026SBGOLDRW

HMO

2026 Summary of Benefits

SB Combo 001 - 022 - 026
001-Optimum Gold Rewards Plan (HMO)

Counties:
Broward, Citrus, Hernando, Hillsborough, Pasco, Pinellas

022-Optimum Gold Rewards Plan (HMO)

Counties:
Orange, Osceola, Seminole, Volusia

026-Optimum Gold Rewards Plan (HMO)

Counties:
Lake, Marion, Sumter

¢ OPTIMUM

HealthCare, Inc.

H5594_2026_SB_001_022_026_M
Y0114_26_3017175_0301_U_M






Summary of Benefits
January 1, 2026 - December 31, 2026

Optimum Gold Rewards Plan (HMO) H5594 001
Optimum Gold Rewards Plan (HMO) H5594 022
Optimum Gold Rewards Plan (HMO) H5594_026

The purpose of the Summary of Benefits is to provide you with a summary of drug and health benefits covered by Optimum
Gold Rewards Plan (HMO) H5594 001, Optimum Gold Rewards Plan (HMO) H5594 022 and Optimum Gold Rewards
Plan (HMO) H5594_026, which describes what we cover and what you pay. This information is not a complete description of
benefits. Call 1-866-245-5360 (TTY: 711) for more information. From October 1 to March 31, we are open 7 days a week
from 8 a.m. to 8 p.m. ET. From April 1 to September 30, we are open Monday through Friday, 8 a.m. to 8 p.m. ET.
Limitations, copayments and restrictions may apply. Benefits, premiums and/or copayments/coinsurance may change on
January 1 of each year. Benefits vary by plan.

Optimum HealthCare, Inc. is an HMO with a Medicare contract. Enrollment in Optimum HealthCare, Inc. depends on contract
renewal.

To be eligible for Optimum Gold Rewards Plan (HMO) H5594 001, Optimum Gold Rewards Plan (HMO) H5594 022, and
Optimum Gold Rewards Plan (HMO) H5594_026 you must have both Medicare Part A and Medicare Part B and live in our
service area.

Our service area includes the following counties in Florida:

Optimum Gold Rewards Plan (HMO) H5594 001: Broward, Citrus, Hernando, Hillsborough, Pasco, and Pinellas
Optimum Gold Rewards Plan (HMO) H5594_022: Orange, Osceola, Seminole, and Volusia

Optimum Gold Rewards Plan (HMO) H5594 026: Lake, Marion, and Sumter
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Optimum HealthCare, Inc. covers emergency care and urgently needed services from out-of-network providers. For routine care,
you must use the Optimum HealthCare, Inc. network of providers, hospital, and pharmacies while in the plan’s service area.
Neither Medicare nor Optimum HealthCare, Inc. will be responsible for the costs incurred of routine care received from
out-of-network providers. Out-of-network/non-contracted providers are under no obligation to treat Optimum HealthCare, Inc.
members except in emergency situations. Please call our Member Services number or see your Evidence of Coverage for more
information, including cost sharing that applies to out-of-network services.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Monthly Plan Premium

$0.00

$0.00

$0.00

Part B Premium Reduction

You must continue to pay your Medicare
Part B premium unless your Part B premium
is paid for you by Medicaid or another third

party.

Optimum HealthCare,
Inc. will reduce your
Medicare Part B
premium by up to
$185.00

Not available

Not available

Deductible
These plans do not have a deductible.

$0.00

$0.00

$0.00

Maximum Out-of-Pocket Responsibility
(does not include Part D prescription drugs)

This is the most you pay for copays,
coinsurance and other costs for medical
services for the year.

Contact the Plan for details on what is
covered in the maximum out-of-pocket.

$1,900.00 annually

$4,200.00 annually

$4,200.00 annually

Inpatient Hospital Coverage

$95.00 copayment each
day for days 1 to 5 and
$0.00 copayment each
day for days 6 to 90 per
admission.

Referral may be
required.

