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Summary of Benefits

Anthem @&

Thank you for your interest in our Medicare Advantage plans

Anthem Blue Cross offers benefits to help you stay healthy while
protecting you from unexpected costs. This plan includes your hospital,
medical, and drug benefits in one plan.

Medicare Advantage and Part D

Plan year: January 1 — December 31, 2026
California

Riverside, San Bernardino counties

Anthem Select (HMO-POS)*

* This plan uses a focused network of doctors and hospitals.
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Anthem Select (HMO-POS)

Anthem Select (HMO-POS)
Our service area includes these counties in CA: Riverside, San Bernardino.

Do you have questions?

You can learn more on our website, shop.anthem.com/medicare/ca. Or
call us toll-free 1-844-591-2078 (TTY: 711). Hours of operation: 8 a.m. to 8
p.m., seven days a week (except Thanksgiving and Christmas) from October
1 through March 31, and Monday to Friday (except holidays) from April 1
through September 30.

Summary of Benefits

The Summary of Benefits does not include every service, limit, or exclusion,
but the Evidence of Coverage does. Just give us a call to request a copy.

Anthem Select (HMO-POS) is a Medicare Advantage plan. It includes
hospital, medical, and prescription drug benefits. To join this plan, the
following must apply to you:

e You'’re entitled to Medicare Part A.
e You're enrolled in Medicare Part B.
e You live in our service area.

You can use doctors and facilities outside this plan’s network for certain
services. You can use either network or out-of-network providers for non-
Medicare dental services covered by the plan. If you go outside the
network, your out-of-pocket cost may be higher.


https://shop.anthem.com/medicare/ca

Anthem Select (HMO-POS)

Medicare coverage that goes beyond Original Medicare

Medicare Advantage plans cover everything Original Medicare covers —
Part A (hospital services) and Part B (medical services) — plus more.

Medicare Advantage Prescription Drug Plans cover Medicare Part D drugs
and Part B drugs.

This is a Health Maintenance Organization Point of Service (HMO-POS) plan.
That means:

You will choose a primary care physician (PCP) in the plan’s network of
doctors for covered services. Your PCP provides most of your medical
care, including routine care and hospitalizations. They can help you save
time and money by directing you to specialists when needed.

Before you visit a specialist, we recommend you talk to your PCP first.
They know your health history and can help you find the right care. You can
use doctors who aren’t in the plan for a limited number of services, but your
costs may be higher.

If you choose a PCP that is part of an independent practice/physician association
(IPA) or medical group, the specialists, ancillary providers, and hospitals
available to you may be limited to only those contracted with the PCP’s IPA or
medical group.
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Is your PCP in our plan’s network of
doctors?

If you need to change your primary care physician (PCP), give us a call and
we’ll help. Doctors can join or leave the network at any time, so check if they're
in-network with our Find a Doctor tool online. Just follow the steps listed.

How to find a doctor/PCP in our plan:
e Go to shop.anthem.com/medicare/ca

1. Select Useful Tools and choose Find a
Doctor.

2. Enter your ZIP code, county, and the date you want your
coverage to begin.
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3. Fill in the details (city, doctor's name, distance, etc.).

4. Be sure to check that the doctor is listed as “In-Network” for this
plan.

e Or you can ask us for the Provider Directory. The phone number
is on page 2.

Find a pharmacy

Our plans include the majority of pharmacies in America, so you'’re likely to
find one near you. If your pharmacy is not in this plan, you could end up
paying more for your drugs.

To confirm your pharmacy is in the plan (or find a new one), see the
Pharmacy Directory on our website at shop.anthem.com/medicare/ca.
Under Useful Tools, choose Find a Pharmacy to enter your location and
search details.Preferred pharmacies are noted to the right of the pharmacy
name. Or you can give us a call and we’ll send you the directory.


https://shop.anthem.com/medicare/ca
https://shop.anthem.com/medicare/ca

Our plan offers preferred and standard pharmacies. You may go to either type of
pharmacy to fill your covered prescription drugs.

How to check if your prescriptions (or an acceptable
alternative) are covered and what they’ll cost:

¢ Visit shop.anthem.com/medicare/ca

1. Select Useful Tools and choose Find Your Covered
Drugs.

2. Enter your ZIP code, county, and beginning coverage
date.

3. Enter your drug name, dosage, quantity, and refill
frequency, and select Add Drug or Next.

4. Select your pharmacy, and then select View All Plans.

5. Choose Plan Details and then Drug Cost to view the
drug’s tier, specific cost, and coverage details.

e You can also call us at the number on page 2 for a copy of
the Formulary.

Don’t miss out on some Extra Help

People with limited incomes may qualify for Extra Help to pay for their
prescription drug costs. If you qualify, Medicare could pay up to 75% or more of
your drug costs including monthly drug plan premiums, yearly deductibles, and
coinsurance. Also, people who qualify won’t have a late enroliment penalty.
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To find out if you qualify for Extra Help, call:

e Our helpful representatives at 1-844-591-2078 (TTY: 711) 8 a.m.to 8
p.m., seven days a week (except Thanksgiving and Christmas) from
October 1 through March 31, and Monday to Friday (except holidays)
from April 1 through September 30.

e 1-800-MEDICARE (1-800-633-4227) (TTY: 1-877-486-2048),
24 hours a day/7 days a week.

e The Social Security Administration at 1-800-772-1213
(TTY: 1-800-325-0778) Monday to Friday, 8 a.m. to 7 p.m.

e Your state Medicaid office.

For more information about Medicare, you can read the Medicare & You
handbook. If you don’t have a copy of this booklet, you can access it online at
the Medicare website (medicare.gov/medicare-and-you) or request 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.

Optional supplemental dental and/or vision
benefits

You can add an Optional Supplemental Benefits (OSB) package to the plan for
an additional monthly premium. Optional Supplemental Benefits may not be
available with every Medicare Advantage plan. See the Optional Supplemental
Dental and Vision Plans section of the medical benefits chart for more details.
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medical benefits




Anthem Select (HMO-POS)

How much is my premium (monthly payment)?

$0.00 per month

You must continue to pay your Medicare Part B premium.

How much is my deductible?

This plan does not have a medical deductible.

$100.00 deductible per year for Part D prescription drugs.

