visit the Internal Revenue Service (IRS) website at:
www.irs.gov/Affordable-Care-Act/Individuals-and-Families for more information.

Section 1.2 What is the Evidence of Coverage document about?

This Evidence of Coverage document tells you how to get your medical care and prescription
drugs. It explains your rights and responsibilities, what is covered, what you pay as a member of
the plan, and how to file a complaint if you are not satisfied with a decision or treatment.

The words coverage and covered services refer to the medical care and services and the
prescription drugs available to you as a member of Devoted CORE Florida (HMO).

It’s important for you to learn what the plan’s rules are and what services are available to you. We
encourage you to set aside some time to look through this Evidence of Coverage document.

If you are confused, concerned, or just have a question, please contact Member Services.

Section 1.3 Legal information about the Evidence of Coverage

This Evidence of Coverageis part of our contract with you about how Devoted CORE Florida
(HMO) covers your care. Other parts of this contract include your enrollment form, the List of
Covered Drugs (Formulary), and any notices you receive from us about changes to your coverage
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or conditions that affect your coverage. These notices are sometimes called riders or
amendments.

The contract is in effect for months in which you are enrolled in Devoted CORE Florida (HMO)
between January 1, 2025 and December 31, 2025.

Each calendar year, Medicare allows us to make changes to the plans that we offer. This means
we can change the costs and benefits of Devoted CORE Florida (HMO) after December 31, 2025.
We can also choose to stop offering the plan, or to offer it in a different service area, after
December 31, 2025.

Medicare (the Centers for Medicare & Medicaid Services) must approve Devoted CORE Florida
(HMO) each year. You can continue each year to get Medicare coverage as a member of our plan
as long as we choose to continue to offer the plan and Medicare renews its approval of the plan.

SECTION 2 What makes you eligible to be a plan member?

Section 2.1 Your eligibility requirements

You are eligible for membership in our plan as long as:

» You have both Medicare Part A and Medicare Part B.

» - and --you live in our geographic service area (Section 2.2 below describes our service
area). Incarcerated individuals are not considered living in the geographic service area even
if they are physically located in it.

« -- and -- you are a United States citizen or are lawfully present in the United States.

Section 2.2 Here is the plan service area for Devoted CORE Florida (HMO)

Devoted CORE Florida (HMO) is available only to individuals who live in our plan service area. To
remain a member of our plan, you must continue to reside in the plan service area. The service
area is described below.

Our service area includes this county/these counties in Florida: Miami-Dade.

We offer coverage in several states. However, there may be cost or other differences between the
plans we offer in each state. If you move out of state and into a state that is still within our
service area, you must call Member Services in order to update your information.

If you plan to move out of the service area, you cannot remain a member of this plan. Please
contact Member Services to see if we have a plan in your new area. When you move, you will have
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a Special Enrollment Period that will allow you to switch to Original Medicare or enroll in a
Medicare health or drug plan that is available in your new location.

It is also important that you call Social Security if you move or change your mailing address. You
can find phone numbers and contact information for Social Security in Chapter 2, Section 5.

Section 2.3 U.S. citizen or lawful presence

A member of a Medicare health plan must be a U.S. citizen or lawfully present in the United
States. Medicare (the Centers for Medicare & Medicaid Services) will notify Devoted CORE Florida
(HMO) if you are not eligible to remain a member on this basis. Devoted CORE Florida (HMO)
must disenroll you if you do not meet this requirement.

SECTION 3 Important membership materials you will receive

Section 3.1 Your plan membership card

While you are a member of our plan, you must use your membership card whenever you get
services covered by this plan and for prescription drugs you get at network pharmacies. You
should also show the provider your Medicaid card, if applicable. Here’s a sample membership
card to show you what yours will look like:

ol Devoted

HEALTH PLAWNS -
PRIMARY CARE PROVIDER RxBIN 004336
PCP NAME RxPCN  MEDDADV
MEMBER NAME Contracting Group RXGRP RX8704
Member since 2019 MEMBER SERVICES pHARMAGIST HELRIDESK
Text 866-85, or call 1-866-693-4620
1-800-338-6833 (TTYX71IRA, - NA\ | 0RAL HEALTH SERVICES
FEELING SICK? CALk24/7 1-800-776-8684
1-888-802-2758 SUBMIT MEDICAL CLAIMS TO
MEMBER ID / RxID DENTAL BENEFIT Devoted Health - Claims
devoted.com/paymeback PO Box 211524
DXOOUXX Eagan, MN 55121-2724
CORE Florida (HMO) www.devoted.com

CMS H1290-029 Medic ‘PR(
ISSUER 80840 Bt ORI (e
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Do NOT use your red, white, and blue Medicare card for covered medical services while you are a
member of this plan. If you use your Medicare card instead of your Devoted CORE Florida (HMO)
membership card, you may have to pay the full cost of medical services yourself. Keep your

Medicare card in a safe place. You may be asked to show it if you need hospital services, hospice
services, or participate in Medicare approved clinical research studies, also called clinical trials.

If your plan membership card is damaged, lost, or stolen, call Member Services right away, and
we will send you a new card.

Section 3.2 The Devoted Health Provider & Pharmacy Directory

The Devoted Health Provider & Pharmacy Directory (www.devoted.com/search-providers) lists
our current network providers and pharmacies.

Network providers are the doctors and other health care professionals, medical groups,
hospitals, and other health care facilities that have an agreement with us to accept our payment
and any plan cost sharing as payment in full.

Network pharmacies are all of the pharmacies that have agreed to fill covered prescriptions for
our plan members. You can use the Devoted Health Provider & Pharmacy Directory to find the
network pharmacy you want to use. See Chapter 5, Section 2.5 for information on when you can
use pharmacies that are not in the plan’s network.

You must use network providers to get your medical care and services. If you go elsewhere
without proper authorization, you will have to pay in full. The only exceptions are emergencies,
urgently needed services when the network is not available (that is, in situations when it is
unreasonable or not possible to obtain services in network), out-of-area dialysis services, and
cases in which Devoted CORE Florida (HMO) authorizes use of out-of-network providers. If you
don’t have your copy of the Devoted Health Provider & Pharmacy Directory, you can request a
copy (electronically or in hardcopy form) from Member Services. Requests for hard copy Devoted
Health Provider & Pharmacy Directories will be mailed to you within three business days. You can
also find this information on our website at www.devoted.com or download it from this website.
Both Member Services and the website can give you the most up-to-date information about
changes to our network providers and pharmacies.

Section 3.3 The plan’s List of Covered Drugs (Formulary)

The plan has a List of Covered Drugs (Formulary). We call it the “Drug List” for short. It tells
which Part D prescription drugs are covered under the Part D benefit included in Devoted CORE
Florida (HMO). The drugs on this list are selected by the plan with the help of a team of doctors
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and pharmacists. The list must meet requirements set by Medicare. Medicare has approved the
Devoted CORE Florida (HMO) "Drug List."

The "Drug List" also tells you if there are any rules that restrict coverage for your drugs.

We will provide you a copy of the "Drug List." To get the most complete and current information
about which drugs are covered, you can visit the plan’s website (www.devoted.com) or call
Member Services.

SECTION 4 Your monthly costs for Devoted CORE Florida (HMO)

Section 4.1 Plan premium

You do not pay a separate monthly plan premium for Devoted CORE Florida (HMO).

Section 4.2 Monthly Medicare Part B Premium

Many members are required to pay other Medicare premiums.