Prior authorization may
be required.

$195.00 copayment
each day fordays 1to 7
and $0.00 copayment
each day for days 8 to
90 per admission.
Referral may be
required.

Prior authorization may
be required.

$195.00 copayment
each day for days 1to 7
and $0.00 copayment
each day for days 8 to
90 per admission.
Referral may be
required.

Prior authorization may
be required.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Outpatient Hospital Coverage

Services include but are not limited to
Medicare-covered outpatient hospital facility
visits, clinic, outpatient treatment room,
observation room, or outpatient surgery
services.

$95.00 copayment per
visit.

Referral may be
required.

Prior authorization may
be required.

$195.00 copayment per
visit.

Referral may be
required.

Prior authorization may
be required.

$195.00 copayment per
visit.

Referral may be
required.

Prior authorization may
be required.

Ambulatory Surgical Center (ASC)

$25.00 copayment for
each Medicare-covered
ambulatory surgical
center visit.

Referral may be
required.

Prior authorization may
be required.

$25.00 copayment for
each Medicare-covered
ambulatory surgical
center visit.

Referral may be
required.

Prior authorization may
be required.

$25.00 copayment for
each Medicare-covered
ambulatory surgical
center visit.

Referral may be
required.

Prior authorization may
be required.

Doctor Visits

* Primary

Your Primary Care Physician (PCP) will
coordinate the covered services you receive
as a member of our plan.

* Specialists

Separate copay may apply for each
additional service received at an office visit.

$0.00 copayment per
visit.

$10.00 copayment per
visit.

Referral may be
required.

Prior authorization may
be required.

$0.00 copayment per
visit.

$35.00 copayment per
visit.

Referral may be
required.

Prior authorization may
be required.

$0.00 copayment per
visit.

$40.00 copayment per
visit.

Referral may be
required.

Prior authorization may
be required.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Preventive Care

Please refer to your Evidence of Coverage
for a list of covered preventive care
services. Any additional preventive services
approved by Medicare during the contract
year will be covered.

$0.00 copayment
Referral may be
required.

Prior authorization may
be required.

$0.00 copayment
Referral may be
required.

Prior authorization may
be required.

$0.00 copayment
Referral may be
required.

Prior authorization may
be required.

Emergency Care

$500.00 copayment for each emergency
service, urgent service and emergency
transportation outside the U.S. $100,000.00
plan coverage limit for emergency services,
urgent services and emergency
transportation outside the U.S. every year.
Contact the plan for details.

$150.00 copayment

$150.00 copayment

$150.00 copayment

Urgently Needed Services

$500.00 copayment for each emergency
service, urgent service and emergency
transportation outside the U.S. $100,000.00
plan coverage limit for emergency services,
urgent services and emergency
transportation outside the U.S. every year.
Contact the plan for details.

$10.00 copayment

$20.00 copayment

$20.00 copayment
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Diagnostic Services/Labs/Imaging

* Diagnostic radiology services (e.g.,
ultrasound, MRI, CAT scan)

e Lab services

* Diagnostic tests and procedures

$25.00-$95.00
copayment depending
on the service and
location.

Referral may be

required.
Prior authorization may
be required.

$0.00-$50.00 copayment
depending on the
location.

Referral may be
required.

Prior authorization may
be required.

$0.00-$95.00 copayment
or a 20% coinsurance
depending on the
service and location.
Referral may be
required.

Prior authorization may
be required.

$25.00-$195.00
copayment depending
on the service and
location.

Referral may be

required.
Prior authorization may
be required.

$0.00-$50.00 copayment
depending on the
location.

Referral may be
required.

Prior authorization may
be required.

$0.00-$195.00
copayment or a 20%
coinsurance depending
on the service and
location.

Referral may be
required.

Prior authorization may
be required.

$25.00-$195.00
copayment depending
on the service and
location.

Referral may be

required.
Prior authorization may
be required.

$0.00-$50.00 copayment
depending on the
location.