Drugs listed on Tier 3: Preferred Brand, Tier 4. Non-Preferred Drug, and Tier 5:
Specialty Tier are included in the Part D deductible.
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The amount you pay is determined by the covered Part D prescription and if you
receive Extra Help low-income subsidy coverage. Please refer to your 2026 LIS
Rider for the specific amount if you receive Extra Help.

The Part D deductible does not apply to Insulin drugs.

Is there a limit on how much | will pay for my covered medical services?
(does not include Part D drugs)

$1,800.00 per year from doctors and facilities in our plan

Like all Medicare health plans, our plan protects you by having yearly limits on your out-of-
pocket costs for medical and hospital care.

Services you receive from doctors or facilities in our plan go toward your yearly limit. If you
reach the limit on out-of-pocket costs, you will not have to pay any out-of-pocket costs for
covered Part A and Part B services for the rest of the year.



Anthem Select (HMO-POS)

Inpatient Hospital’

Facilities in our plan: $0.00 copay per stay

Our plan covers an unlimited number of days for an inpatient hospital stay.

Outpatient Hospital'*

Doctors and facilities in our plan: $100.00 copay

What you will pay may depend on the service and where you are treated.

Ambulatory Surgical Center'?

Doctors and facilities in our plan: $0.00 copay

Doctor’s Office Visits

Primary care physician (PCP) visit:
PCPs in our plan: $0.00 copay

Specialist visit:"?

Doctors in our plan: $0.00 copay
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Anthem Select (HMO-POS)

Preventive Care Screenings and Annual Physical Exams

Preventive care screenings:

Doctors in our plan: $0.00 copay

Annual physical exam:

Doctors in our plan: $0.00 copay
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Anthem Select (HMO-POS)

Preventive Care Screenings and Annual Physical Exams

Covered preventive care screenings:

e Abdominal aortic aneurysm screening
e Annual wellness visit
e Bone mass measurement

e Breast cancer screening
(mammogram)

e Cardiovascular disease risk reduction
visit (therapy for cardiovascular
disease)

e Cardiovascular disease screening
tests

e Cervical and vaginal cancer screening
e Colorectal cancer screenings

e Depression screening

e Diabetes screening

¢ Diabetes self-management training,
diabetic services, and supplies

e Health and wellness education
programs

e HIV screening
e I[mmunizations
e Medical nutrition therapy

e Medicare Diabetes Prevention
Program (MDPP)

e Obesity screening and therapy to
promote sustained weight loss

e Pre-exposure prophylaxis (PrEP) for
HIV prevention

¢ Prostate cancer screening exams

e Screening and counseling to reduce
alcohol misuse

e Screening for Hepatitis C Virus
infection

e Screening for lung cancer with low
dose computed tomography (LDCT)

e Screening for sexually transmitted
infections (STls) and counseling to
prevent STls

e Smoking and tobacco use cessation
(counseling to stop smoking or
tobacco use)

e Vision care

e “Welcome to Medicare” preventive
visit (one-time)

Any extra preventive services approved by Medicare during the contract year will be covered.

When you use doctors in our plan, 100% of the cost of preventive care screenings and annual

physical exams is covered.

11

2]
c
3
=
o
<
(©)
-y
vy
@
5
@
=+
[
@




(/2]
-t
Y=

(V)

c

()
m
(TE

o

-

©

£

S

=
N

Anthem Select (HMO-POS)

Emergency Care

$150.00 copay

If you are admitted to the hospital within 24 hours, you do not have to pay your
share of the cost for emergency care.

Emergency and Urgent Care Worldwide Coverage

This plan covers urgent care and emergency services, including emergency
transportation, when traveling outside of the United States for less than six
months. This benefit is limited to $100,000 per year.

Urgently Needed Services

12

$25.00 copay
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Diagnostic Services, Labs, and Imaging'?

Diagnostic Radiology Services

CT scans, MRI, MRA, PET at a $50.00 copay
physician’s office or free-standing
provider facilities in our plan:

CT scans, MRI, MRA, PET at hospital $50.00 copay ‘:”
outpatient facilities in our plan: g
Ultrasounds at a physician’s office or $0.00 copay 3
free-standing provider facilities in our =]
plan: g‘;

=
Ultrasounds at hospital outpatient $0.00 copay g.,

7}

facilities in our plan:

Diagnostic Tests and Procedures

Physician’s office or free-standing $0.00 copay
provider facilities in our plan:

Hospital outpatient facilities in our plan: $0.00 copay

Lab Services

Physician’s office or free-standing $0.00 copay
provider facilities in our plan:

Hospital outpatient facilities in our plan: $0.00 copay

Outpatient X-rays
Physician’s office in our plan: $0.00 copay

Hospital outpatient facilities in our plan: $0.00 copay

13



Anthem Select (HMO-POS)

Diagnostic Services, Labs, and Imaging'?

Free-standing facility or at-home $0.00 copay
portable X-ray services in our plan:

Therapeutic Radiology Services
(such as radiation treatment for
cancer)

Physician’s office, free-standing 20% coinsurance
provider or hospital outpatient facilities
in our plan:

Hearing Services
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Medicare-covered hearing services (Exam to diagnose and treat hearing and
balance issues): "2

Doctors in our plan: $0.00 copay

Routine hearing services:'?

This plan covers 1 routine hearing exam every year. $300 maximum plan
benefit for over-the-counter hearing aids OR 1 routine hearing aid fitting
evaluation and a $1,000 maximum plan benefit for prescribed hearing aids
every year.

Doctors in our plan: $0.00 copay for routine hearing exam(s). $0.00 copay for
hearing aids up to the maximum plan benefit amount.

14



Anthem Select (HMO-POS)

Dental Services

Medicare-covered dental services (this does not include services for care,
treatment, filling, removal or replacement of teeth):’

Doctors and dentists in our plan: $0.00 copay

Preventive and Comprehensive' Dental Combined Allowance:

This plan covers up to a $500 allowance for covered preventive and
comprehensive dental services every year.

Any amount not used at the end of the plan year will expire.

Preventive dental services:
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Dentists in our plan: $0.00 copay

Dentists not in our plan: 20% coinsurance

This plan covers 2 oral exams, 2 cleanings, 2 fluoride treatments, and 2 dental
X-rays every year.

Comprehensive dental services:

Doctors and dentists in our plan: 25% coinsurance
Doctors and dentists not in our plan: 50% coinsurance

Please refer to Chapter 4 in the plan’s Evidence of Coverage for more details on prior
authorizations, covered dental services, limitations, and exclusions.

