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Your Summary of Benefits

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

This is a summary of health services covered by Wellcare Patriot Simple (HMO-PQOS)
from January 1, 2025 to December 31, 2025.

This booklet will provide you with a summary of what we cover and the cost-sharing
responsibilities. It does not list every service, limitation, or exclusion. A complete list of services can
be found in the plan's Evidence of Coverage (EOC). You can find the Evidence of Coverage on our
website at www.wellcare.com/medicare. To request a copy, please call 1-800-225-8017 (TTY 711):
Hours are Monday - Sunday, 8 am - 8 pm (all time zones).

Who can join?

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

We cover the services and items in this document and the Evidence of Coverage if they are
medically necessary.

Our service area includes these counties in New York: Albany, Broome, Dutchess, Erie, Genesee,
Livingston, Madison, Monroe, Niagara, Oneida, Onondaga, Orange, Rockland, Saratoga,
Schenectady, Suffolk, Tompkins, Ulster, Wayne, and Westchester.

If you want to know more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook. View it online at www.medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.

Health Maintenance Organizations (HMOs) are health care plans offered by an insurance provider
with a network of contracted healthcare providers and facilities. HMOs generally require members
to select a primary care provider (PCP) to coordinate care and if you need a specialist, the PCP will
choose one who is also in our network.

Health Maintenance Organizations-Point of Service (HMO-POS) plans are HMOs with the
Point-of-Service (POS) benefit. The POS benefit allows members to get care from out-of-network
providers for routine dental services as shown in the “Benefits” section of this document. Your
out-of-pocket costs may be higher if you use out-of-network providers. You don't need a referral to
go out-of-network for your POS benefit. However, before getting services from out-of-network
providers, you may want to confirm with us that the services are covered by us. If we later
determine that the services are not covered, we may deny coverage and you will have to pay the
costs. Please call our Member Services number or see your Evidence of Coverage for more
information, including the cost-sharing that applies to out-of-network services.


http://www.wellcare.com/medicare
http://www.medicare.gov
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Our plan gives you access to our network of skilled medical providers in your area. You can look
forward to choosing a primary care provider (PCP) to work with you and coordinate your care. You
can ask for a current provider directory or, for an up-to-date list of network providers, visit www.
2025wellcaredirectories.com. Please note that, if you go elsewhere without proper authorization,
you will have to pay in full. Neither Medicare nor our plan will be responsible for the costs. 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 Wellcare Patriot Simple (HMO-PQOS) authorizes use of
out-of-network providers.

Our plan is for beneficiaries who receive creditable Part D coverage through a retiree plan, VA
benefits, or other coverage.
Which doctors and hospitals can | use? Wellcare Patriot Simple (HMO-POS) has a network of

doctors, hospitals, and other providers. You can save money by using our providers in the plan’s
network. You may use out-of-network providers for routine dental services. For all other services,
you must use providers that are within our network, or the plan may not pay for the service.

You can see our plan’s provider directory on our website at www.2025wellcaredirectories.com.
We must provide information in a way that works for you (in languages other than English, in

audio, in braille, in large print, or other alternate formats, etc.). For more information, or to
request information in an alternate format, please call us at 1-800-225-8017 (TTY users should call
711): Hours are Monday - Sunday, 8 am - 8 pm (all time zones).



http://www.2025wellcaredirectories.com
http://www.2025wellcaredirectories.com
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Benefits

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

Monthly plan premium SO
Plan does not cover Part D.
You must continue to pay your Medicare Part B premium.

Deductible No deductible
Maximum Out-of-Pocket $6,700 annually
Responsibility This is the most you will pay in copays and coinsurance for

Part A and B services for the year.

Inpatient Hospital coverage For each admission, you pay:
e $300 copay per day for days 1 through 5
e S0 copay per day for days 6 through 90

*

Outpatient Hospital coverage

Outpatient hospital services S0 copay for Medicare-covered diagnostic colonoscopy.
$500 copay for outpatient surgical services.
S75 copay for outpatient non-surgical services, including

outpatient palliative care.
*

Outpatient hospital $125 copay for outpatient observation services when you
observation services enter observation status through an emergency room.
S500 copay for outpatient observation services when you
enter observation status through an outpatient facility.