Referral may be
required.

Prior authorization may
be required.

$0.00-$195.00
copayment or a 20%
coinsurance depending
on the service and
location.

Referral may be
required.

Prior authorization may
be required.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Diagnostic Services/Labs/Imaging

e Outpatient X-rays

* Therapeutic radiology

$0.00-$95.00 copayment
depending on the
location.

Referral may be
required.

Prior authorization may
be required.

20% coinsurance for
Medicare-covered
therapeutic radiology
services.

Referral may be
required.

Prior authorization may
be required.

$0.00-$195.00
copayment depending
on the location.
Referral may be
required.

Prior authorization may
be required.

20% coinsurance for
Medicare-covered
therapeutic radiology
services.

Referral may be
required.

Prior authorization may
be required.

$0.00-$195.00
copayment depending
on the location.
Referral may be
required.

Prior authorization may
be required.

20% coinsurance for
Medicare-covered
therapeutic radiology
services.

Referral may be
required.

Prior authorization may
be required.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Hearing Services

* Hearing exam/hearing aid
fitting-evaluation

* Hearing aids

$0.00 copayment for
Medicare-covered
diagnostic hearing
exam.

$0.00 copayment for one
routine hearing exam
and one hearing aid
fitting-evaluation every
year.

$0.00 copayment for two
hearing aids (1 per ear)
every year.

Our plan pays up to a
maximum of $1,500.00
($750.00 per hearing
aid) for hearing aid
benefit every year.

You are responsible for
payment of any amount
in excess of the
maximum $1,500.00
($750.00 per hearing
aid).

$0.00 copayment for
Medicare-covered
diagnostic hearing
exam.

$0.00 copayment for one
routine hearing exam
and one hearing aid
fitting-evaluation every
year.

$0.00 copayment for two
hearing aids (1 per ear)
every year.

Our plan pays up to a
maximum of $1,000.00
($500.00 per hearing
aid) for hearing aid
benefit every year.

You are responsible for
payment of any amount
in excess of the
maximum $1,000.00
($500.00 per hearing
aid).

$0.00 copayment for
Medicare-covered
diagnostic hearing
exam.

$0.00 copayment

for one routine hearing
exam and one hearing
aid fitting-evaluation
every year.

$0.00 copayment for two
hearing aids (1 per ear)
every year.

Our plan pays up to a
maximum of $1,000.00
($500.00 per hearing
aid) for hearing aid
benefit every year.

You are responsible for
payment of any amount
in excess of the
maximum $1,000.00
($500.00 per hearing
aid).
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Dental Services

* Preventive dental services

« Comprehensive dental services

$0.00 copayment for
Medicare-covered dental
services.

Prior authorization may
be required.

$0.00 copayment

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

$0.00 copayment

This plan covers up to: 2
resin or amalgam fillings,
2 simple or surgical
extractions (in 1 or more
visits), 2 periodontal
maintenance
procedures, 1
periodontal scaling and
root planing per
quadrant every year,
and 1 full mouth
debridement every 2
years.

$0.00 copayment for
Medicare-covered dental
services.

Prior authorization may
be required.

$0.00 copayment

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

$0.00 copayment

This plan covers up to: 2
resin or amalgam fillings,
2 simple or surgical
extractions (in 1 or more
visits), 2 periodontal
maintenance
procedures, 1
periodontal scaling and
root planing per
quadrant every year,
and 1 full mouth
debridement every 2
years.

$0.00 copayment for
Medicare-covered dental
services.

Prior authorization may
be required.

$0.00 copayment

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

$0.00 copayment

This plan covers up to: 2
resin or amalgam fillings,
2 simple or surgical
extractions (in 1 or more
visits), 2 periodontal
maintenance
procedures, 1
periodontal scaling and
root planing per
quadrant every year,
and 1 full mouth
debridement every 2
years.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Vision Services
e Eye exam

Eye exams to diagnose and treat diseases
and conditions of the eye by an
Ophthalmologist are subject to the
Specialist copay.