To find a dental provider in our plan, follow the same steps as the "How to find a doctor/PCP
in our plan" box at the beginning of this booklet. Then select Dental Provider under Provider

Type.

15
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Anthem Select (HMO-POS)

Vision Services

Medicare-covered vision services:

Exam to diagnose and treat diseases and conditions of the eye:

Doctors in our plan: $0.00 copay

Eyeglasses or contact lenses after cataract surgery:

Doctors in our plan: $0.00 copay

Routine vision services:

16

Routine vision exam:

This plan covers 1 routine eye exam(s) every year.
Doctors in our plan: $0.00 copay

Routine eyewear (lenses and frames):

This plan covers up to $100 for eyeglasses or contact lenses every year.
Doctors in our plan: $0.00 copay

To find a vision provider in our plan, follow the same steps as the "How to find a doctor/PCP
in our plan" box at the beginning of this booklet. Then select Vision Provider under Provider

Type.



Anthem Select (HMO-POS)

Mental Health Care

Inpatient visit:’

Doctors and facilities in our plan: $900.00 copay per stay

Our plan covers unlimited inpatient days.

Per day cost sharing applies to each new inpatient admission. (Note: transfers to an inpatient
rehabilitation hospital is considered a new admission and cost sharing per day applies).

Outpatient individual and group therapy services:'*

Doctors and facilities in our plan: $25.00 copay

Skilled Nursing Facility (SNF)'

Doctors and facilities in our plan: Days 1 - 20: $0.00 per day / Days 21 - 100:
$218.00 per day

Our plan covers up to 100 days in a Skilled Nursing Facility (SNF).

Your copays for SNF benefits are based on benefit periods. A benefit period starts on the first
day you go into a hospital or SNF and ends when you haven't had any inpatient hospital care
or skilled nursing care for 60 days in a row. If you go into a SNF after one benefit period has
ended, a new benefit period starts. There's no limit to the number of benefit periods you can
have.

Physical Therapy'?

Doctors and facilities in our plan: $0.00 copay

17
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Anthem Select (HMO-POS)

Ambulance’

Ground/Water Ambulance:

Emergency transportation services in our plan: $250.00 copay per trip

Air Ambulance:

Emergency transportation services in our plan: $250.00 copay per trip

Transportation

Plan approved health related locations
You pay a $0.00 copay. This plan offers coverage for 20, one-way, routine
transportation services every year. Trips are limited to 60 miles.

Routine transportation coverage is limited to plan-approved locations (within the local service
area) provided by contracted transportation vendors in our plan. If you need a ride, call us at
least 48 hours ahead of time (excluding weekends).

Medicare Part B Drugs

18

Insulin furnished through an insulin pump:
Drugs obtained from doctors and facilities in our plan: $35.00 copay

Other Part B Drugs:’

Drugs obtained from doctors and facilities in our plan: $0.00 copay - 20%
coinsurance



Anthem Select (HMO-POS)

Medicare Part B Drugs

Chemotherapy drugs:’
Drugs obtained from doctors and facilities in our plan: $0.00 copay - 20%
coinsurance

You may pay less than the maximum coinsurance for certain Part B and chemotherapy
rebatable drugs. The list and the cost of each rebatable drug changes every quarter.
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Summary of Benefits

Additional benefits

Anthem Select (HMO-POS)

Acupuncture

Medicare-covered acupuncture services:'?

Providers in our plan: $0.00 copay

Available for people with chronic low back pain under certain circumstances. Please see the
Evidence of Coverage for more information.

Routine acupuncture services:'

Providers in our plan: $0.00 copay per visit. This plan offers coverage for 24
visits every year.

Chiropractic Care'?

20

Medicare-covered chiropractic services:

Providers in our plan: $0.00 copay

Medicare coverage includes manipulation of the spine to correct a subluxation (when one or
more of the bones of your spine move out of position).

Routine chiropractic services:

Providers in our plan: $0.00 copay for 12 visits each year



Anthem Select (HMO-POS)

Enhanced Drug Coverage

Our plan offers additional coverage of some prescription drugs not normally
covered in a Medicare prescription drug plan. Covered drugs include:

Sildenafil. Limit 6 tablets per month.

Please refer to Tier 1 copay later in this Summary of Benefits for how much you
will pay. You pay your Initial Coverage Limit (ICL) cost-sharing for excluded
drugs covered in Tier 1 during all the drug stages. Your plan's Formulary
includes additional information about all drugs covered under this benefit.

Foot Care (podiatry services)'?

Medicare-covered podiatry:

Doctors in our plan: $0.00 copay

Foot exams and treatment are covered if you have diabetes-related nerve damage and/or
meet certain conditions.

Routine foot care:

Doctors in our plan: $0.00 copay
This plan covers: 12 routine foot care visit(s) each year.

Home Health Care'?

Doctors and facilities in our plan: $0.00 copay

21
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Anthem Select (HMO-POS)

LiveHealth® Online

Lets you talk to a board-certified doctor or licensed psychiatrist, psychologist, or
therapist by live, two-way video on a computer, smartphone, or tablet.

LiveHealth Online is offered through an arrangement with Amwell, a separate company,
providing telehealth services on behalf of your health plan.

Medical Equipment/Supplies

Durable Medical Equipment (wheelchairs, oxygen, etc.):"

Suppliers in our plan: Your cost is $0.00 copay when the value of the DME is
$99.99 or less. Your cost is 20% coinsurance when the value of the DME is
$100.00 or more.
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Medical supplies and prosthetic devices (braces, artificial limbs, etc.):"

Suppliers in our plan: Your cost is $0.00 copay when the value of the
Prosthetics and Supplies is $99.99 or less. Your cost is 20% coinsurance when
the value of the Prosthetics and Supplies is $100.00 or more.

Diabetic supplies and services:

Suppliers in our plan: $0.00 copay

Covered diabetic supplies include: glucose monitors, test strips, and lancets.
See your Evidence of Coverage for all supplies covered.
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Medicare Community Resource Support

We assist you right over the phone by providing you with health-related
information and by connecting you to local community-based services and
support programs. We'll help you coordinate these services based on your
unique needs. Call us at the number listed on your plan ID card and ask for the
Medicare Community Resource Support team for more details.

