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Summary of Benefits 

SBOSB032 

Humana Gold Plus H6622-032 (HMO) 
Oklahoma City 

Select Counties in Oklahoma 

Our service area includes the following county/counties in Oklahoma: Canadian, 
Cleveland, Grady, Kingfisher, Lincoln, Logan, McClain, Oklahoma, Pottawatomie, 
Seminole. 
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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  1-800-833-2364 (TTY: 
711) .

Understanding the Benefits 
The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is important 
to review plan coverage, costs and benefits before you enroll. Visit  Humana.com/medicare or call  
1-800-833-2364  (TTY: 711) to view a copy of the EOC. 

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

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

Review the formulary to make sure your drugs are covered.  

Understanding Important Rules 
You must continue to pay your Medicare Part B premium. This premium is normally taken out of your 
Social Security check each month. 

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

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. 

Except in emergency or urgent situations, we do not cover services by out-of-network providers 
(doctors who are not listed in the provider directory). 
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Let's talk about Humana Gold Plus 
H6622-032 (HMO) 
Find out more about the Humana Gold Plus H6622-032 (HMO) plan – including the 
health and drug services it covers – in this easy-to-use guide. 

Humana Gold Plus H6622-032 (HMO) is a Medicare Advantage  HMO plan with a 
Medicare contract. Enrollment in this Humana plan depends on contract renewal. 

The benefit information provided is a summary of what we cover and what you pay. It 
doesn't list every service that we cover or list every limitation or exclusion. For a 
complete list of services we cover, please refer to the plan's Evidence of Coverage on our 
website,  Humana.com/PlanDocuments .

To be eligible 
To join Humana Gold Plus H6622-032 
(HMO), you must be entitled to 
Medicare Part A, be enrolled in Medicare 
Part B and live in our service area. 

Plan name 
Humana Gold Plus H6622-032 (HMO) 

How to reach us 
If you're a member of this plan, call 
toll-free:  1-800-457-4708 (TTY: 711) .

If you're  not a member of this plan, 
call toll free:  1-800-833-2364 (TTY: 
711) .

October 1 - March 31: 
Call 7 days a week from 8 a.m. – 8 p.m. 

April 1 - September 30: 
Call Monday - Friday, 8 a.m. – 8 p.m. 

Or visit our website: 
Humana.com/Medicare 

More about Humana Gold Plus 
H6622-032 (HMO) 
Do you have Medicare and Medicaid? If you are a 
dual-eligible beneficiary enrolled in both 
Medicare and your state Medicaid program, you 
may not have to pay the medical costs displayed 
in this booklet and your prescription drug costs 
may be lower, too. 

If you have Medicaid, be sure to show your 
Medicaid ID card in addition to your Humana 
membership card to make your provider aware 
that you may have additional coverage. Your 
services are paid first by Humana and then by 
Medicaid. 

As a member you must select an in-network 
doctor within the service area listed in this 
document to act as your Primary Care Provider 
(PCP). Humana Gold Plus H6622-032 (HMO) has a 
network of doctors, hospitals, pharmacies and 
other providers. If you use providers who aren't 
in our network, the plan may not pay for these 
services. 

A healthy partnership 
Get more from this plan — with extra 
services and resources provided by 
Humana !



You do not need a referral to receive covered services from plan providers. Certain procedures, services and 
drugs may need advance approval from this plan. This is called "preauthorization." To learn more about services 
that require preauthorization from the plan, contact your PCP, refer to the Evidence of Coverage (EOC) for this 
plan, or visit  Humana.com/PAL .
c
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Monthly Premium, Deductible and Limits 
Monthly plan premium $0 

You must keep paying your Medicare Part B premium. 

Part B premium reduction Your plan will reduce your Monthly Part B premium by up to  $3 but by 
no more than Original Medicare's Part B Premium for 2025. 

Medical deductible $255 in-network  
The following services listed are excluded from the in-network 
deductible: 
• Ambulance Services 
• Chemotherapy Drugs and Administration 
• Diabetic Monitoring Supplies 
• Emergency Room Services 
• Lab Services 
• Medicare Covered Preventive Services (including Immunizations (Flu 

& Pneumonia)) 
• Medicare Part B Insulin Drugs 
• Other Medicare Part B Drugs 
• Primary Care Provider's Office 
• Services not covered by Original Medicare 
• Specialist's Office 
• Urgently Needed Services at Urgent Care Centers  

Pharmacy (Part D) deductible $0 deductible for Tier 1, Tier 2 and Tier 3
$250 deductible for  Tier 4 and Tier 5

Maximum out-of-pocket 
responsibility 

$4,300 in-network 
The most you pay for copays, coinsurance and other costs for covered 
medical services for the year. 

Medical Benefits 
INPATIENT HOSPITAL COVERAGE 
This plan covers an unlimited number of days for an 
inpatient stay 

$290 copay per day for days 1-7 
$0 copay per day for days 8-90 

OUTPATIENT HOSPITAL COVERAGE 
Diagnostic colonoscopy $0 copay 

Diagnostic mammography $0 copay 



You do not need a referral to receive covered services from plan providers. Certain procedures, services and 
drugs may need advance approval from this plan. This is called "preauthorization." To learn more about services 
that require preauthorization from the plan, contact your PCP, refer to the Evidence of Coverage (EOC) for this 
plan, or visit  Humana.com/PAL .
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Medical Benefits (cont.)  

Information regarding each plan is available at  
Humana.com/sb . 