Ambulatory Surgical Center S50 copay for each Medicare-covered visit to an ambulatory
(ASC) services surgical center, including Medicare-covered diagnostic
colonoscopy.

*
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Benefits

Doctor Visits

Primary Care Providers SO copay
Specialists $20 copay
*
Preventive Care (e.g., Annual SO copay

Wellness visit, Bone mass
measurement, Breast cancer
screening (mammogram),
Cardiovascular screenings,
Cervical and vaginal cancer
screening, Colorectal cancer
screenings, Diabetes screenings,
Hepatitis B Virus Screening,
Prostate cancer screenings (PSA),
Vaccines (including Flu/influenza
shots, Hepatitis B shots,
Pneumococcal shots, COVID

shots))
Emergency care $125 copay
Copay is waived if you are admitted to a hospital within 24
hours.
Worldwide Emergency $125 copay
Coverage
Worldwide emergency and worldwide urgently needed
services are subject to a $50,000 maximum plan coverage.
There is no worldwide coverage for care outside of the
emergency room or emergency hospital admission. The
copay is not waived if admitted to the hospital for worldwide
emergency services.
Urgently needed services $25 copay

Copay is waived if you are admitted to a hospital within 24
hours.
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Benefits

Services/Labs/Imaging
Lab services

Worldwide Urgent Care $125 copay
Coverage
Worldwide emergency and worldwide urgently needed
services are subject to a $50,000 maximum plan coverage.
The copay is not waived if admitted to the hospital for
worldwide urgently needed services.
Diagnostic

SO copay for all other labs.
S50 copay for genetic testing.
*

Diagnostic Tests and
Procedures

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

$20 copay for all other Medicare-covered diagnostic
procedures and tests.

*

Outpatient X-rays

S0 copay
*

Diagnostic radiology services
(e.g. MRI, CAT Scan)

S0 copay for a diagnostic mammogram.
S75 copay for all other diagnostic radiology services.
*

Therapeutic Radiology

20% coinsurance
%

Hearing services

Hearing Exam $20 copay

Medicare-Covered *

Routine hearing exam SO copay
*

1 exam(s) every year
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Benefits
Hearing Aids
Hearing Aid SO copay
*

Fitting/Evaluation(s)

1 fitting(s) / evaluation(s) every year

Hearing aid allowance Up to a $750 allowance per ear every year for hearing aids.
All types SO copay
*

Limited to 2 hearing aid(s) every year

Additional Hearing Information What you should know

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

Dental services

Comprehensive services $20 copay for each Medicare-covered service.
Medicare-covered *

Routine Diagnostic and In-Network

Preventive Services io copay

Out-of-Network

25% coinsurance
%

Cleanings 2 every year

Dental x-rays 1 set(s) every date of service to 36 months
depending on type of service

Oral exams 2 every year
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Benefits

Fluoride Treatment

Other Diagnostic Dental
services

Other Preventive Dental
services

In-Network
SO copay
*

Out-of-Network
25% coinsurance
*

1 every year

In-Network
S0 copay
*

Out-of-Network

25% coinsurance
k

1 every date of service to 36 months depending on type of
service

In-Network
S0 copay
*

Out-of-Network

25% coinsurance
*

1 every date of service to 36 months depending on type of
service
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Benefits

Routine Comprehensive
services

Restorative Services

Endodontics/Periodontics

Oral/Maxillofacial Surgery

Prosthodontics -
fixed

In-Network
S0 copay
*

Out-of-Network

25% coinsurance
*

In-Network
SO copay
*

Out-of-Network

25% coinsurance
%

In-Network
S0 copay
*

Out-of-Network

25% coinsurance
k

In-Network
SO copay
*

Out-of-Network

25% coinsurance
*
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Prosthodontics -
removable

Adjunctive General
Services

In-Network
SO copay
*

Out-of-Network

25% coinsurance
*

In-Network
SO copay
*

Out-of-Network

25% coinsurance
*

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

Additional Dental Information

What you should know:

This plan includes coverage up to $3,000 per plan year for all
in-network and out-of-network covered routine
comprehensive dental services.