Outpatient Rehabilitation

Cardiac (heart) rehab services (with a limit of two, one-hour sessions per day
and a maximum of 36 sessions within a 36-week period):"

Doctors and facilities in our plan: $0.00 copay
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Pulmonary (lung) rehab services (with a limit of two, one-hour sessions per
day and a maximum of 36 sessions):’

Doctors and facilities in our plan: $0.00 copay

Occupational therapy visit: "2

Doctors and facilities in our plan: $0.00 copay

Outpatient Substance Abuse'?

Individual & Group therapy visit:

Doctors and facilities in our plan: $25.00 copay
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Over-the-Counter Products

This benefit provides a spending allowance of $20 every quarter on your
Benefits Mastercard® Prepaid Card for over-the-counter (OTC) health and
wellness products like vitamins, first aid supplies, pain-relievers, and more.
You have a variety of convenient ways to use the benéefit:

Shop in-store at participating retailers near you

Shop online on the approved vendor website

Shop on the approved vendor's mobile app

Call to place an order

Order by mail

Unused amounts expire at the end of every quarter.
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Renal Dialysis

Doctors and facilities in our plan: 20% coinsurance

24/7 Nurseline

24-hour access to a nurse line, seven days a week, 365 days a year

Footnotes

Services with a 1 may need prior authorization (preapproval) from the plan.

Services with a 2 may need a referral from your doctor or Primary Care Physician (PCP).
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é:mmary of 2026 prescription
drug coverage

Ways to save
1. Choose generic drugs on tiers 1 and 2 when available.

2. Use mail order.
3. Use a preferred pharmacy. To find a preferred pharmacy in this plan:

e Visit shop.anthem.com/medicare/ca (select Useful Tools and
choose Find a Pharmacy). Preferred pharmacies are noted to the right
of the pharmacy name.

e Give us a call and we will send you a copy of the Pharmacy Directory.

25
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https://shop.anthem.com/medicare/ca

Anthem Select (HMO-POS)

Stage 1: Yearly Deductible

$100.00 deductible per year for Part D prescription drugs.

Drugs listed on Tier 3: Preferred Brand, Tier 4: Non-Preferred Drug, and Tier 5:
Specialty Tier are included in the Part D deductible.

The amount you pay is determined by the covered Part D prescription and if you
receive Extra Help low-income subsidy coverage. Please refer to your 2026 LIS
Rider for the specific amount if you receive Extra Help.

The Part D deductible does not apply to Insulin drugs.
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Stage 2: Initial Coverage

After you pay your yearly deductible (if your plan has one), you move to the Initial
Coverage Stage. In this stage, you pay the amounts listed in the table on the
following pages, until your total year-to-date out-of-pocket costs reach $2,100.

The amount you pay is determined by the covered Part D prescription and if you
receive Extra Help low-income subsidy coverage. Please refer to your 2026 LIS
Rider for the specific amount if you receive Extra Help.

You may get your covered drugs at retail pharmacies and mail-order pharmacies in
our plan. Generally, you may get your covered drugs from pharmacies not in our
plan only when you are unable to get your prescription drugs from a pharmacy that
is in our plan. If you live in a long-term care facility, you pay the same as at a
standard retail pharmacy.

Important message about what you pay for vaccines and insulin:
This plan covers most Part D vaccines at no cost to you and you will not pay more

than $35 for a one-month supply for any covered Insulin.
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Stage 2: Initial Coverage

Cost Sharing

Anthem Select (HMO-POS)

Tier 1: Preferred Generic

Preferred retail one-month supply $0.00°
Standard retail one-month supply $0.00°
Mail order three-month supply'®® $0.00°
Tier 2: Generic

Preferred retail one-month supply $0.00°
Standard retail one-month supply $10.00°
Mail order three-month supply $0.00°
Tier 3: Preferred Brand

Preferred retail one-month supply 25%
Standard retail one-month supply 25%
Mail order three-month supply 25%
Tier 4: Non-Preferred Drug

Preferred retail one-month supply 30%
Standard retail one-month supply 30%
Mail order three-month supply 30%
Tier 5: Specialty Tier

Preferred retail one-month supply 31%
Standard retail one-month supply 31%

Mail order three-month supply

" Your deductible will not apply for these drugs.

Not available

1% The three-month supply for this tier on this plan is 100 days.

27
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Stage 3: Catastrophic Coverage

During this stage, you pay nothing for your covered Part D drugs.
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Optional supplemental
dental and vision plans
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Summary of Benefits

Package 1: Preventive Dental Package

Anthem Select (HMO-POS)

How much is the monthly payment?

An extra $12.00 per month. You must keep paying your Medicare Part B
monthly payment.

How much is the deductible?

This package does not have a deductible.

Is there a limit on how much the plan will pay?

Doctors in our plan:

e The plan will pay up to $500 for the following preventive dental benefits
each year (benefit maximum).

Talk to your doctor and confirm all coverage, costs, and codes before you receive services.

Benefits included:

30

Doctors in our plan:
You pay no copay for:
e Two exams

e Two cleanings

e Dental X-rays: include one full-mouth or panoramic X-ray and one set/
series of bitewing X-rays each year and up to seven periapical images per
calendar year



Anthem Select (HMO-POS)

Benefits included:

e Two fluoride treatments

Doctors not in our plan:
You pay 20% of the covered charges for:
e Two exams
e Two cleanings
e Dental X-rays include one full-mouth or panoramic X-ray and one set/
series of bitewing X-rays each year and up to seven periapical images per
calendar year
e Two fluoride treatments
Exclusions & Limits for this benefit package:

¢ In-network coverage is only available from network providers.
Since these services are not normally covered under Original Medicare, we offer them as a

Supplemental Benefit for an extra monthly payment through this Optional Supplemental
Package.
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Package 2: Dental and Vision Package

Anthem Select (HMO-POS)

How much is the monthly payment?

An extra $31.00 per month. You must keep paying your Medicare Part B
monthly payment.

How much is the deductible?

This package does not have a deductible.

Summary of Benefits

Is there a limit on how much the plan will pay?

Doctors in our plan:

e The plan will pay up to $1,000 for the following preventive and
comprehensive dental benefits each year (benefit maximum).

Talk to your doctor and confirm all coverage, costs, and codes before you receive services.

Benefits included:

Dental:

Doctors in our plan:
You pay no copay for:
e TwWo exams
e Two cleanings
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Anthem Select (HMO-POS)

Benefits included:

e Dental X-rays: include one full-mouth or panoramic X-ray and one set/
series of bitewing X-rays each year and up to seven periapical images per
calendar year

e Two fluoride treatments

You pay 20% of the covered charges for certain restorative dental services
(fillings).