Services must be performed by a
participating Vision provider.

You pay nothing for exams to diagnose and
treat diseases and conditions of the eye by
an Optometrist.

Vision Services

* Eyeglasses (lenses and frames)

$0.00 copayment for
Medicare-covered eye
exam.

$0.00 copayment for 1
routine eye exam every
year by an optometrist.

$0.00 copayment

for Medicare-covered
eyewear (one pair of
eyeglasses which
includes frame and
plastic lens or contact
lenses) after cataract

surgery.

$0.00 copayment for the
plan coverage limit of 1
pair of eyeglasses or
contact lenses every
year.

$0.00 copayment for
Medicare-covered eye
exam.

$0.00 copayment for 1
routine eye exam every
year by an optometrist.

$0.00 copayment

for Medicare-covered
eyewear (one pair of
eyeglasses which
includes frame and
plastic lens or contact
lenses) after cataract
surgery.

$10.00 copayment for
the plan coverage limit
of 1 pair of eyeglasses
or contact lenses every
year.

$0.00 copayment for
Medicare-covered eye
exam.

$0.00 copayment for 1
routine eye exam every
year by an optometrist.

$0.00 copayment

for Medicare-covered
eyewear (one pair of
eyeglasses which
includes frame and
plastic lens or contact
lenses) after cataract

surgery.

$10.00 copayment for
the plan coverage limit
of 1 pair of eyeglasses
or contact lenses every
year.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

$30.00 copayment for
CR-39 lenses.

The plan coverage limit
is $400.00 for 1 pair of
eyeglasses or contact
lenses every year.

You will be responsible
for any amount over the
plan benefit maximum
total retail cost of
$400.00 for 1 pair of
eyeglasses or contact
lenses every year.

$30.00 copayment for
CR-39 lenses.

The plan coverage limit
is $100.00 for 1 pair of
eyeglasses or contact
lenses every year.

You will be responsible
for the $10.00
copayment and any
amount over the plan
benefit maximum of
$100.00 for 1 pair of
eyeglasses or contact
lenses every year.

$30.00 copayment for
CR-39 lenses.

The plan coverage limit
is $100.00 for 1 pair of
eyeglasses or contact
lenses every year.

You will be responsible
for the $10.00
copayment and any
amount over the plan
benefit maximum of
$100.00 for 1 pair of
eyeglasses or contact
lenses every year.

Mental Health Services

* Inpatient visit

$95.00 copayment each
day for days 1 to 5 and
$0.00 copayment each
day for days 6 to 90 per
admission.

Referral may be
required.

Prior authorization may
be required.

$195.00 copayment
each day for days 1to 7
and $0.00 copayment
each day for days 8 to
90 per admission.
Referral may be
required.

Prior authorization may
be required.

$195.00 copayment
each day for days 1to 7
and $0.00 copayment
each day for days 8 to
90 per admission.
Referral may be
required.

Prior authorization may
be required.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

* Outpatient groupl/individual therapy
visit

$10.00 copayment for
outpatient
group/individual therapy
visit.

Referral may be
required.

Prior authorization may
be required.

$35.00 copayment for
outpatient
group/individual therapy
visit.

Referral may be
required.

Prior authorization may
be required.

$40.00 copayment for
outpatient
group/individual therapy
visit.

Referral may be
required.

Prior authorization may
be required.

Skilled Nursing Facility (SNF) Care

Our plan covers up to 100 days in a SNF
per benefit period.

$0.00 copayment each
day for days 1 to 20.

$218.00 copayment
each day for days 21 to
100.

Referral may be
required.

Prior authorization may
be required.

$0.00 copayment each
day for days 1 to 20.

$218.00 copayment
each day for days 21 to
100.

Referral may be
required.

Prior authorization may
be required.

$0.00 copayment each
day for days 1 to 20.

$218.00 copayment
each day for days 21 to
100.