As a member of Devoted CORE Florida (HMO), Devoted Health will reduce your monthly Medicare
Part B Premium by $16. The reduction is set up by Medicare and administered through the Social
Security Administration (SSA). Depending on how you pay your Medicare Part B premium, your
reduction may be credited to your Social Security check or credited on your Medicare Part B
premium statement. Because of SSA processing times, there may be a delay of up to 4 months
before you start to see the reduction on your check or premium statement. Note: if your Part B
premium is paid for by Medicaid or another third party, this information may not apply to you.

You must continue paying your Medicare premiums to remain a member of the plan. This
includes your premium for Part B. It may also include a premium for Part A, which affects
members who aren’t eligible for premium-free Part A.

Section 4.3 Part D Late Enrollment Penalty

Some members are required to pay a Part D late enrollment penalty. The Part D late enrollment
penalty is an additional premium that must be paid for Part D coverage if at any time after your
initial enrollment period is over, there is a period of 63 days or more in a row when you did not
have Part D or other creditable prescription drug coverage. Creditable prescription drug coverage
is coverage that meets Medicare’s minimum standards since it is expected to pay, on average, at
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least as much as Medicare’s standard prescription drug coverage. The cost of the late enrollment
penalty depends on how long you went without Part D or other creditable prescription drug
coverage. You will have to pay this penalty for as long as you have Part D coverage.

When you first enroll in Devoted CORE Florida (HMO), we let you know the amount of the
penalty.

You will not have to pay it if:

 You receive “Extra Help” from Medicare to pay for your prescription drugs.
» You have gone less than 63 days in a row without creditable coverage.
 You have had creditable drug coverage through another source, such as a former employer,
union, TRICARE, or Veterans Health Administration (VA). Your insurer or your human
resources department will tell you each year if your drug coverage is creditable coverage.
This information may be sent to you in a letter or included in a newsletter from the plan.
Keep this information, because you may need it if you join a Medicare drug plan later.
« Note: Any notice must state that you had creditable prescription drug coverage that is
expected to pay as much as Medicare’s standard prescription drug plan pays.
» Note: The following are not creditable prescription drug coverage: prescription drug
discount cards, free clinics, and drug discount websites.

Medicare determines the amount of the penalty. Here is how it works:

« If you went 63 days or more without Part D or other creditable prescription drug coverage
after you were first eligible to enroll in Part D, the plan will count the number of full months
that you did not have coverage. The penalty is 1% for every month that you did not have
creditable coverage. For example, if you go 14 months without coverage, the penalty will be
14%.

« Then Medicare determines the amount of the average monthly premium for Medicare drug
plans in the nation from the previous year. For 2025, this average premium amount is
$36.78.

« To calculate your monthly penalty, you multiply the penalty percentage and the average
monthly premium and then round it to the nearest 10 cents. In the example here it would be
14% times $36.78, which equals $5.15. This rounds to $5.20. This amount would be added
to the monthly premium for someone with a Part D late enrollment penalty.

There are three important things to note about this monthly Part D late enrollment penalty:

« First, the penalty may change each year because the average monthly premium can
change each year.

« Second, you will continue to pay a penalty every month for as long as you are enrolled in a
plan that has Medicare Part D drug benefits, even if you change plans.

« Third, if you are under 65 and currently receiving Medicare benefits, the Part D late
enrollment penalty will reset when you turn 65. After age 65, your Part D late enrollment
penalty will be based only on the months that you don’t have coverage after your initial
enrollment period for aging into Medicare.
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If you disagree about your Part D late enrollment penalty, you or your representative can ask
for a review. Generally, you must request this review within 60 days from the date on the first
letter you receive stating you have to pay a late enrollment penalty. However, if you were paying
a penalty before joining our plan, you may not have another chance to request a review of that
late enrollment penalty.

Section 4.4 Income Related Monthly Adjustment Amount

Some members may be required to pay an extra charge, known as the Part D Income Related
Monthly Adjustment Amount, also known as IRMAA. The extra charge is figured out using your
modified adjusted gross income as reported on your IRS tax return from two years ago. If this
amount is above a certain amount, you’ll pay the standard premium amount and the additional
IRMAA. For more information on the extra amount you may have to pay based on your income,
visit
www.medicare.gov/drug-coverage-part-d/costs-for-medicare-drug-coverage/monthly-premium-
for-drug-plans.

If you have to pay an extra amount, Social Security, not your Medicare plan, will send you a letter
telling you what that extra amount will be. The extra amount will be withheld from your Social
Security, Railroad Retirement Board, or Office of Personnel Management benefit check, no matter
how you usually pay your plan premium, unless your monthly benefit isn’t enough to cover the
extra amount owed. If your benefit check isn’t enough to cover the extra amount, you will get a
bill from Medicare. You must pay the extra amount to the government. It cannot be paid with
your monthly plan premium. If you do not pay the extra amount, you will be disenrolled from
the plan and lose prescription drug coverage.

If you disagree about paying an extra amount, you can ask Social Security to review the decision.
To find out more about how to do this, contact Social Security at 1-800-772-1213 (TTY
1-800-325-0778).

Section 4.5 Medicare Prescription Payment Plan Amount

If you’re participating in the Medicare Prescription Payment Plan, each month you’ll pay your
plan premium (if you have one) and you’ll get a bill from your health or drug plan for your
prescription drugs (instead of paying the pharmacy). Your monthly bill is based on what you owe
for any prescriptions you get, plus your previous month’s balance, divided by the number of
months left in the year.

Chapter 2, Section 7 tells more about the Medicare Prescription Payment Plan. If you disagree
with the amount billed as part of this payment option, you can follow the steps in Chapter 9 to
make a complaint or appeal.
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SECTION 5 More information about your monthly premium

Section 5.1 If you pay a Part D late enrollment penalty, there are several ways
you can pay your penalty

There are 4 ways you can pay the penalty.

If you'd like to change your payment option, call Member Services at 1-800-DEVOTED
(1-800-338-6833) TTY 711.

If you decide to change the way you pay your Late Enrollment Penalty, it can take up to three
months for your new payment method to take effect. While we are processing your request for a
new payment method, you are responsible for making sure that your late enrollment penalty is
paid on time.

Option 1: Paying by check

You can pay by check using the invoice and envelope that we’ll send to you. If you choose this
option, your invoice is generated on or around the 3rd of each month, and payment for your Part
D late enrollment penalty is due on the last day of the month. Your Part D late enrollment
penalty will be due monthly.

Please make sure you follow these steps so there are no delays in processing your payments:

» Make your check out to Devoted Health. You can also use a money order if you don't have a
checking account.

« Always include the invoice along with your payment, and use the reply envelope. If you
don’t use the reply envelope, please send your payment to the following address:

Devoted Health, Inc.
P.0O. Box 29033
Phoenix, AZ 85038

» Write your Member ID number on your check. You can find your Member ID number on the
top right corner of your invoice.

« If the payment is for multiple members or accounts, write all Member ID numbers on your
check, as well as the payment amount intended for each.

« If someone else makes a payment for you, be sure your name and Devoted Health Member
ID number are written on the check.

If you want to pay more than one month's Part D late enrollment penalty, just send in all the
payments you want to pay at one time and make your check out for the total amount. Devoted
CORE Florida (HMO) is not able to process cash payments; please submit payment in the form of
a check or money order. Remember—don't make out or send checks to the Centers for Medicare
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& Medicaid Services or to the U.S. Department of Health and Human Services, because that
would cause a delay, and your Part D late enrollment penalty might be late. If you need
assistance, please call Member Services at 1-800-DEVOTED (1-800-338-6833) TTY 711.

Option 2: Paying by credit or debit card

You can pay your Part D late enrollment penalty with a credit card or debit card by logging into
our online member portal at my.devoted.com.

Each time your payment is due, you can log in and make a one-time payment using any credit or
debit card with a Visa or Mastercard logo, or any Discover or American Express credit card.