You pay 50% of the covered charges for certain endodontic, periodontic, and
oral surgery dental services which include, but are not limited to, the following:

e Root canal treatment

e Periodontal scaling and root planing

e Simple and surgical extractions

Exclusions & Limits for this benefit package:
e Dentures and crowns are excluded.
e Coverage is only available from network providers.
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Doctors not in our plan:
You pay 30% of the covered charges for:
e Two exams
e Two cleanings
e X-rays include one full-mouth or panoramic X-ray and one set/series of
bitewing X-rays each year and up to seven periapical images per calendar
year.
e Two fluoride treatments.
You pay 60% of the covered charges for certain restorative dental services
(fillings). You pay 75% of the covered charges for certain endodontic,
periodontic, and oral surgery dental services which include, but are not limited
to, the following:
e Root canal treatment
e Periodontal scaling and root planning
e Simple and surgical extractions
Exclusions & limits for this benefit package:
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Anthem Select (HMO-POS)

Benefits included:

e Dentures and crowns are excluded.
¢ In-network coverage is only available from network dental providers.

Vision:

This package offers a $150 reimbursement allowance toward the purchase of
eyewear. The benefit applies to corrective (prescription) glasses, lenses,
frames, and/or contact lenses.

Talk to your provider and confirm all coverage, costs, and codes prior to
services being rendered.

Exclusions & limits for this benefit package:

o Safety eyewear, non-prescription sunglasses, glass lenses, non-
prescription lenses or contacts are not covered.

e Coverage is only available from network providers.
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Since these services are not normally covered under Original Medicare, we offer them
as a Supplemental Benefit for an extra monthly payment through this Optional
Supplemental Package.
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Package 3: Enhanced Dental and Vision

Package

Anthem Select (HMO-POS)

How much is the monthly payment?

An extra $39.00 per month. You must keep paying your Medicare Part B
monthly payment.

How much is the deductible?

This package does not have a deductible.

Is there a limit on how much the plan will pay?

Doctors in our plan:

e The plan will pay up to $2,000 for the following preventive and
comprehensive dental benefits each year (benefit maximum).

Talk to your doctor and confirm all coverage, costs, and codes before you receive services.

Benefits included:

Dental:

Doctors in our plan:
You pay no copay for:
e Two exams
e Two cleanings

e Dental X-rays: include one full-mouth or panoramic X-ray and one set/
series of bitewing X-rays each year and up to seven periapical images per
calendar year
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Anthem Select (HMO-POS)

Benefits included:

e Two fluoride treatments
You pay 20% of the covered charges for certain restorative dental services
(fillings).

You pay 50% of the covered charges for certain endodontic, periodontic,
prosthodontic, and oral surgery dental services which include, but are not
limited to, the following:

e Root canal treatment

e Periodontal scaling and root planing

e Simple and surgical extractions

e Crowns (once per tooth every five years)

e Complete denture, immediate denture, or partial denture (one set of
dentures every five years)

e Denture adjustment, repair, replacement, rebasing, and relining

e Local anesthesia (a drug to numb a part of the body) or regional block
anesthesia
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Doctors not in our plan:
You pay 30% of the covered charges for:
e Two exams
e Two cleanings
e Dental X-rays include one full-mouth or panoramic X-ray and one set/
series of bitewing X-rays each year and up to seven periapical images per
calendar year.
e Two fluoride treatments.
You pay 60% of the covered charges for certain restorative dental services
(fillings).
You pay 75% of the covered charges for certain endodontic, periodontic,
prosthodontic, and oral surgery dental services which include, but are not limited
to, the following:

e Root canal treatment
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Anthem Select (HMO-POS)

Benefits included:

Periodontal scaling and root planing
Simple and surgical extractions
Crowns (once per tooth every five years)

Complete denture, immediate denture, or partial denture (one set of
dentures every five years)

e Denture adjustment, repair, replacement, rebasing, and relining

e Local anesthesia (a drug to numb a part of the body) or regional block
anesthesia

Exclusions & Limits for this benefit package:
¢ In-network coverage is only available from network providers.

Vision
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This package offers a $200 reimbursement allowance toward the purchase of
eyewear. The benefit applies to corrective (prescription) glasses, lenses,
frames, and/or contact lenses.

Talk to your provider and confirm all coverage, costs, and codes prior to
services being rendered.

Exclusions & limits for this benefit package:

e Safety eyewear, non-prescription sunglasses, glass lenses, non-
prescription lenses or contacts are not covered.

e Coverage is only available from network providers.

Since these services are not normally covered under Original Medicare, we offer them as a
Supplemental Benefit for an extra monthly payment through this Optional Supplemental
Package.
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If you need emergency or urgent care, call 911 or go to the nearest doctor or facility that can help
you. Most times, you must use doctors in our plan to receive covered medical care, except for
emergencies and urgently needed care when doctors in our plan are not available or dialysis
services when you are out of the service area. If you receive routine care from doctors outside our
plan, neither Medicare nor Anthem Blue Cross will pay for it.

The Benefits Mastercard® Prepaid Card is issued by The Bancorp Bank N.A., Member FDIC,
pursuant to license by Mastercard International Incorporated and card can be used for eligible
expenses wherever Mastercard is accepted. Valid only in the U.S. No cash access. This is not a
gift card or gift certificate. You have received this card as a gratuity without the payment of any
monetary value or consideration.

Anthem Blue Cross is an HMO-POS plan with a Medicare contract. Enroliment in Anthem Blue
Cross depends on contract renewal. Anthem Blue Cross is the trade name of Blue Cross of
California. Independent licensee of the Blue Cross Association. Anthem is a registered trademark
of Anthem Insurance Companies, Inc.
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Notice of Availability of Language Assistance Services and Auxiliary
Aids and Services

ATTENTION: If you speak English, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are
also available free of charge. Call 1-844-591-2078 (TTY: 711) or speak to your provider. Hours
of operation are 8 am. to 8 p.m. local time, seven days a week (except Thanksgiving and
Christmas) from October 1 through March 31, and Monday to Friday (except holidays) from
April 1 through September 30.