You may use either in-network or out-of-network dentists
for routine dental care (non-Medicare-covered services).
Your out-of-pocket costs may be higher if you use
out-of-network providers. Out-of-network providers are not
contracted to accept plan payment as payment in full. They
might charge you more than the plan pays.

Vision Services

Eye Exam
Medicare Covered

S0 copay (Medicare-covered diabetic retinopathy screening)
$20 copay (all other Medicare-covered eye exams)
*
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Routine eye exam (Refraction)

S0 copay
*

1 exam(s) every year

Glaucoma screening

S0 copay for each Medicare-covered service.

(lenses and
frames)/Eyeglass frames

Eyewear allowance

Eyewear SO copay
Medicare Covered *
Routine eyewear
Contact lenses/Eyeglasses | SO copay
*

Up to a $200 combined allowance towards contacts and

glasses (lenses and/or frames) every year.

Mental Health Services

Inpatient visit

For each admission, you pay:
* S350 copay per stay for days 1 through 90

*

Outpatient individual therapy | SO copay

visit *

Outpatient group therapy visit | SO copay
*

Skilled nursing facility (SNF)

For each benefit period, you pay:

e S0 copay per day for days 1 through 20

* 5214 copay per day for days 21 through 60
e S0 copay per day for days 61 through 100
*
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Therapy and Rehabilitation
Services

Physical Therapy $20 copay
*

Outpatient rehabilitation $20 copay

services provided by an *

occupational therapist

Pulmonary rehabilitation $15 copay

services

Ambulance

Ground Ambulance $250 copay
*

Air Ambulance $250 copay
*

Transportation Services

Not covered

Medicare Part B Drugs

Chemotherapy Drugs and
Other Part B Drugs

20% coinsurance

*

Certain Part B rebatable drugs may be subject to a lower
coinsurance than the amount shown above. The list of Part B
rebatable drugs that are subject to a lower coinsurance is
published by the Centers for Medicare & Medicaid Services
(CMS) and may change quarterly.

Insulin

S35 copay (maximum per month)
*

Allergy Antigen

0% coinsurance
*
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Additional Benefits

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

Chiropractic Services
Medicare-covered SO copay
*

Routine chiropractic services | SO copay
*

Unlimited visits every year

Acupuncture

Medicare-covered SO copay for Medicare-covered Acupuncture received in a
PCP office.

S0 copay for Medicare-covered Acupuncture received in a
Chiropractor office.

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

*

Routine acupuncture services | SO copay
*

Limited to 24 visit(s) every year

Podiatry Services (Foot Care)
Medicare Covered $20 copay
*
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Virtual Visits

S0 copay for virtual visit services performed through
Teladoc.

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

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

What you should know:

The SO copay above only applies when services are received
from Teladoc. If you receive telemedicine services from a
network provider and not the virtual visit vendor, you will
pay the cost shares listed for those providers, as outlined
within the Evidence of Coverage (e.g., if you receive
telehealth services from your PCP, you will pay the PCP cost
share).

*

Social Support Platform

Our plan provides an online social support platform to
support your overall well-being. You have access to
community, therapeutic activities, and plan-sponsored
resources to help manage stress and anxiety. The Twill
platform makes it easy for you to join and stay involved to
maintain a healthy behavioral health journey. It is available
online 24/7, so you can use it whenever you want.

For more information on how to access the platform please
see your Evidence of Coverage.

SO copay
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Home health agency care S0 copay
*
Meals
Post-Acute Meals SO copay

What you should know:

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

Medical Equipment/Supplies

Durable Medical Equipment
(DME)

20% coinsurance
*

Prosthetics

20% coinsurance
*

Diabetic Supplies

S0 copay
*

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

Diabetic therapeutic shoes or
inserts

20% coinsurance
*

Opioid treatment program
services

$20 copay
*
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Health and Wellness Education
Programs

Fitness

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

SO copay

What you should know:

To help support an active and healthy lifestyle your plan
provides a fitness program that offers access to fitness
locations nationwide.