If you have questions or need help, please call a Guide at 1-800-DEVOTED (1-800-338-6833) TTY
71.

Option 3: Having the Part D late enrollment penalty taken out of your monthly Railroad
Retirement Board check

You can have the Part D late enrollment penalty taken out of your monthly Railroad Retirement
Board check. You can contact Member Services at 1-800-DEVOTED (1-800-338-6833) TTY 711 for
more information on how to pay your penalty this way. We will be happy to help you set this up.

Option 4: Having your Part D late enrollment penalty taken out of your monthly Social
Security check

Changing the way you pay your Part D late enrollment penalty

If you decide to change the option by which you pay your Part D late enrollment penalty, it can
take up to three months for your new payment method to take effect. While we are processing
your request for a new payment method, you are responsible for making sure that your Part D
late enrollment penalty is paid on time. To change your payment method, call Member Services
at 1-800-DEVOTED (1-800-338-6833) TTY 711.

What to do if you are having trouble paying your Part D late enrollment penalty
Your Part D late enrollment penalty is due in our office on the last day of the month.

If you are having trouble paying your Part D late enrollment penalty, if owed, on time, please
contact Member Services to see if we can direct you to programs that will help with your costs.

Section 5.2 Can we change your monthly plan premium during the year?

No. We are not allowed to change the amount we charge for the plan's monthly plan premium
during the year. If the monthly plan premium changes for next year, we will tell you in September,
and the change will take effect on January 1.
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However, in some cases, you may be able to stop paying a late enrollment penalty, if owed, or
need to start paying a late enrollment penalty. This could happen if you become eligible for the
“Extra Help” program or if you lose your eligibility for the “Extra Help” program during the year.

« If you currently pay the Part D late enrollment penalty and become eligible for “Extra Help”
during the year, you would be able to stop paying your penalty.

« If you lose "Extra Help," you may be subject to the late enrollment penalty if you go 63 days
or more in a row without Part D or other creditable prescription drug coverage.

You can find out more about the “Extra Help” program in Chapter 2, Section 7.

SECTION 6 Keeping your plan membership record up to date

Your membership record has information from your enrollment form, including your address and
telephone number. It shows your specific plan coverage, including your Primary Care Provider.

The doctors, hospitals, pharmacists, and other providers in the plan’s network need to have
correct information about you. These network providers use your membership record to know
what services and drugs are covered and the cost-sharing amounts for you. Because of this, it
is very important that you help us keep your information up to date.

Let us know about these changes:

« Changes to your name, your address, or your phone number

« Changes in any other health insurance coverage you have (such as from your employer, your
spouse or domestic partner’s employer, workers’ compensation, or Medicaid)

« If you have any liability claims, such as claims from an automobile accident

« If you have been admitted to a nursing home

« If you receive care in an out-of-area or out-of-network hospital or emergency room

« If your designated responsible party (such as a caregiver) changes

« If you are participating in a clinical research study (Note: You are not required to tell your
plan about the clinical research studies you intend to participate in, but we encourage you
to do so.)

If any of this information changes, please let us know by calling Member Services.

It is also important to contact Social Security if you move or change your mailing address. You
can find phone numbers and contact information for Social Security in Chapter 2, Section 5.

SECTION 7 How other insurance works with our plan

Other insurance
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Medicare requires that we collect information from you about any other medical or drug
insurance coverage that you have. That’s because we must coordinate any other coverage you
have with your benefits under our plan. This is called Coordination of Benefits.

Once each year, we will send you a letter that lists any other medical or drug insurance coverage
that we know about. Please read over this information carefully. If it is correct, you don’t need to
do anything. If the information is incorrect, or if you have other coverage that is not listed, please
call Member Services. You may need to give your plan member ID number to your other insurers
(once you have confirmed their identity) so your bills are paid correctly and on time.

When you have other insurance (like employer group health coverage), there are rules set by
Medicare that decide whether our plan or your other insurance pays first. The insurance that pays
first is called the primary payer and pays up to the limits of its coverage. The one that pays
second, called the secondary payer, only pays if there are costs left uncovered by the primary
coverage. The secondary payer may not pay all of the uncovered costs. If you have other
insurance, tell your doctor, hospital, and pharmacy.

These rules apply for employer or union group health plan coverage:

« If you have retiree coverage, Medicare pays first.

« If your group health plan coverage is based on your or a family member’s current
employment, who pays first depends on your age, the number of people employed by your
employer, and whether you have Medicare based on age, disability, or End-Stage Renal
Disease (ESRD):

« If you’re under 65 and disabled and you or your family member is still working, your
group health plan pays first if the employer has 100 or more employees or at least one
employer in a multiple employer plan that has more than 100 employees.

« If you’re over 65 and you or your spouse or domestic partner is still working, your
group health plan pays first if the employer has 20 or more employees or at least one
employer in a multiple employer plan that has more than 20 employees.

« If you have Medicare because of ESRD, your group health plan will pay first for the first 30
months after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:

» No-fault insurance (including automobile insurance)
« Liability (including automobile insurance)

« Black lung benefits

» Workers’ compensation

Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after
Medicare, employer group health plans, and/or Medigap have paid.
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SECTION 1 Devoted CORE Florida (HMO) contacts
(how to contact us, including how to reach Member Services)

How to contact our plan’s Member Services

For assistance with claims, billing, or member card questions, please call or write to Devoted
CORE Florida (HMO) Member Services. We will be happy to help you.

Method Member services - Contact Information

CALL 1-800-DEVOTED (1-800-338-6833)
Calls to this number are free.
8am to 8pm, 7 days a week, from October 1to March 31
8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to September
30
Member Services also has free language interpreter services available for non-
English speakers.

TTY 711
Calls to this number are free.
8am to 8pm, 7 days a week, from October 1to March 31
8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to September
30

FAX 1-877-234-9988

WRITE Devoted Health, Inc.
P.O. Box 211037
Eagan, MN 55121

TEXT 866-85

WEBSITE www.devoted.com

How to contact us when you are asking for a coverage decision about your medical care

A coverage decision is a decision we make about your benefits and coverage or about the amount
we will pay for your medical services or Part D prescription drugs. For more information on asking
for coverage decisions about your medical care or Part D prescription drugs, see Chapter 9 (What
to do if you have a problem or complaint (coverage decisions, appeals, complaints)).
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Method Coverage Decisions for Medical Care - Contact Information

CALL 1-800-DEVOTED (1-800-338-6833)
Calls to this number are free.
8am to 8pm, 7 days a week, from October 1to March 31
8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to September
30
Member Services also has free language interpreter services available for non-
English speakers.

TTY 71
Calls to this number are free.
8am to 8pm, 7 days a week, from October 1to March 31
8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to September
30

FAX 1-877-264-3872

WRITE Devoted Health
P.O. Box 211037
Eagan, MN 55121

WEBSITE www.devoted.com

How to contact us when you are making an appeal about your medical care

An appeal is a formal way of asking us to review and change a coverage decision we have made.
For more information on making an appeal about your medical care, see Chapter 9 (What to do if
you have a problem or complaint (coverage decisions, appeals, complaints)).

How to contact us when you are making a complaint about your medical care

You can make a complaint about us or one of our network providers or pharmacies, including a
complaint about the quality of your care. This type of complaint does not involve coverage or
payment disputes. For more information on making a complaint about your medical care, see
Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)).
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Method

Appeals and Complaints about Medical Care - Contact Information

CALL

1-800-DEVOTED (1-800-338-6833)

Calls to this number are free.

8am to 8pm, 7 days a week, from October 1to March 31

8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to
September 30

Member Services also has free language interpreter services available for
non-English speakers.

TTY

71

Calls to this number are free.