Spanish - ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia en otros idiomas. También puede obtener ayudas y servicios auxiliares
adecuados gratuitos para proporcionar informacién en formatos accesibles. Llame al
numero de teléfono indicado anteriormente o hable con su proveedor. El horario de
atencién es de 8 a.m. a 8 p.m. hora local, los siete dias de la semana (excepto el Dia de
Accion de Gracias y Navidad) desde el 1.0 de octubre hasta el 31 de marzo, y de lunes a
viernes (excepto los dias feriados) desde el 1.0 de abril hasta el 30 de septiembre.

Bac b ladd g Gilacline i gl LS Sl dalia dlaall 4 salll sac licall Cilaad (8 Ay jall Gaaii < 1Y) 14nti - Arabic
Sl Jalall sl adie ) it gl odlel ) Shal) Cailgll 28 5 Jaail Ulaa el saan sl Jgony IS0 il shaall b il e
1 O Ay (Dl 2o 5 S8l de Al lae L) £ gl jlae o elie 8 delud) s Lalia 8 deludl (o dasll el
ainn 30 s il 1 e (@Oaall ol hae L) dreal) s V) (s conbe 31 s

Armenian — NFCUTYNF@3NEL. Grb fununwd Gp hw)tptu, www d6g hwuwlbh Gu
wuydwn |Gaguywu oguncpjwl dwnwjnipjnculbn: Uwwstih élwswihtGnny
intnGywwnynrpintt inpwdwnptint hwdwn hwdwwwwnwupuwu odwunwy vhgngubipu no
SwnwjnceynLtuutpp Unyuwbu hwuwuth BU wuddwnp: 2wuqwhwptp YyGpp Uoywd
hGnwhuinuwhwdJdwnny Ywd hunutp d6n Jwunwlwpwph hGwn: UWohuwwnwupwihu dwdtpu GU°
8 a.m.-hg 8 p.m.-p, 2wpwprp N on (pwgwnnrjwUp Gnhwpwuntjwu W UnLpp SUUnwu
innubph) hnywuntdptph 1-hg dwpwnh 31-p, W Gpynwprhhg nLppwe (pwgwnnipjwdp
wpawynLpnutiph) wwphth 1-hg ubwwnbUuptnh 30-n:

Chinese Simplified — & : MIRMREA P - FATILUNTIRERZBZRES HEIRS -
FNERFRIBABSINHE TENRS - Lol hosEtEHfE: -

BRI EEAENBRESEESERRRERK - EWNE : I0B1HEZ3H31H -
BALXK (REDHEREDRIN) 4B 1HZ9RH30H - B—Z2F4A ( HRERKRS) -
ZihEyiE £ 8 BT 2 £ 8 B -
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Chinese Tradltlonal— AR IRERERDPX ﬁﬁjutﬁﬂ:?ﬂ#%%ﬁ@%%ﬁ%ﬁﬂﬂﬁ% °
?ﬂdFﬂL%%hT B TEMRE J/X,.\\Bﬂﬂﬁ NiIRHEA

%*TTJ:EEU'CHE’J EEIRAS S MR E R - A 10 ﬁ 1 HE3H31H-
!Lt?ﬁ ( KB EFIHESREERERSN ) -4 B1HE9H30H - B (EEBRERSN) -
SIS T SIEEM E ST -

SaS Glaad 5 Bl Gl Lad 4 4 )) Q8 81 S SaS Giladd S | s Cunia 8 (L) 4 S s i - Farsi
.J:\):\i.\u»l.mybuﬂ.\bjmhg.:u\‘\.ﬂ\)\dalﬁukig\)u)}ah;ﬁuy}luwmtsuMGJJ&.!LG)J:\‘G\J\&\)JWL\A
5o S Ja ) oole 31U LS ) e G4 0l 8 B mua 8 ) il el 1S Cumaa (B paian il )l L

(0 hat o ) Anes U agadign ) yualiss 30 U Jaosl 1 ) s4ia 5y ia ja () RUSE S

French - ATTENTION : Si vous parlez frangais, des services gratuits d'assistance linguistique
sont disponibles. Des aides et services auxiliaires appropriés permettant de fournir des
informations dans des formats accessibles sont également disponibles gratuitement.
Appelez le numéro de téléphone mentionné ci-dessus ou appelez votre prestataire. Les
heures d'ouverture sont de 8 a.m & 8 p.m., heure locale, sept jours sur sept (sauf
Thanksgiving et Noél) du 1er octobre au 31 mars, et du lundi au vendredi (sauf jours fériés)
du 1er avril au 30 septembre.

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Dienste zur
sprachlichen UnterstUtzung zur Verfugung. AuBBerdem sind kostenlose Hilfsmittel und
Dienste verfugbar, um Informationen in zugdnglichen Formaten bereitzustellen. Rufen Sie
die oben aufgefuhrte Telefonnummer an oder wenden Sie sich an Ilhren Anbieter. Die
Geschaftszeiten sind 8 Uhr bis 20 Uhr lokaler Zeit an sieben Tagen in der Woche (auBer
Thanksgiving und Weihnachten) vom 1. Oktober bis zum 31. Marz, und Montag bis Freitag
(auBer an Feiertagen) vom 1. April bis zum 30. September.

Hindi — T < Taf 319 gfdl aierd ¢, a‘r&maﬁmﬂ-ﬁmmwgww%lu@
Wuﬂ@ﬁWWma%ﬁiﬁmwwm FaTd 4 AR SueTey B
PR 2 7T B eR TR Ble] B2 Ul ST [RETAT Q 1 3 | BIHBIS B ©e, 1 3febsk & 31
TR 9 TUATE B WAl &R (JHTRIAT 3R TR &) BIgd), AR 1 IR F 30 GIaR dF
IR A YHPIAR (@RI B BIga), QUFTT G 3IER o8 8 59 Y ¥7d 8 591 7P ¢

Hmong - CEEB TOOM: Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pab dawb rau
koj. Muaj cov khoom pab cuam thiab kev pab cuam txog lus raws ghov tsim nyog kom
muab tau tej ntaub ntawv va cov qauv ntawv uas siv tau yam tsis sau ngi dab tsi. Hu rau
tus npawb xov tooj muaj npe saum toj no los sis sib tham nrog koj tus kws pab kho mob.
Cov sij hawm yog 8 teev sawv ntxov txog 8 teev tsaus ntuj, sij hawm hauv zos, xya hnub rau
ib vij (tsis suav hnub Ua Tsaug Tswv Ntuj thiab Khiv Xis Maj) txij thaum Lub Kaum Hlis Ntuj
Tim 1 mus txog Lub Peb Hlis Ntuj Tim 31, thiab hnub Monday mus txog hnub Friday (tsis suav
cov hnub so) thaum Lub Plaub Hlis Ntuj Tim 1 mus txog Lub Cuaj Hlis Ntuj Tim 30.
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Japanese - IE : HAZBZHEE S5 F@ITIC - BRNOSEBEXET —EXETRHELTWET -
mtmihsRE - Y—EX 3 - JEBATIEALLTVAETIEHL TO