Members have access to in-person fitness centers, available
on-demand exercise programs, and a variety of Home
Fitness Kits (including a wearable fitness tracker).

24-Hour Nurse Advice Line

S0 copay

Annual Routine Physical Exam

SO copay

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

Wellcare Spendables™

You will receive $100 every quarter preloaded on your
Wellcare Spendables™ card. Your allowance is loaded on the
first day of each quarter (January, April, July, October) and
expires on the last day of each quarter.

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

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

With My Wellcare Rewards, you earn points for completing
eligible healthy activities.

Points can be redeemed for gift cards, up to S75 per year,
from your favorite stores like Walmart®, and more. You can
start earning points just by registering. Some qualifying
healthy actions include:

Completing the Health Risk Assessment
Connecting a fitness device
Annual wellness visits
Annual flu vaccines
Cancer screenings
A1C testing
ift card restrictions may apply.

QY ® © o o o o




Form Approved Multi-Language Insert
OMB# 0938-1421 Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or
drug plan. To get an interpreter, just call us at 1-877-374-4056 (TTY: 711). Someone who speaks English/
Language can help you. This is a free service.

Spanish: Contamos con los servicios de interpretacion gratuitos para responder cualquier pregunta
que pueda tener sobre nuestro plan de salud o medicamentos. Para solicitar un intérprete, llamenos al
1-877-374-4056 (TTY: 711). Alguien que hable espafiol puede ayudarlo. Este es un servicio gratuito.

Chinese (Mandarin): 25 {" [JELEH BBpOL 320R 7 > i B S 20N 25 [0 RS 2P SIpoe | =],
W%Té@ i1 1-877-374-4056 (TTY 0 711) . LSRRI Fisplin R RO, SR
BAR

Chinese (Cantonese): Z IR A EMN O ZRFE @ IS LH R MNIERSEY T2l aE B T
AIZERT » B ORERTS » s5EUE 1-877-374-4056 (TTY © 711) ° DR ERAMAE AT IEBE -
It R B AR FS

Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible ninyong tanong
tungkol sa aming planong pangkalusugan o plano sa gamot. Para kumuha ng interpreter, tawagan lang
kami sa 1-877-374-4056 (TTY: 711). May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong libreng
serbisyo.

French: Nous mettons a votre disposition des services d’interprétation gratuits pour répondre a toutes vos
questions sur notre régime de santé ou de médicaments. Pour obtenir les services d’'un interprete, appelez-
nous au 1-877-374-4056 (TTY : 711). Un interlocuteur francophone pourra vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu théng dich mién phi dé tra 15i bat ky cau hdi nao ctia quy vi vé
chuong trinh strc khde hodc chuong trinh thudce cla ching téi. D& nhan théng dich vién, chi can goi cho
chung toi theo s 1-877-374-4056 (TTY: 711). MOt nhan vién nadi tiéng Viét co thé giip quy vi. Dich vu
nay dugc mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren Gesundheits-
oder Medikamentenplanen haben. Wenn Sie einen Dolmetscher brauchen, rufen Sie uns unter folgender

Telefonnummer an: 1-877-374-4056 (TTY: 711). Ein deutschsprachiger Mitarbeiter wird Ihnen behilflich sein.
Dieser Service ist kostenlos.