Referral may be
required.

Prior authorization may
be required.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Rehabilitation Services

There may be limits on physical therapy,
occupational therapy, and speech and
language pathology services. Contact the
plan for details.

* Occupational therapy visit
* Physical therapy visit

* Speech therapy visit

* Language therapy visit

$10.00 copayment
Referral may be
required.

Prior authorization may
be required.

$35.00 copayment
Referral may be
required.

Prior authorization may
be required.

$40.00 copayment
Referral may be
required.

Prior authorization may
be required.

Ambulance

$200.00 copayment for
Medicare-covered
one-way ground
ambulance services.
Prior authorization may
be required.

20% coinsurance for
Medicare-covered
one-way air ambulance
services.

Prior authorization may
be required.

$200.00 copayment for
Medicare-covered
one-way ground
ambulance services.
Prior authorization may
be required.

20% coinsurance for
Medicare-covered
one-way air ambulance
services.

Prior authorization may
be required.

$200.00 copayment for
Medicare-covered
one-way ground
ambulance services.
Prior authorization may
be required.

20% coinsurance for
Medicare-covered
one-way air ambulance
services.

Prior authorization may
be required.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Transportation

Transportation is intended for rides to and/or

from plan-approved locations for medical
appointments and health needs. Trips are
limited to 50 miles.

Call to schedule a ride at least 48 hours
(excluding weekends) prior to scheduled
medical appointment.

$0.00 copayment

Routine transportation
for up to 20 one-way
trips every year.

$0.00 copayment

Routine transportation
for up to 6 one-way trips
every year.

$0.00 copayment

Routine transportation
for up to 6 one-way trips
every year.

Medicare Part B Prescription Drugs

You may pay less for certain rebatable
drugs. This list and the cost of each
rebatable drug changes every quarter.

Please refer to your Evidence of Coverage
for more details.

20% coinsurance for
chemotherapy drugs and
for other Part B drugs.
Prior authorization may
be required.

For Part B insulins, you
pay $35.00 for a
one-month supply.

20% coinsurance for
chemotherapy drugs and
for other Part B drugs.
Prior authorization may
be required.

For Part B insulins, you
pay $35.00 for a
one-month supply.

20% coinsurance for
chemotherapy drugs and
for other Part B drugs.
Prior authorization may
be required.

For Part B insulins, you
pay $35.00 for a
one-month supply.

Additional Benefits

Foot Care (Podiatry Services)
e Foot exams and treatment

Covered podiatry benefits are for medically
necessary foot care.

$10.00 copayment
Referral may be

required.
Prior authorization may
be required.

$35.00 copayment
Referral may be

required.
Prior authorization may
be required.

$40.00 copayment
Referral may be

required.
Prior authorization may
be required.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Medical Equipment/Supplies

We cover all medically necessary durable
medical equipment covered by Original
Medicare.

* Durable medical equipment (e.g.,
wheelchairs, oxygen)

* Prosthetics (e.g., braces, artificial
limbs)

* Diabetes supplies

20% coinsurance
Prior authorization may
be required.

20% coinsurance
Prior authorization may
be required.

You pay $0.00
copayment for diabetic
monitors, lancets and
test strips when ordered
through the plan’s mail
order program.

Prior authorization may
be required.

You pay 20%
coinsurance for all

diabetic supplies from a
retail pharmacy.

Prior authorization may
be required.

20% coinsurance
Prior authorization may
be required.

20% coinsurance
Prior authorization may
be required.

You pay $0.00
copayment for diabetic
monitors, lancets and
test strips when ordered
through the plan’s mail
order program.

Prior authorization may
be required.

You pay 20%
coinsurance for all
diabetic supplies from a
retail pharmacy.

Prior authorization may
be required.

20% coinsurance
Prior authorization may
be required.

20% coinsurance
Prior authorization may
be required.

You pay $0.00
copayment for diabetic
monitors, lancets and
test strips when ordered
through the plan’s mail
order program.