FY - CELIMPNTITHANEZLETEY - BWERBRIEBICHERITIEZIL -
FEROBZFESIZEBEZF LN - TONA A — 12BN EbLE IV - BERBIE -
108184 53831H £ CIEIRMEETRISRAN 5 FE8R £ THTH (MHREVVRTRERRC)
BLT4AA1IEHNB9H30H%ET (MHZKRC ) FREHA NS EEBHFETTY -

Khmer — UBWHMSHSSHANM: UINSULHSASUNWM AN S8ULIINNSWMansis
ﬁﬁﬁmimsmumiﬁSHSﬁﬂ msﬁumm’sut-wm ﬁﬁﬁﬁi‘jmisimmﬁaa

SN mt.._,.flgjmnggt._j e gimnsutm&ns SL___T]BN:&HJL,_,-
USUNWNMYUWHSHARSUAINIUNHSHY SLAHGEICMITIUBENR 8 1if S2810H 8 wu
BLNHMASHNIN UNNINHIASHYWHUMU (WA UITHSISHIUMWSUTHHLNIFEAN
SHUMWANHIL) USRS 1 8ism 2uuiis 31 816 Suonioss yniumg
(UERUTESISHIIWUNYENH) ciunsHis 1 8l 2gRis 30 eimmand

Korean — F0I: 310/ TALSHAIS ZP 22 90| X2 MH[AZ 0831 + ALITH
M EACE HEE HBSY| A MY Bx X U ME|AE 222 HE
e e A e G ENNE

29 AI7h SIX| A7t @ gAIEE 92 gATHR|0|D] 102 12RE 3 31YMHA|E

T 7S AT HEFES FQl) LU, 4% 12RE 9 302K & YR URE
FRUNK(FLLS Fe)YLct

Laotian - 8" a0als":  an'aucd” 9 wagaano,

u“nquu°a°nﬂua'oacm “an"ﬂqum?m”zn'ﬂufnsuu"'ca@a'ﬂ uammu“”e”gu”mua'aecmwma (D]
muva “naycs U " cwags” ulunaulm e’ JJ u?us yecyun” ' gauan

c2 ‘1CI] “otn” EQEJU (gea 'a. fmmﬂw tnass” Uzn z\)uu ‘La 2" qs)czn 9m_ "

A7un U&‘]‘ “Poud” N2 ‘9. (RS oasmuuS’Eugcg a ma 8 Tw9a9) naucdtun 999" 1,
(”ou™ 0 e "0 (@™ vo ueaulawsa” A «as 9 Uas 0Iuan) N7 9un 9 U 10 a9 M9
9" 3107w, «as 07UA" VM 90" VI N (® N W LW N) 07 9w 0 un™ 1w ;A

30 n"vea

Mien - CAU FIM JANGX LONGX: Beiv hnangv meih gorngv Mienh waac, ninh mbuo mbenc
ziongx mienh tengx wangv henh faan waac bun meih muangx oc. Maaih jaa-dorngx tengx
mienh aengx caux liepc ziangx gong-bou jauv-louc nyei waac-fienx bun bieqc muangx mv
zuqc ndortv nyaanh cingv. Ziux ga'nguaaic zeiv-dauh wuov norm nam mber mborqv finx
daaih lorz a'fai ca'laangh caux zoux gong nyei mienh yaac duqv. Zoux gong nyei ziangh
hoc se yiem 8 dimv lungh ndorm taux 8 dimv lungh muonx ziux buonh deic ziangh hoc oc,
yietc norm leiz baaix zoux gong siec hnoi (cih njiec naaiv norm Thanksgiving hnoi aengx
caux Christmas) yiem naaiv ziepc hlaax saengh 1 taux faah hlaax 31, aengx caux yiem leiz
baaix yietv taux leiz baaix hmz (cih njiec gingc mv zoux gong nyei hnoi) yiem naaiv feix
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hlaax saengh 1 taux juov hlaax 30.

Portuguese - ATENCAQ: Se fala portugués, tem & sua disposicdo servicos de assisténcia
linguistica gratuitos. Estdo também disponiveis, a titulo gratuito, ajudas e servicos

auxiliares adequados para fornecer informagdes em formatos acessiveis. Ligue para o
numero de telefone acima indicado ou fale com o seu fornecedor. Hordrio de expediente:
das 8h as 20h, (hora local), sete dias por semana (exceto Dia de A¢do de Gracas e Natal)
de 1 de outubro até 31 de marco, e de segunda a sexta-feira (exceto feriados) de 1 de abril
até 30 de setembro.

Punjabi - T £fG. ﬁaaﬁﬂw&ﬂé?&%é 313973 B He3 IHE AT TSl QUBHy
IS | YJgudl ergnet 2 ArEaTdt YaeTs F96 BE g HITed Fs w3 Al & He3 Busay
I51 BT 3 35 899 3 I8 o3 7l MU Yges 318 Ii% 3| SIHaTH B Ui,

1 wgaa? 31 H'gd9 39 983 ® 3 Tfs @Harela w3 JafiA 3 ), w31 WMYIS 3
BOHS’EIHS’BHED-@EI?FIEE@H @&l $ &3 ), HEEd AH WA Aeg 8 <1 3 HTH 8 =4
ECiarel

Russian — BHUMAHWE: Ecnu Bbl roBopuTe Ha pyCCKOM A3blKe, BAM MOTyT NpeaocTaBuUTb
BGecnnaTHble ycnyrn nepesogyuka. Takke 6ecnnaTtHo npefocTaBnATCA BCIOMOraTenbHble
cpeAcTBa un ycnyru, no3sonsoLwme nonyvyarbs MHopmauuio

B AOCTYMHbIX hopmaTax. [0o3BOHUTE MO BbilleykadaHHOMY HOMepy TenedoHa nnu obecygute
3TOT BOMPOC C BalLMM nocTasLukom ycnyr. Yacel pabotbl: ¢ 08:00 go

20:00 B ntobon aeHb Hegenu (kpome [HA 6narogapeHns n Poxaectsa) ¢ 1 oktsabps no

31 MapTa 1 c noHeAenbHMKa Mo NATHULY (Kpome npasgHuYHbIX AHen) ¢ 1 anpens no

30 ceHTa6ps.