8am to 8pm, 7 days a week, from October 1to March 31

8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to
September 30

FAX

1-877-358-0711

WRITE

Devoted Health - Appeals and Grievances
P.O. Box 21327
Eagan, MN 55121

WEBSITE

www.devoted.com

MEDICARE WEBSITE

You can submit a complaint about Devoted CORE Florida (HMO) directly
to Medicare. To submit an online complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx.

How to contact us when you are asking for a coverage decision about your Part D prescription

drugs

A coverage decision is a decision we make about your benefits and coverage or about the amount
we will pay for Part D prescription drugs. For more information on asking for coverage decisions
about your Part D prescription drugs, see Chapter 9 (What to do if you have a problem or
complaint (coverage decisions, appeals, complaints)).

How to contact us when you are making an appeal about your Part D prescription drugs

An appeal is a formal way of asking us to review and change a coverage decision we have made.
For more information on making an appeal about your Part D prescription drugs, see Chapter 9
(What to do if you have a problem or complaint (coverage decisions, appeals, complaints)).
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Method

Coverage Decisions and Appeals for Part D Prescription Drugs - Contact
Information

CALL

1-800-DEVOTED (1-800-338-6833)

Calls to this number are free.

8am to 8pm, 7 days a week, from October 1to March 31

8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to September
30

Member Services also has free language interpreter services available for non-
English speakers.

TTY

711

Calls to this number are free.

8am to 8pm, 7 days a week, from October 1to March 31

8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to September
30

FAX

1-855-633-7673

WRITE

CVS Caremark Coverage Determinations/Exceptions
P.0. Box 52000, MC109
Phoenix, AZ 85072-2000

WEBSITE www.devoted.com

How to contact us when you are making a complaint about your Part D prescription drugs

You can make a complaint about us or one of our network pharmacies, including a complaint
about the quality of your care. This type of complaint does not involve coverage or payment
disputes. For more information on making a complaint about your Part D prescription drugs, see
Chapter 9 (What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)).
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Method Complaints about Part D prescription drugs - Contact Information

CALL 1-800-DEVOTED (1-800-338-6833)
Calls to this number are free.
8am to 8pm, 7 days a week, from October 1to March 31
8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to
September 30
Member Services also has free language interpreter services available for
non-English speakers.

TTY 71
Calls to this number are free.
8am to 8pm, 7 days a week, from October 1to March 31
8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to

September 30
FAX 1-866-217-3353
WRITE CVS Caremark Medicare Part D Grievance Department

P.O. Box 30016
Pittsburgh, PA 15222-0330

MEDICARE WEBSITE You can submit a complaint about Devoted CORE Florida (HMO) directly
to Medicare. To submit an online complaint to Medicare, go to
www.medicare.gov/MedicareComplaintForm/home.aspx.

Where to send a request asking us to pay for our share of the cost for medical care or a drug
you have received

If you have received a bill or paid for services (such as a provider bill) that you think we should
pay for, you may need to ask us for reimbursement or to pay the provider bill. See Chapter 7
(Asking us to pay our share of a bill you have received for covered medical services or drugs).

Please note: If you send us a payment request and we deny any part of your request, you can
appeal our decision. See Chapter 9 (What to do if you have a problem or complaint (coverage
decisions, appeals, complaints)) for more information.

Method Medical Care Payment Requests - Contact Information

WRITE Devoted Health
ATTN: Member Reimbursements
P.O. Box 211524
Eagan, MN 55121

WEBSITE www.devoted.com/paymeback/
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Method Part D Payment Requests - Contact Information

CALL 1-800-DEVOTED (1-800-338-6833)
Calls to this number are free.
8am to 8pm, 7 days a week, from October 1to March 31
8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to September
30
Member Services also has free language interpreter services available for non-
English speakers.

TTY 71
Calls to this number are free.
8am to 8pm, 7 days a week, from October 1to March 31
8am to 8pm, Monday to Friday and 8am to 5pm, Saturday, from April 1to September
30

FAX 1-855-230-5549

WRITE  CVS Caremark Medicare Part D Paper Claim
P.O. Box 52066
Phoenix, AZ 85072-2066

WEBSITE www.devoted.com/drug-reimbursement

SECTION 2 Medicare
(how to get help and information directly from the Federal
Medicare program)

Medicare is the Federal health insurance program for people 65 years of age or older, some
people under age 65 with disabilities, and people with End-Stage Renal Disease (permanent
kidney failure requiring dialysis or a kidney transplant).

The Federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services
(sometimes called CMS). This agency contracts with Medicare Advantage organizations, including
us.
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Method

Medicare - Contact Information

CALL

1-800-MEDICARE (1-800-633-4227)
Calls to this number are free.
24 hours a day, 7 days a week.

TTY

1-877-486-2048

This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.

Calls to this number are free.

WEBSITE

www.medicare.gov

This is the official government website for Medicare. It gives you up-to-date
information about Medicare and current Medicare issues. It also has information
about hospitals, nursing homes, physicians, home health agencies, and dialysis
facilities. It includes documents you can print directly from your computer. You can
also find Medicare contacts in your state. The Medicare website also has detailed
information about your Medicare eligibility and enrollment options with the following
tools:

» Medicare Eligibility Tool: Provides Medicare eligibility status information.

« Medicare Plan Finder: Provides personalized information about available
Medicare prescription drug plans, Medicare health plans, and Medigap
(Medicare Supplement Insurance) policies in your area. These tools provide an
estimate of what your out-of-pocket costs might be in different Medicare plans.

You can also use the website to tell Medicare about any complaints you have about
Devoted CORE Florida (HMO):

« Tell Medicare about your complaint: You can submit a complaint about
Devoted CORE Florida (HMO) directly to Medicare. To submit a complaint to
Medicare, go to www.medicare.gov/MedicareComplaintForm/home.aspx.
Medicare takes your complaints seriously and will use this information to help
improve the quality of the Medicare program.

If you don’t have a computer, your local library or senior center may be able to help
you visit this website using its computer. Or you can call Medicare and tell them
what information you are looking for. They will find the information on the website
and review the information with you. You can call Medicare at 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.
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SECTION 3 State Health Insurance Assistance Program
(free help, information, and answers to your questions about
Medicare)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselors in every state. In Florida, the SHIP is called Florida SHINE (Serving Health Insurance
Needs of Elders).

Florida SHINE (Serving Health Insurance Needs of Elders) is an independent (not connected with
any insurance company or health plan) state program that gets money from the Federal
government to give free local health insurance counseling to people with Medicare.

Florida SHINE (Serving Health Insurance Needs of Elders) counselors can help you understand
your Medicare rights, help you make complaints about your medical care or treatment, and help
you straighten out problems with your Medicare bills. Florida SHINE (Serving Health Insurance
Needs of Elders) counselors can also help you with Medicare questions or problems and help you
understand your Medicare plan choices and answer questions about switching plans.

METHOD TO ACCESS SHIP and OTHER RESOURCES:

« Visit https://www.shiphelp.org (Click on SHIP LOCATOR in middle of page)
« Select your STATE from the list. This will take you to a page with phone numbers and
resources specific to your state.

Method Florida SHINE (Serving Health Insurance Needs of Elders) - Contact Information

CALL 1-800-96-ELDER (1-800-963-5337)

TTY 1-800-955-8770
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.

WRITE  SHINE Program, Department of Elder Affairs
4040 Esplanade Way, Suite 270
Tallahassee, FL 32399-7000
information@elderaffairs.org

WEBSITE floridashine.org

SECTION 4 Quality Improvement Organization

There is a designated Quality Improvement Organization for serving Medicare beneficiaries in
each state. For Florida, the Quality Improvement Organization is called Florida Kepro.
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Florida Kepro has a group of doctors and other health care professionals who are paid by
Medicare to check on and help improve the quality of care for people with Medicare. Florida
Kepro is an independent organization. It is not connected with our plan.