Prior authorization may
be required.

You pay 20%
coinsurance for all
diabetic supplies from a
retail pharmacy.

Prior authorization may
be required.
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Wellness
* SilverSneakers® Fitness Program

Health club memberships are limited to
participating facilities.

e 24/7 Nurseline

Health advice from a nursing professional,
available 24 hours a day, 7 days a week.

$0.00 copayment

$0.00 copayment

$0.00 copayment

$0.00 copayment

$0.00 copayment

$0.00 copayment

Active Fitness

This benefit provides a spending allowance
on your Benefits Mastercard® Prepaid Card
for the payment of access fees or
lesson/clinic costs at sports facilities for golf,
swimming, and tennis. The allowance
cannot be applied to merchandise or other
services. Unused amounts expire at the end
of the plan year.

For more information about this benefit
please contact Member Services.

$500.00 annual
allowance

Not covered

Not covered
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Premiums and Benefits

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Over-the-Counter (OTC) Products

Please contact the plan or visit our website
for specific instructions for using this benefit
and our list of covered over-the-counter
items.

Call Member Services at 1-866-245-5360,
TTY users call 711, or visit our website at
www.youroptimumhealthcare.com

This plan covers certain
approved,
non-prescription,
over-the-counter drugs
and health-related items,
up to $60.00 every
month.

Unused OTC amounts
expire at the end of each
month.

This plan covers certain
approved,
non-prescription,
over-the-counter drugs
and health-related items,
up to $50.00 every
month.

Unused OTC amounts
expire at the end of each
month.

This plan covers certain
approved,
non-prescription,
over-the-counter drugs
and health-related items,
up to $45.00 every
month.

Unused OTC amounts
expire at the end of each
month.
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http://www.youroptimumhealthcare.com

Outpatient Prescription Drugs

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Important message about what you pay for vaccines and insulin - This plan covers most Part D vaccines at no cost to you
and you won’t pay more than $35.00 for a one-month supply for any covered insulin.

Stage 1: Yearly Deductible

Deductible

This stage doesn’t apply to
you.

This stage doesn’t apply to
you.

This stage doesn’t apply to
you.

Stage 2: Initial Coverage

Tier 1: Preferred Generic

Preferred retail one-month supply
Standard retail one-month supply

Mail-order three-month supply

$0.00 copayment
$0.00 copayment
$0.00 copayment

$0.00 copayment
$0.00 copayment
$0.00 copayment

$0.00 copayment
$0.00 copayment
$0.00 copayment

Tier 2: Preferred Brand
Preferred retail one-month supply

Standard retail one-month supply

Mail-order three-month supply

$30.00 copayment
$30.00 copayment
$60.00 copayment

$10.00 copayment
$10.00 copayment
$20.00 copayment

$10.00 copayment
$10.00 copayment
$20.00 copayment

Tier 3: Non-Preferred Drug
Preferred retail one-month supply

Standard retail one-month supply

Mail-order three-month supply

$70.00 copayment
$75.00 copayment
$140.00 copayment

$70.00 copayment
$75.00 copayment
$140.00 copayment

$50.00 copayment
$55.00 copayment
$100.00 copayment
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Outpatient Prescription Drugs

Optimum Gold Rewards
Plan (HMO)_001

Optimum Gold Rewards
Plan (HMO)_022

Optimum Gold Rewards
Plan (HMO)_026

Tier 4: Specialty Tier
Preferred retail one-month supply

Standard retail one-month supply

Mail-order three-month supply

33% coinsurance
33% coinsurance

Not available

33% coinsurance
33% coinsurance

Not available

33% coinsurance
33% coinsurance

Not available

Stage 3: Catastrophic Coverage

During this stage, you pay
nothing for your covered
Part D drugs.

During this stage, you pay
nothing for your covered
Part D drugs.

During this stage, you pay
nothing for your covered
Part D drugs.

For more information, please call us or access our Evidence of Coverage online.