Tagalog - PAUNAWA: Kung nagsasalita ka Tagalog, mayroong available na mga libreng
serbisyo sa tulong sa wika para sa iyo. Ang naaangkop na mga karagdagang tulong at
serbisyo para magbigay ng impormasyon sa mga naa-access na format ay available rin
nang walang bayad. Tawagan ang numero ng telepono na nakalista sa itaas o
makipag-usap sa iyong provider. Ang mga oras ng opisina ay 8 a.m. hanggang

8 p.m,, lokal na oras, pitong araw sa isang linggo (maliban sa Thanksgiving at Pasko) mula
Oktubre 1 hanggang Marso 31, at Lunes hanggang Biyernes (maliban sa mga holiday) mula
Abril 1 hanggang Setyembre 30.

Thai — Buawia: AW AMElne 1duinsauldas unEIwIg A
uanNnilfefianudradanasusnisidauiitunssy tvalvdayalusduuuiivings
1a1agla&aa1d1adndra InslddevunaaaInsdwriissyliduuunianaqe
Auglrivdnisuasaal LIa1vinnTséa 08.00 u. §9 20.00 u. s Viaddiu 1ia Tusadlau
(anduiuzauauwssLUasTumIsuNd) Avusiui 1 aarau 89 31 durau waziuduns
fviudns (aniuiunge) dousiuid 1 ey d9 30 Fuanau,
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Ukrainian — YBAIA. AKWwo B1 po3MOBRSiETE YKPATHCbKOK, BaM JOCTYMHI 6€3KOLUTOBHI
nocnyru MoBHoOI gonomorun. BignosigHi 4onomikHi 3acobu n nocnyrm Ans HagaHHsa iHgpopmaui
B AOCTYMHUX bopMaTax TakoX MOXHa oTpumaTin 6e3KowToBHO. 3aTenedoHynTe 3a BKasaHuM
BULLEE HOMEPOM abo 3BEPHITLCA 40 CBOro nocravanbHuka. I'padik podoTu: 3 08:00 go 20:00
3a MicueBuM Yacom, 6e3 BuxigHux (kpim Ha nogakm

n PizgBa) 3 1 »xoBTHA No 31 6epesHs, i 3 NoHefinka no MATHULO (KPiM CBATKOBUX OHIB)

3 1 kBiTHA no 30 BepecHs.

Vietnamese — CHU Y: Néu quy vi néi tiéng Viét, cac dich vu hé tro' ngdn ngtr mién phi luén
san sang phuc vu quy vi. Cac dich vu va ho tro phu tre' thich hop cung cap thong tin & cac
dinh dang c6 thé truy cap cling dwoc cung cdp mién phi. Goi sb dién thoai néu trén hoac néi
chuyén vé&i nha cung cap clia quy vi. Gior lam viéc tir 8 gid sang dén 8 gie tdi, gior dia
phuwong, bdy ngay mét tuan (Trir L& Ta on va Giang sinh) tir ngay 1 Thang Muoi dén 31
Thang Ba, va Thir Hai dén Thi S&u (trir cac ngay 18), ttr ngay 1 Thang Tw dén 30 Thang
Chin.
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IMPORTANT INFORMATION: Official US.
: : $
2025 Medicare Star Ratings overnment @

| nfo rmOtlo n CENTERS FOR MEDICARE & MEDICAID SERVICES

Anthem Blue Cross - HO544

For 2025, Anthem Blue Cross - H0544 received the following Star Ratings from Medicare:

Overall Star Rating: 1.8, 8 §XaAe
Health Services Rating: ) 0 0 oXake
Drug Services Rating: ) 6.0 ORQKe

Every year, Medicare evaluates plans based on a 5-star rating system.

Why Star Ratings Are Important
Medicare rates plans on their health and drug

services.
This lets you easily compare plans based on The number of stars show how well a
quality and performance. plan performs.
Star Ratings are based on factors that include: Y Y W % W EXCELLENT
e Feedback from members about the plan’s
service and care Aok kK3 ABOVE AVERAGE
e The number of members who left or stayed
with the plan ***ﬁhﬁ? AVERAGE
e The number of complaints Medicare got
about the plan WK 75Ty BELOW AVERAGE
e Data from doctors and hospitals that work
with the plan *ﬁﬁﬁﬁ POOR

More stars mean a better plan - for example, members may get better care and better, faster
customer service.

Get More Information on Star Ratings Online
Compare Star Ratings for this and other plans online at medicare.gov/plan-compare.
Questions about this plan?

Contact Anthem Blue Cross 7 days a week from 8 a.m. to 8 p.m,, (except Thanksgiving and
Christmas) from October 1 through March 31, and Monday to Friday (except holidays) from
April 1 through September 30 at 1-888-211-9813 (toll-free) or 711 (TTY).

Current members please call 1-888-230-7338 (toll-free) or 711 (TTY).


https://medicare.gov/plan-compare

Anthem Blue Cross is an HMO-POS plan with a Medicare contract. Enrollment in Anthem Blue
Cross depends on contract renewal.
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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and
rules. If you have any questions, you can call and speak to a customer service representative at
1-844-591-2078 TTY: 711, 8 a.m. to 8 p.m., seven days a week (except Thanksgiving and
Christmas) from October 1 through March 31, and Monday to Friday (except holidays) from April 1
through September 30.

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
https://shop.anthem.com/medicare/ca or call 1-844-591-2078 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

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.

In addition to your monthly plan premium, you must continue to pay your Medicare Part B

premium. This premium is normally taken out of your Social Security check each month.
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Benefits, premiums and/or copayments/co-insurance may change on January 1, 2027.

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).

Our plan allows you to see providers outside of our network (non-contracted providers).

However, while we will pay for covered services provided by a non-contracted provider, the
provider must agree to treat you. Except in an emergency or urgent situations, non-
contracted providers may deny care. In addition, you will pay a higher co-pay for services

received by non-contracted providers.
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