In-network dentists have agreed to provide covered  
services at contracted rates (per the in-network fee  
schedules, or INFS). If a member visits a  
participating network dentist, the member cannot  
be billed for charges that exceed the negotiated fee  
schedule (but any applicable coinsurance payment  
still applies).  

Find a dentist in the nationwide Humana Dental  
Medicare network at  Humana.com > Find Care .

• $0 copay for crown, other restorative services -  
core buildup and prefabricated post and core, root  
canal, root canal retreatment up to 1 per tooth  
per lifetime. 

• $0 copay for bitewing x-rays, intraoral x-rays up to  
1 set(s) per year. 

• $0 copay for emergency diagnostic exam up to 1  
per year. 

• $0 copay for emergency treatment for pain, oral  
surgery, periodic oral exam, prophylaxis (cleaning)  
up to 2 per year. 

• $0 copay for periodontal maintenance up to 4 per  
year. 

• $0 copay for amalgam and/or composite filling,  
necessary anesthesia with covered service, simple  
or surgical extraction up to unlimited per year. 

• $1,000 maximum benefit coverage amount per  
year for all diagnostic/preventive and  
comprehensive benefits. 

VISION SERVICES 
Eyewear (post cataract surgery) $0 copay 

Medicare-covered diabetic eye exam $0 copay 



You do not need a referral to receive covered services from plan providers. Certain procedures, services and 
drugs may need advance approval from this plan. This is called "preauthorization." To learn more about services 
that require preauthorization from the plan, contact your PCP, refer to the Evidence of Coverage (EOC) for this 
plan, or visit  Humana.com/PAL .
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Medical Benefits (cont.)  

Medicare-covered vision services 
The provider locator for Medicare-covered vision  
can be found at  Humana.com > Find Care. 

$40 copay  

Mandatory supplemental vision benefit 
The mandatory supplemental vision benefits are  
provided through the Humana Medicare Insight  
Network. The provider locator can be found at  
Humana.com > Find Care. 

In-Network: 
VIS734 
• $0 copay for routine exam up to 1 per year. 
• $100 maximum benefit coverage amount per  

year for contact lenses or eyeglasses-lenses and  
frames, fitting for eyeglasses-lenses and frames. 

• OR 
• $150 maximum benefit coverage amount per  

year at PLUS Provider for contact lenses or  
eyeglasses-lenses and frames, fitting for  
eyeglasses-lenses and frames. 

• Eyeglass lens options may be available with the  
maximum benefit coverage amount up to 1 pair  
per year. 

• Maximum benefit coverage amount is limited to  
one time use per year. 

• Maximum benefit coverage amounts cannot be  
combined. 

PLUS providers are part of the Humana Medicare  
Insight Network and are indicated in the provider  
locator search results.  

MENTAL HEALTH SERVICES 
Inpatient 
This plan covers up to 190 days in a lifetime for 
inpatient mental health care in a psychiatric 
hospital 

$290 copay per day for days 1-7 
$0 copay per day for days 8-90 

Mental health therapy visits • Outpatient hospital:  $35 copay 
• Partial hospitalization:  $35 copay 
• Specialist's office:  $30 copay 

Outpatient substance abuse services • Outpatient hospital:  $35 copay 
• Partial hospitalization:  $35 copay 
• Specialist's office:  $40 copay 
• Telehealth:  $30 copay 

SKILLED NURSING FACILITY (SNF) 
This plan covers up to 100 days in a SNF $10 copay per day for days 1-20 

$214 copay per day for days 21-100 



You do not need a referral to receive covered services from plan providers. Certain procedures, services and 
drugs may need advance approval from this plan. This is called "preauthorization." To learn more about services 
that require preauthorization from the plan, contact your PCP, refer to the Evidence of Coverage (EOC) for this 
plan, or visit  Humana.com/PAL .
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Medical Benefits (cont.)  

AMBULANCE 
$315  copay per date of service 

TRANSPORTATION 
Not Covered 

MEDICARE PART B DRUGS 
Some rebatable Part B drugs may be subject to a lower coinsurance 

Allergy shots and serum • PCP's office:  $0 copay 
• Specialist's office:  $0 copay 

Chemotherapy drugs • Outpatient hospital:  20% of the cost 
• Specialist's office:  20% of the cost 

Other Part B drugs • Outpatient hospital:  20% of the cost 
• PCP's office:  20% of the cost 
• Pharmacy:  20% of the cost 
• Specialist's office:  20% of the cost 

Part B Insulin 
You won't pay more than  $35 for a one-month (up 
to 30-day) supply of each insulin product covered 
by this plan. 

• Outpatient hospital:  20% of the cost 
• PCP's office:  20% of the cost 
• Pharmacy:  20% of the cost 
• Specialist's office:  20% of the cost 

Prescription Drug Benefits 
PLAN HIGHLIGHTS 
$0 copays $0 copays at select pharmacy locations and tiers. 

Additional details below.  

Deductible $0 deductible for Tier 1, Tier 2 and Tier 3

Insulin costs You won't pay more than  $35 for a one-month (up 
to 30-day) supply of each insulin product covered by 
this plan. 

$0 vaccines $0 copay for adult Part D covered vaccines 
recommended by the Advisory Committee on 
Immunization Practices (ACIP) 

DEDUCTIBLE 
$0 deductible for Tier 1, Tier 2 and Tier 3. This plan has a  $250 deductible for Tier 4 and Tier 5 drugs . You 
pay the full cost of these drugs until you reach  $250 . Then, you only pay your cost-share.  
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