Cost sharing may change depending on the pharmacy you choose and when you enter another phase of Part D benefit. You
pay the amounts listed in the table, until your total year-to-date out-of-pocket costs reach $2,100.00. Not all drugs qualify for a
90-day supply. Some Tier 1 medications allow up to a 100-day supply.

If you reside in a long-term care facility, you pay the same as a standard retail one-month supply for a 34-day supply.
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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.

To get a complete list of services we cover, please review the “Evidence of Coverage” (EOC) online at www.
youroptimumbhealthcare.com or get a copy by calling 1-866-245-5360 (TTY: 711).

This document is available in alternate formats such as large print and Spanish. For more information, please call us at the
phone number below or visit us at www.youroptimumhealthcare.com.

Please call our Member Services number at 1-866-245-5360 for additional information. TTY users should call 711. From October
1 to March 31, we are open 7 days a week from 8 a.m. to 8 p.m. ET. From April 1 to September 30, we are open Monday
through Friday, 8 a.m. to 8 p.m. ET.

You can see our plan’s provider and pharmacy directories at our website www.youroptimumhealthcare.com or call us and we will
send you a copy of the directories. The formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary.

We cover Part D drugs. In addition, we cover Part B drugs such as chemotherapy and some drugs administered by your
provider. You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our website at www.
youroptimumhealthcare.com.

SilverSneakers® is a registered trademark of Tivity Health, Inc. All rights reserved. Tivity Health, Inc. is an independent company
providing a fithess program on behalf of this plan.

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.

Optimum HealthCare, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Optimum HealthCare, Inc. cumple con las leyes federales de derechos civiles aplicables y
no discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o sexo. Optimum HealthCare, Inc. konfom ak lwa sou
dwa sivil Federal ki aplikab yo e li pa fé diskriminasyon sou baz ras, koulé, peyi orijin, laj, enfimite oswa séks. Espafiol (Spanish):
ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia linglistica. Llame al [1-866-245-5360]
(TTY: 711). Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele [1-866-245-5360] (TTY: 711).
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Discrimination Is Against the Law
Notice Informing Individuals about Nondiscrimination and Accessibility Requirements

Optimum HealthCare, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. Optimum HealthCare, Inc. does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex.

Optimum HealthCare, Inc.:
* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
« Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need these services, contact the Optimum HealthCare, Inc. Civil Rights Coordinator.

If you believe that Optimum HealthCare, Inc. has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with:

Optimum HealthCare, Inc. Civil Rights Coordinator
P.O. Box 152727

Tampa, FL 33684

Phone: 1-866-245-5360, TTY: 711

Fax: 813-506-6235

You can file a grievance by mail, fax, or phone. If you need help filing a grievance, the Optimum HealthCare, Inc. Civil Rights
Coordinator is available to help you.
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You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.
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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 1-866-245-5360 (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 ayudasy 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 am.a 8 p.m. hora local, los siete dias de la semana (excepto el Dia de Accidn de Gracias y Navidad) desde el

1.° de octubre hasta el 31 de marzo, y de lunes a viernes (excepto los dias feriados) desde el 1.° de abril hasta el

30 de septiembre.

Dy JSEL e ghaal) 58 5 Arlie 3ae s iladd 5 ClaeLsa 55 LSl Aali dlaall 4y salll sae Losall ciladd (el jall Gaani i€ 13) :4uii - Arabic
g 31 Jlsa o slae 8 AcLl ia alia § Aol (e Jadl el alal) Aastll ptia ) iaa ol ol ) sS3a1 Citledl o8 0 Joal Ubaa Ll S 5
WSO@;J.\)J\]uA(uM\e\_}\\Lu)mﬂ\@wy‘szw)u31‘5:;).1}15\1UAM\L(JM\LQJ)SJ\LQ?D\ \.\QLA)