Korean: A AL =

olotE S LHSHA 20 = = U= 2= E20 5|
et F8 59 MBIATE JSLIEL SHAE B2t 49,1-877-374-4056(TTY: 71)EH O 2
AL Ats FHA L. R0 E TAtete SFAPE T35 =8 F USHEL S
|Cf

ME[AE FE22 MSEL

Russian: Ec/in y Bac BO3HMKAN Kakne-nmbo BONPOCh! O HallemM NaaHe MeaMUMHCKOro CTPaxoBaHWA Uamn
naaHe C MOKPbITUEM NIEKAPCTBEHHbIX MPEnapaToB, BaM AOCTYMNHblI 6ecniaTHble yCayri nepesoaymKa.
Ecam Bam HyxeH nepeBoAYMK, MPOCTO NO3BOHUTE HAaM NO HOMepy 1-877-374-4056 (TTY: 711). Bam
OKaXKeT MOMOLLb COTPYAHMK, FOBOPALLMIA Ha PYCCKOM A3blike. [laHHaA ycayra becnaaTtHa.
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Ly dalall o) sl i dsiall ddad Jon il 585 8 Al (g e Lladl duilaa 4 )58 des i iledd i Arabic
acley O (S (711 :TTY) 1-877-374-4056 31 e Ly Juai¥) (55w clile L ¢ )58 pa sl o J panll
NEEON SSED PN ¥ TR PR QUK.
Hindi: AR WY T g7 WH o R H 31U fat Ut Yy &1 IR ¢4 & fole, g9 gud § guiivan
ATy <d & | gHITT a1 U & T, S99 8% 1-877-374-4056 (TTY: 711) TR Hid B | &} Sie aray
qTell DIs TEHIS SMUD! GG HR Yhdl /Tl ¢ I8 U (:Y[ed Jal |
Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda possa avere

in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete, € sufficiente contattare il
1-877-374-4056 (TTY: 711). Qualcuno la assistera in lingua italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que possa ter
sobre 0 nosso plano de saude ou medicagao. Para obter um intérprete, contacte nos atraveés do niumero
1-877-374-4056 (TTY: 711). Um falante de portugués podera ajuda-lo. Este servico € gratuito.

French Creole: Nou gen sevis entepréet gratis pou reponn nenpot kesyon ou ka genyen sou plan sante oswa
plan medikaman nou an. Pou jwenn yon entépret, annik rele nou nan 1-877-374-4056 (TTY: 711). Yon moun
ki pale Kreyol Ayisyen ka ede w. Se yon sevis ki gratis.

Polish: Oferujemy bezptatng ustuge ttumaczenia ustnego, ktéra pomoze Panstwu uzyskac¢ odpowiedzi na
ewentualne pytania dotyczace naszego planu leczenia lub planu refundacji lekow. Aby skorzystac z ustugi
ttumaczenia ustnego, wystarczy zadzwoni¢ pod numer 1-877-374-4056 (TTY: 711). Zapewni to Panstwu
pomoc 0soby mowigcej po polsku. Ustuga ta jest bezptatna.

Japanese: ¥t DEROERIFTEICOVWT CERA A H SEEE. BEHOBERY—EX%
CRRAWEEITET, BEREFAT SIZIL., 1-877-374-4056 (TTY : ) [2HBEL 2
=LY, BREDEGRBHENTIGELET, CNIFEHODY—EXTT,

Hawaiian: Loa‘a ia makou na lawelawe unuhi ‘Olelo manuahi e pane i na ninau au e pili ana i ka makou
papahana olakino a la‘au paha. No ka loa‘a ‘ana o ka unuhi ‘clelo e kelepona ia makou ma 1-877-374-4056
(TTY: 711). Hiki i kekahi kanaka ‘Olelo Hawai‘i ke kdkua ia ‘oe. He lawelawe manuahi kéia.

Ilocano: Adda iti libre a serbisyo ti panagpatarus mi tapno masungbatan ti anyaman a saludsod mo
maipanggep iti plano ti salun-at wenno agas mi. Tapno makaala ti maysa nga agipatpatarus pakiawagan
dakami laeng iti 1-877-374-4056 (TTY: 711). Mabalin nga makatulong kenka ti maysa nga agsasao iti llocano.
Daytoy ket libre a serbisio.

Samoan: E iai matou auaunaga faamatala upu e tali atu i soo se fesili e te ono fesili ai e uiga ia matou
fuafuaga tau soifua maloloina poo fualaau. Ina ia maua se tagata faamatala upu na’o le vili maia matou i le
1-877-374-4056 (TTY: 711). E mafai ona fesoasoani atu ia te oe se tasi e tautala i le gagana Samoan. E leai se
totogi o lenei auaunaga.