You should contact Florida Kepro in any of these situations:

» You have a complaint about the quality of care you have received.

« You think coverage for your hospital stay is ending too soon.

« You think coverage for your home health care, skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services is ending too soon.

Method Florida Kepro - Contact Information

CALL 1-888-317-0751
Weekdays: 9:00 a.m. to 5:00 p.m. Weekends and Holidays: 10:00 a.m. to 4:00 p.m.

TTY 711

WRITE  Kepro
5201 West Kennedy Blvd., Suite 900
Tampa, FL 33609

WEBSITE keprogio.com/bene/statepages/florida

SECTION 5 Social Security

Social Security is responsible for determining eligibility and handling enrollment for Medicare.
U.S. citizens and lawful permanent residents who are 65 or older, or who have a disability or End-
Stage Renal Disease and meet certain conditions, are eligible for Medicare. If you are already
getting Social Security checks, enrollment into Medicare is automatic. If you are not getting
Social Security checks, you have to enroll in Medicare. To apply for Medicare, you can call Social
Security or visit your local Social Security office.

Social Security is also responsible for determining who has to pay an extra amount for their Part
D drug coverage because they have a higher income. If you got a letter from Social Security telling
you that you have to pay the extra amount and have questions about the amount or if your
income went down because of a life-changing event, you can call Social Security to ask for
reconsideration.

If you move or change your mailing address, it is important that you contact Social Security to let
them know.
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Method Social Security - Contact Information

CALL 1-800-772-1213
Calls to this number are free.
Available 8:00 am to 7:00 pm, Monday through Friday.
You can use Social Security’s automated telephone services to get recorded
information and conduct some business 24 hours a day.

TTY 1-800-325-0778
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.
Calls to this number are free.
Available 8:00 am to 7:00 pm, Monday through Friday.

WEBSITE www.ssa.gov

SECTION 6 Medicaid

Medicaid is a joint Federal and state government program that helps with medical costs for
certain people with limited incomes and resources. Some people with Medicare are also eligible
for Medicaid. The programs offered through Medicaid help people with Medicare pay their
Medicare costs, such as their Medicare premiums. These Medicare Savings Programs include:

« Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B premiums,
and other cost sharing (like deductibles, coinsurance, and copayments). (Some people with
QMB are also eligible for full Medicaid benefits (QMB+).)

« Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums. (Some
people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

« Qualifying Individual (QI): Helps pay Part B premiums.

« Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums.

To find out more about Medicaid and its programs, contact Florida Agency for Health Care
Administration (AHCA).
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Method Florida Agency for Health Care Administration (AHCA) - Contact Information

CALL 1-888-419-3456
Monday through Friday, 8 a.m.to 5 p.m. ET

TTY 1-800-955-8771
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.

WRITE  Agency for Health Care Administration
2727 Mahan Drive
Tallahassee, FL 32308

WEBSITE ahca.myflorida.com

SECTION 7 Information about programs to help people pay for their
prescription drugs

The Medicare.gov website (www.medicare.gov/basics/costs/help/drug-costs) provides
information on how to lower your prescription drug costs. For people with limited incomes, there
are also other programs to assist, described below.

Medicare’s “Extra Help” Program

Medicare provides “Extra Help” to pay prescription drug costs for people who have limited
income and resources. Resources include your savings and stocks, but not your home or car. If
you qualify, you get help paying for any Medicare drug plan’s monthly premium, yearly
deductible, and prescription copayments. This “Extra Help” also counts toward your out-of-
pocket costs.

If you automatically qualify for “Extra Help,” Medicare will mail you a letter. You will not have to
apply. If you do not automatically qualify, you may be able to get “Extra Help” to pay for your
prescription drug premiums and costs. To see if you qualify for getting “Extra Help,” call:

» 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048, 24 hours a day/7
days a week;

 The Social Security Office at 1-800-772-1213, between 8 am and 7 pm, Monday through
Friday. TTY users should call 1-800-325-0778; or

« Your State Medicaid Office. (See Section 6 of this chapter for contact information).

If you believe you have qualified for “Extra Help” and you believe that you are paying an incorrect
cost-sharing amount when you get your prescription at a pharmacy, our plan has a process for
you to either request assistance in obtaining evidence of your proper copayment level, or, if you
already have the evidence, to provide this evidence to us.

« Proof that you already have "Extra Help" status
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« A copy of your Medicaid card showing your name and the date you became eligible for
“Extra Help.” The date has to be in the month of July or later of last year.

« A letter from the Social Security Administration showing your “Extra Help” status.
This letter could be called Important Information, Award Letter, Notice of Change, or
Notice of Action.

« A letter from the Social Security Administration showing that you receive
Supplemental Security Income. If that’s the case, you also qualify for “Extra Help.”

« Proof that you have active Medicaid status

« A copy of any state document or any printout from the state system showing your
active Medicaid status. The active date shown has to be in the month of July or later
of last year.

« Proof of a Medicaid payment for a stay at a medical facility
« Your stay at the medical facility must be at least one full month long and must be in
the month of July or later of last year.
« A billing statement from the facility showing the Medicaid payment
« A copy of any state document or any printout from the state system showing the
Medicaid payment for you
« A screen print from the State’s Medicaid systems showing your institutional
status based on at least a full calendar month stay for the period you were in a
medical facility

« If you first show one of the documents listed above as proof at the pharmacy, please

also send us a copy. Mail the document to:

Devoted Health, Inc.
Enrollment

P.O. Box 211127
Eagan, MN 55121

« When we receive the evidence showing your copayment level, we will update our system so
that you can pay the correct copayment when you get your next prescription at the
pharmacy. If you overpay your copayment, we will reimburse you. Either we will forward a
check to you in the amount of your overpayment, or we will offset future copayments. If the
pharmacy hasn’t collected a copayment from you and is carrying your copayment as a debt
owed by you, we may make the payment directly to the pharmacy. If a state paid on your
behalf, we may make the payment directly to the state. Please contact Member Services if
you have questions.

What if you have "Extra Help" and coverage from an AIDS Drug Assistance Program (ADAP)?
What is the AIDS Drug Assistance Program (ADAP)?

The AIDS Drug Assistance Program (ADAP) helps ADAP-eligible individuals living with HIV/AIDS
have access to life-saving HIV medications. Medicare Part D prescription drugs that are also on
the ADAP formulary qualify for prescription cost-sharing assistance through the Florida AIDS
Drug Assistance Program (ADAP).

Note: To be eligible for the ADAP operating in your State, individuals must meet certain criteria,
including proof of State residence and HIV status, low income as defined by the State, and
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uninsured/under-insured status. If you change plans, please notify your local ADAP enrollment
worker so you can continue to receive assistance. For information on eligibility criteria, covered
drugs, or how to enroll in the program, please call the number below.

Method Florida Department of Health ADAP - Contact Information
CALL 1-844-381-2327
Monday through Friday, 8 a.m. to 9 p.m. local time
TTY mnm
WRITE HIV/AIDS Section

4052 Bald Cypress Way
Tallahassee, FL 32399
DiseaseControl@flhealth.gov

WEBSITE floridahealth.gov/diseases-and-conditions/aids/adap

The Medicare Prescription Payment Plan

The Medicare Prescription Payment Plan is a new payment option that works with your current
drug coverage, and it can help you manage your drug costs by spreading them across monthly
payments that vary throughout the year (January - December). This payment option might
help you manage your expenses, but it doesn’t save you money or lower your drug costs.
“Extra Help” from Medicare and help from your ADAP, for those who qualify, is more
advantageous than participation in the Medicare Prescription Payment Plan. All members are
eligible to participate in this payment option, regardless of income level, and all Medicare drug
plans and Medicare health plans with drug coverage must offer this payment option. Contact us
or visit Medicare.gov to find out if this payment option is right for you.