Ukrainian: My 6e3KOLITOBHO HaA@EMO MOC/YT Nepeknaaadis, Wob B MOMM OTPMMATM BiANOBIAI Ha Byab-
AKi 3aNUTaHHA WO/A0 HALWOro nNaaHy mMeanmyHoro obcyroByBaHHs Yn 3abe3neyeHHs NikapcbKnMmm 3acobamum.
LLlo6 oTprmaTi gonomory nepeknasada, npocTo 3atenedoHynTe Ham 3a Homepom 1-877-374-4056

(TTY: 711). CneujanicT, AKMI BONOAIE YKPATHCbKOKO, A0NOMOXKe BaM. LA nocnyra 6e3KkoLwToBHa.

Form CMS-10802
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N Qoo o~ o & 3 ! o ! Y @
Lao: ZUOﬂE%f]UUQTmUE’IUZU‘]%‘]ZUS IEZUQC']QUE]‘]T]‘]UZHZI]‘]UQ‘]OQBUTUOTTUCECJU@?BZU"]U 4 EJS]?Sﬂ

woni8a. edfiuuuwaz wjywn lnnawonSatoNd 1-877-374-4056 (TTY: 711). DauiSwaz
IIWI0Z08NWLO. VELVDINIVUS.

=]

Cambodian: iGUNSIUNUATUH UMARNWHAANGUEUIRWA R aNdEuAnsHliaipi s
yaAipRemmunidnY ilgjsgumsyavatumuma mstagiununidngmuiw:iue
1-877-374-4056 (TTY: 711)1 B FJHIATHUS W WMANTIM SHMGHWHAMS 1 1SSMVNAYRAANIG
Hmong: Peb muaj cov kev pab cuam kws txhais lus pab dawb los teb cov nge lus nug twg uas koj yuav muaj
hais txog peb lub phiaj xwm duav roos kev noj gab haus huv thiab tshuaj. Yog xav tau ib tug kws txhais lus

ces tsuas hu rau peb tau ntawm 1-877-374-4056 (TTY: 711). Ib tug neeg twg uas hais tau lus Hmoob yuav
pab tau koj. Qhov no yog kev pab cuam pab dawb xwb.

Thai: i fusmsaruudan lvinsiianavudiainlag AaaarafiimAunkus ugaA WU aaa
1571 wneavnITAINLLaN I TUsafARAaLTITIRUNELAY 1-877-374-4056 (TTY: 711) AUNWANE Tne
Tegusamanale usn1silusianTdang
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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
1-800-225-8017 (TTY: 711). Hours are Monday - Sunday, 8 am - 8 pm (all time zones).

Understanding the Benefits

O The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is
important to review plan coverage, costs, and benefits before you enroll. Visit www.wellcare.
com/medicare or call 1-800-225-8017 (TTY: 711) to view a copy of the EOC. Hours are Monday
- Sunday, 8 am - 8 pm (all time zones).

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

Understanding Important Rules

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

O Benefits, premiums and/or copayments/co-insurance may change on January 1, 2026.

O Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage plan, your
current Medicare Advantage healthcare coverage will end once your new Medicare Advantage
coverage starts. If you have Tricare, your coverage may be affected once your new Medicare
Advantage coverage starts. Please contact Tricare for more information. If you have a Medigap
plan, once your Medicare Advantage coverage starts, you may want to drop your Medigap
policy because you will be paying for coverage you cannot use. If you have a Marketplace plan,
you will need to contact the Marketplace to cancel the plan. If you do not cancel your
Marketplace plan, you may be paying for coverage you cannot use and there may be penalties
on your next year’s tax return.

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


http://www.wellcare.com/medicare
http://www.wellcare.com/medicare

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

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



This page intentionally left blank



Contact Us

For more information, please contact us:

By phone

Toll-free at 1-800-225-8017 (TTY: 711). Your call may be
answered by a licensed agent.

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

Online

www.wellcare.com/medicare
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