Method The Medicare Prescription Payment Plan - Contact Information

CALL 1-800-DEVOTED (1-800-338-6833)
8am to 8pm, Monday to Friday (from October 1to March 31, 8am to 8pm, 7
days a week)

TEXT 866-85
TTY 711
WRITE Devoted Health - Medicare Prescription Payment Plan

PO Box 211127
Eagan, MN 55121

WEBSITE devoted.com/prescription-drugs/prescription-payment-plan

MEMBER PORTAL my.devoted.com/prescription-payment-plan




2025 Evidence of Coverage for Devoted CORE Florida (HMO) 33
Chapter 2 : Important phone numbers and resources

SECTION 8 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent Federal agency that administers
comprehensive benefit programs for the nation’s railroad workers and their families. If you
receive your Medicare through the Railroad Retirement Board, it is important that you let them
know if you move or change your mailing address. If you have questions regarding your benefits
from the Railroad Retirement Board, contact the agency.

Method Railroad Retirement Board - Contact Information

CALL 1-877-772-5772
Calls to this number are free.
If you press “0”, you may speak with an RRB representative from 9:00 am to 3:30
pm, Monday, Tuesday, Thursday, and Friday, and from 9:00 am to 12:00 pm on
Wednesday.
If you press “1”, you may access the automated RRB HelpLine and recorded
information 24 hours a day, including weekends and holidays.

TTY 1-312-751-4701
This number requires special telephone equipment and is only for people who have
difficulties with hearing or speaking.
Calls to this number are not free.

WEBSITE rrb.gov

SECTION 9 Do you have group insurance or other health insurance from
an employer?

If you (or your spouse or domestic partner) get benefits from your (or your spouse or domestic
partner’s) employer or retiree group as part of this plan, you may call the employer/union
benefits administrator or Member Services if you have any questions. You can ask about your (or
your spouse or domestic partner’s) employer or retiree health benefits, premiums, or the
enrollment period. (Phone numbers for Member Services are printed on the back cover of this
document.) You may also call 1-800-MEDICARE (1-800-633-4227; TTY: 1-877-486-2048) with
qguestions related to your Medicare coverage under this plan.

If you have other prescription drug coverage through your (or your spouse or domestic partner’s)
employer or retiree group, please contact that group’s benefits administrator. The benefits
administrator can help you determine how your current prescription drug coverage will work with
our plan.


https://www.rrb.gov

CHAPTER 3:
Using the plan for your medical services
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SECTION1 Things to know about getting your medical care as a member
of our plan

This chapter explains what you need to know about using the plan to get your medical care
covered. It gives definitions of terms and explains the rules you will need to follow to get the
medical treatments, services, equipment, prescription drugs, and other medical care that are
covered by the plan.

For the details on what medical care is covered by our plan and how much you pay when you get
this care, use the benefits chart in the next chapter, Chapter 4 (Medical Benefits Chart (what is
covered and what you pay)).

Section 1.1 What are network providers and covered services?

« Providers are doctors and other health care professionals licensed by the state to provide
medical services and care. The term providers also includes hospitals and other health care
facilities.

« Network providers are the doctors and other health care professionals, medical groups,
hospitals, and other health care facilities that have an agreement with us to accept our
payment and your cost-sharing amount as payment in full. We have arranged for these
providers to deliver covered services to members in our plan. The providers in our network
bill us directly for care they give you. When you see a network provider, you pay only your
share of the cost for their services.

« Covered services include all the medical care, health care services, supplies, equipment,
and prescription drugs that are covered by our plan. Your covered services for medical care
are listed in the benefits chart in Chapter 4. Your covered services for prescription drugs
are discussed in Chapter 5.

Section 1.2 Basic rules for getting your medical care covered by the plan

As a Medicare health plan, Devoted CORE Florida (HMO) must cover all services covered by
Original Medicare and must follow Original Medicare’s coverage rules.

Devoted CORE Florida (HMO) will generally cover your medical care as long as:

» The care you receive is included in the plan’s Medical Benefits Chart (this chart is in
Chapter 4 of this document).
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» The care you receive is considered medically necessary. Medically necessary means that
the services, supplies, equipment, or drugs are needed for the prevention, diagnosis, or
treatment of your medical condition and meet accepted standards of medical practice.

 You have a network primary care provider (a PCP) who is providing and overseeing your
care. As a member of our plan, you must choose a network PCP (for more information about
this, see Section 2.1in this chapter).

« In most situations, your network PCP must give you approval in advance before you
can use other providers in the plan’s network, such as specialists, hospitals, skilled
nursing facilities, or home health care agencies. This is called giving you a referral. For
more information about this, see Section 2.3 of this chapter.

« Referrals from your PCP are not required for emergency care or urgently needed
services. There are also some other kinds of care you can get without having approval
in advance from your PCP (for more information about this, see Section 2.2 of this
chapter).

« You must receive your care from a network provider (for more information about this, see
Section 2 in this chapter). In most cases, care you receive from an out-of-network provider
(a provider who is not part of our plan’s network) will not be covered. This means that you
will have to pay the provider in full for the services furnished. Here are three exceptions:

» The plan covers emergency care or urgently needed services that you get from an out-
of-network provider. For more information about this, and to see what emergency or
urgently needed services means, see Section 3 in this chapter.

« If you need medical care that Medicare requires our plan to cover but there are no
specialists in our network that provide this care, you can get this care from an out-of-
network provider at the same cost sharing you normally pay in-network. Authorization
is required prior to obtaining these services. Call Member Services at 1-800-DEVOTED
(1-800-338-6833) TTY 711 to obtain authorization for these services. Authorization is
required prior to obtaining care out-of-network (except in medical emergencies, in
which case you should reach out after being stabilized). In this situation, you will pay
the same as you would pay if you got the care from a network provider. For
information about getting approval to see an out-of-network doctor, see Section 2.4 in
this chapter.

» The plan covers kidney dialysis services that you get at a Medicare-certified dialysis
facility when you are temporarily outside the plan’s service area or when your provider
for this service is temporarily unavailable or inaccessible. The cost sharing you pay
the plan for dialysis can never exceed the cost sharing in Original Medicare. If you are
outside the plan’s service area and obtain the dialysis from a provider that is outside
the plan’s network, your cost sharing cannot exceed the cost sharing you pay in-
network. However, if your usual in-network provider for dialysis is temporarily
unavailable and you choose to obtain services inside the service area from a provider
outside the plan’s network the cost sharing for the dialysis may be higher.
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SECTION 2 Use providers in the plan’s network to get your medical care

Section 2.1 You must choose a Primary Care Provider (PCP) to provide and
oversee your medical care

What is a PCP and what does the PCP do for you?

A PCP is your Primary Care Provider. When you become a member of our plan, you must choose a
plan provider to be your PCP. Your PCP is a provider who meets state requirements and is trained
to give you basic medical care. You will get your routine or basic care from your PCP. Your PCP
will also coordinate the rest of the covered services you get as a member of our plan. In most
cases, you will need to have your PCP's approval to see a specialist (this is called getting a
referral to a specialist). Your PCP will provide most of your care and will help to arrange or
coordinate the rest of the covered services you get as a member of our plan. This includes:

« Radiology (for example, X-rays or MRIs)

 Laboratory tests

» Therapies (for example, physical therapy)

« Care from doctors who are specialists

» Qutpatient procedures

« Hospital admissions (except when it's an emergency; see section 3.1 of this chapter), and
« Follow-up care after a hospital admission or procedure

Coordinating your services includes checking or consulting with other plan providers about your
care and how it is going. If you need certain types of covered services or supplies, you must get
approval in advance from your PCP (such as giving you a referral to see a specialist). In some
cases, your PCP will need to get prior authorization (prior approval) from us. Since your PCP will
provide and coordinate your medical care, you should have all your past medical records sent to
your PCP’s office. Chapter 8 tells you how we will protect the privacy of your medical records and
personal health information.

How do you choose your PCP?

If you already have a PCP, verify that your PCP is covered in the Devoted Health network by
checking that they are listed in the Devoted Health Provider & Pharmacy Directory, which is
available at www.devoted.com. Next, call Member Services to officially make them your PCP, by
calling 1-800-DEVOTED (1-800-338-6833) TTY 711.

If your current PCP is not in network, or if you do not have a PCP, you can call Member Services at
1-800-DEVOTED (1-800-338-6833) TTY 711 if you would like help identifying a PCP.

Changing your PCP
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You may change your PCP for any reason, at any time. Also, it’s possible that your PCP might
leave our plan’s network of providers and you would have to find a new PCP. To do this, call
Member Services at 1-800-DEVOTED (1-800-338-6833) TTY 711. You may also submit a written
request to the Member Service Department. We can help you select a new PCP who is a good
match for you, or if you already have someone in mind, we can officially record that for you.

The date that your PCP change goes into effect will vary based on when you request the change:

« If you request a change on or before the 9th of a month and have not yet seen your PCP that
month: you may choose to have the change go into effect retroactive to the 1st of that
month or the st of the following month.

« If you request a change on or after the 10th of a month or you have already seen your PCP
that month: the change will be effective the 1st day of the next month.

Under certain circumstances, if you request a change on or after the 10th of a month, you may
have your change made effective retroactive to the 1st of that month, as an exception to the
policy above. These exception circumstances are:

1. You are not an established patient with your current PCP (have not had a visit with this PCP
before)

2. Your current PCP is no longer in the Devoted Health network

3. Devoted Health made an error affecting your current PCP selection

All claims will be processed based on who your PCP was at the time of service. If you need care
from specialists or hospitals, your PCP will refer you to a specialist or hospital who they work
with and can help to coordinate care. If you have any open referrals at the time you change PCPs,
make sure you get a new referral from your new PCP.

Section 2.2 What kinds of medical care can you get without a referral from
your PCP?

You can get the services listed below without getting approval in advance from your PCP.

« Routine women’s health care, which includes breast exams, screening mammograms (x-
rays of the breast), Pap tests, and pelvic exams as long as you get them from a network
provider.

« Flu shots (or vaccines), COVID-19 vaccinations, Hepatitis B vaccinations, and pneumonia
vaccinations as long as you get them from a network provider.

« Emergency services from network providers or from out-of-network providers.

« Urgently needed plan-covered services, which are services requiring immediate medical
attention that are not emergencies, provided you are temporarily outside the service area of
the plan, or it is unreasonable given your time, place, and circumstances to obtain this
service from network providers with whom the plan contracts. Examples of urgently needed
services are unforeseen medical illnesses and injuries or unexpected flare-ups of existing
conditions. However, medically necessary routine provider visits, such as annual checkups,
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are not considered urgently needed even if you are outside the service area of the plan or
the plan network is temporarily unavailable.

« Kidney dialysis services that you get at a Medicare-certified dialysis facility when you are
temporarily outside the plan’s service area. If possible, please call Member Services before
you leave the service area so we can help arrange for you to have maintenance dialysis
while you are away.

» Medicare-covered chiropractic services from a network provider.

« Qutpatient mental health and substance abuse services.

« All covered preventive services from network providers. These services are indicated in the
Chapter 4 benefits chart with this image:

9

Section 2.3 How to get care from specialists and other network providers

A specialist is a doctor who provides health care services for a specific disease or part of the
body. There are many kinds of specialists. Here are a few examples:

« Oncologists care for patients with cancer.
« Cardiologists care for patients with heart conditions.
« Orthopedists care for patients with certain bone, joint, or muscle conditions.

When your PCP thinks you need specialized treatment, he/she will give you a referral (your PCP’s
approval) to see a specialist or certain other providers in our network.

It is important to get a referral (your PCP’s approval) in advance from your PCP before you see a
plan specialist or certain other providers. (see the previous section for more details on
exceptions to this rule).

If the specialist wants you to come back for more care, check first to be sure that the referral you
got from your PCP for the first visit covers more visits to the specialist.

If there are specific specialists you want to use, find out first whether they are in the Devoted
Health network. Each plan PCP may have certain specialists they prefer to refer patients to. This
means that the PCP you select may determine the specialists you may see. Please consult with
your PCP.

Network providers are doctors and other health care professionals that have an agreement with
Devoted Health to provide covered services to members in our plan. Network providers may
practice outside of the service area in which members live. Members can see network providers
regardless of practice location if the provider accepts Devoted Health of Florida.

Not every hospital is covered by the plan. If there are specific hospitals you want to use, you
must first find out whether the hospital is covered by the plan. For details about emergency care
see Section 3.1 of this chapter.
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For some types of services, your provider may need to get approval in advance from our plan
(this is called getting prior authorization). See Chapter 4, Section 2.1 for information about which
services require prior authorization.

What if a specialist or another network provider leaves our plan?

We may make changes to the hospitals, doctors, and specialists (providers) that are part of your
plan during the year. If your doctor or specialist leaves your plan you have certain rights and
protections that are summarized below:

« Even though our network of providers may change during the year, Medicare requires that
we furnish you with uninterrupted access to qualified doctors and specialists.

» We will notify you that your provider is leaving our plan so that you have time to select a
new provider.

« If your primary care or behavioral health provider leaves our plan, we will notify you if
you have seen that provider within the past three years.

« If any of your other providers leave our plan, we will notify you if you are assigned to
the provider, currently receive care from them, or have seen them within the past
three months.

« We will assist you in selecting a new qualified in-network provider that you may access for
continued care.

« If you are currently undergoing medical treatment or therapies with your current provider,
you have the right to request, and we will work with you to ensure, that the medically
necessary treatment or therapies you are receiving continues.

» We will provide you with information about the different enrollment periods available to you
and options you may have for changing plans.

« We will arrange for any medically necessary covered benefit outside of our provider
network, but at in-network cost sharing, when an in-network provider or benefit is
unavailable or inadequate to meet your medical needs. However, prior authorization from
the plan is required, and we recommend that you get a referral from your PCP before
receiving care out-of-network.

« If you find out your doctor or specialist is leaving your plan, please contact us so we can
assist you in finding a new provider to manage your care.

« If you believe we have not furnished you with a qualified provider to replace your previous
provider or that your care is not being appropriately managed, you have the right to file a
quality of care complaint to the QIO, a quality of care grievance to the plan, or both. Please
see Chapter 9.

Section 2.4 How to get care from out-of-network providers

Under limited circumstances, our plan will allow members to see out-of-network providers for
Medicare-covered services. These circumstances are described below (and are stated in Section
1.2 of this chapter):
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1. Urgent and emergency care anywhere in the world. See Chapter 4, Section 2 (Medical
Benefits Chart) for details.

2. When you are temporarily outside the plan’s service area but remain in the United States
and its territories, we will cover kidney dialysis services from a Medicare-certified dialysis
facility.

3. In the plan’s service area, you may receive any Medicare-covered service that the plan’s
network of doctors and other health care professionals, medical groups, hospitals, and
other health care facilities cannot provide. However, prior authorization from the plan is
required, and we recommend that you get a referral from your PCP before receiving care
out-of-network. (Network providers are described in Section 1.1 of this chapter). You, your
PCP, or your authorized representative may call, write, or fax our plan to make a request for
prior authorization. Call us at 1-800-DEVOTED (1-800-338-6833) TTY 711 (or for the other
ways to contact us see Chapter 2, Section 1, How to contact our plan’s Member Services).

In the above situations, when you receive care from an out-of-network provider in the U.S. or its
territories, you may be asked to pay more than if you got the care from a network provider.
However, these out-of-network providers may not balance bill you for the difference between
what they charge for Medicare-covered services and what the plan pays them, plus your cost-
sharing amount. (See Chapter 4, Section 1.3 for an explanation of balance billing). If an out-of-
network provider in the U.S. or its territories bills you for more than your cost sharing amount for
covered services, send the bill to us. (See Chapter 7, Section 2, for instructions on how to ask us
to pay a bill you received).

SECTION 3 How to get services when you have an emergency or urgent
need for care or during a disaster

Section 3.1 Getting care if you have a medical emergency

What is a medical emergency and what should you do if you have one?

A medical emergency is when you, or any other prudent layperson with an average knowledge of
health and medicine, believe that you have medical symptoms that require immediate medical
attention to prevent your loss of life (and, if you are a pregnant woman, loss of an unborn child),
loss of a limb or function of a limb, or loss of or serious impairment to a bodily function. The
medical symptoms may be an illness, injury, severe pain, or a medical condition that is quickly
getting worse.

If you have a medical emergency:

« Get help as quickly as possible. Call 911 for help or go to the nearest emergency room or
hospital. Call for an ambulance if you need it. You do not need to get approval or a referral
first from your PCP. You do not need to use a network doctor. You may get covered
emergency medical care whenever you need it, anywhere in the United States or its
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territories, and from any provider with an appropriate state license even if they are not part
of our network. You are also covered for urgent and emergency services anywhere in the
world.

« As soon as possible, make sure that our plan has been told about your emergency. We
need to follow up on your emergency care. You or someone else should call to tell us about
your emergency care, usually within 48 hours. Call us at 1-800-DEVOTED (1-800-338-6833)
TTY 711 from 8am to 8pm, 7 days a week, from October 1to March 31, and 8am to 8pm,
Monday to Friday, and 8am to 5pm, Saturday, from April 1to September 30 so we can help.

What is covered if you have a medical emergency?

Our plan covers ambulance services in situations where getting to the emergency room in any
other way could endanger your health. We also cover medical services during the emergency.

The doctors who are giving you emergency care will decide when your condition is stable and the
medical emergency is over.

You are covered for emergency care worldwide. If you have an emergency outside of the U.S. and
its territories, you will be responsible to pay for the services rendered upfront. We will reimburse
you for covered costs up to the amount set by the Medicare fee schedule. For more information,
please see the Medical Benefits Chart in Chapter 4, Section 2.1, or call us at 1-800-DEVOTED
(1-800-338-6833) TTY 711.

After the emergency is over, you are entitled to follow-up care to be sure your condition
continues to be stable. Your doctors will continue to treat you until your doctors contact us and
make plans for additional care. Your follow-up care will be covered by our plan.

If your emergency care is provided by out-of-network providers, we will try to arrange for network
providers to take over your care as soon as your medical condition and the circumstances allow.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go in
for emergency care - thinking that your health is in serious danger - and the doctor may say that
it wasn’t a medical emergency after all. If it turns out that it was not an emergency, as long as you
reasonably thought your health was in serious danger, we will cover your care.

However, after the doctor has said that it was not an emergency, we will cover additional care
only if you get the additional care in one of these two ways:

 You go to a network provider to get the additional care.
« - or - The additional care you get is considered urgently needed services and you follow the
rules for getting this urgent care (for more information about this, see Section 3.2 below).
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Section 3.2 Getting care when you have an urgent need for services

What are urgently needed services?

A plan-covered service requiring immediate medical attention that is not an emergency is an
urgently needed service if either you are temporarily outside the service area of the plan, or it is
unreasonable given your time, place, and circumstances to obtain this service from network
providers with whom the plan contracts. Examples of urgently needed services are unforeseen
medical illnesses and injuries, or unexpected flare-ups of existing conditions. However, medically
necessary routine provider visits, such as annual checkups, are not considered urgently needed
even if you are outside the service area of the plan or the plan network is temporarily unavailable.

You should always try to obtain urgently needed services from network providers. However, if
providers are temporarily unavailable or inaccessible and it is not reasonable to wait to obtain
care from your network provider when the network becomes available, we will cover urgently
needed services that you get from an out-of-network provider. If you need urgent care, go to any
urgent care clinic or urgent care center.

When you cannot get care from a network provider, our plan will cover urgently needed services
that you get from any provider.

Our plan covers worldwide emergency and urgent care services outside the United States. If you
have an urgent need for care outside of the U.S. and its territories, you will be responsible for
paying for the services rendered upfront. We will reimburse you for all the relevant covered costs.
For more information please see Chapter 4 or call us at 1-800-DEVOTED (1-800-338-6833) TTY
71.

Section 3.3 Getting care during a disaster

If the Governor of your state, the U.S. Secretary of Health and Human Services, or the President
of the United States declares a state of disaster or emergency in your geographic area, you are
still entitled to care from your plan.

Please visit the following website: www.devoted.com for information on how to obtain needed
care during a disaster.

If you cannot use a network provider during a disaster, your plan will allow you to obtain care
from out-of-network providers at in-network cost sharing. If you cannot use a network pharmacy
during a disaster, you may be able to fill your prescription drugs at an out-of-network pharmacy.
Please see Chapter 5, Section 2.5 for more information.
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SECTION 4 What if you are billed directly for the full cost of your
services?

Section 4.1 You can ask us to pay our share of the cost of covered services

If you have paid more than your plan cost-sharing for covered services, or if you have received a
bill for the full cost of covered medical services, go to Chapter 7 (Asking us to pay our share of a
bill you have received for covered medical services or drugs) for information about what to do.

Section 4.2 If services are not covered by our plan, you must pay the full cost

Devoted CORE Florida (HMO) covers all medically necessary services as listed in the Medical
Benefits Chart in Chapter 4 of this document. If you receive services not covered by our plan or
services obtained out of network and were not authorized, you are responsible for paying the full
cost of services.

For covered services that have a benefit limitation, you also pay the full cost of any services you
get after you have used up your benefit for that type of covered service. Paying for costs once a
benefit limit has been reached does not count toward the out-of-pocket maximum. You can call
Member Services when you want to know how much of your benefit limit you have already used.

SECTION 5 How are your medical services covered when you arein a
clinical research study?

Section 5.1 What is a clinical research study?

A clinical research study (also called a clinical trial) is a way that doctors and scientists test new
types of medical care, like how well a new cancer drug works. Certain clinical research studies are
approved by Medicare. Clinical research studies approved by Medicare typically request
volunteers to participate in the study.

Once Medicare approves the study, and you express interest, someone who works on the study
will contact you to explain more about the study and see if you meet the requirements set by the
scientists who are running the study. You can participate in the study as long as you meet the
requirements for the study and you have a full understanding and acceptance of what is involved
if you participate in the study.
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If you participate in a Medicare-approved study, Original Medicare pays most of the costs for the
covered services you receive as part of the study. If you tell us that you are in a qualified clinical
trial, then you are only responsible for the in-network cost sharing for the services in that trial. If
you paid more, for example, if you already paid the Original Medicare cost-sharing amount, we
will reimburse the difference between what you paid and 