Chinese Simplified - /¥ &.: WREE WA P S, FRATAT DO IR A0 38 11E S IR S o FRATTIE e TR B (L@ 24 i) 4 Bh T 2
ARG, CARI U5 ) s R R B . BT L g B i i S i e 5 IR At 2SR . MR E]: 10 H1HE 3 H31 H,
LR URBEFTFERTTERSN , 4 H1HE 9 H30 H, H—2FAH (WEREESS , M4l B 8 i 20 I 8 i,

Chinese Traditional - /15 : ﬁﬂ%u”‘ SR oL I U TR IR B EE S IR - MR ERITEE E’]iﬁﬁ)ﬁiﬁ
FfR - DRSS 2 S & - SEHHT Ly AV BRI s A TR (L858 - Bkl - 10 AT HE3I A3 H >
BER (REETRESEEIERSN) >4 A1 HZE9 H30 H > H—2H1 (EifHRIN) - SRR B 8 KN [ 8 i -

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

Gujarati — &llel W U): %) d os1d] wildl ), dl dHIRL HIR (Aot YA Nl M&ld Ad ) Guaoy 8. Yael slieni Hiledl
Uelel 53cL HI2 AU YIS U e A1) Ul (detl Y& Gugoed 8. GUR £211Ad §lot sitd2 UR 516 53] Hedl dHIR1 Ueldl
UL dld S SIHSese1l SALS) e[S AHA Yosod AR 8 dloUlef]l Mioell 8 Aol Y], U5\ 1 &fl HI 31 Yl wWedL(SAUleil
AldY (ea @AsAPL(ddl WA [suHA (Al 1o AU Re] salR R [Ridid) A (ud 1 ef] HLrR 30 Yl 8.

Haitian Creole - ATANSYON: Si w pale kreyol ayisyen, sévis asistans lenguistik gratis disponib pou ou. Ed ak sévis oksilye
apwopriye pou bay enfomasyon nan foma ki aksesib disponib tou san w p ap peye. Rele nimewo telefon yo bay anwo
a oswa pale ak founise w la. Ore fonksydnman yo se 8 a.m. rive 8 p.m., set jou sou set (eksepte Jou Thanksgiving ak
Nwel) soti 1ye Oktob rive 31 Mas, ak Lendi pou rive Vandredi (eksepte jou ferye) soti 1ye Avril rive 30 Septanm.

VT 907 ITVIW 0NN 01171 D'MIN'WITY 'WXNAK 112V DT DN N9 VI 'MN'Y ,NMNAY N/12IT 720 0K 2% Nniwn’>— Hebrew
TV 8:00 |0 NI2'Wwan NIVY .02%Y pQ0N DV 1277 IN N72uN7 V'aimn 19700 190107 "wWpnn? vt .01%wn 877 0N D) 0R'AT,0'w1] DIDN1I9]
(0mn LYNY) WY TU W M- NN IRYALLYINA 31-0 TV 210K 1-0n (T721R0 AN RMTINN AN bun?) viawa om: nuaw (mipn j1ww) 20:00
.12nvaoa 30-n TV 7MaNa 1-nn

Hindi - &I ¢: I 3170 gt Siaid €, af $Uah forg f:XJeh U7 WeTadT 94T Iuas ¢ | Ugd I TRl & STH®RT UGH &3
& fo Iogad Terad e SR Jard o f:3[ew U 1 SR AT T BH ek R HId B AT 39 Herdl § a1d e |
BB b °e, 1 IFCaR I 31 AT I TIg & Tl 1o (AT 3R foram &1 Sredv), 3R 1 30 § 30 RdeR a®
JHaR J YHaR (e al B Bisd), VMY Y IR o 8 §91 I Id 8 99 dF & |

Italian - ATTENZIONE: sono disponibili servizi di assistenza linguistica gratuita in italiano. Sono inoltre disponibili
gratuitamente adeguati supporti e servizi per ottenere informazioni in formato accessibile. Chiamare il numero di
telefono riportato sopra o rivolgersi al proprio fornitore. Il servizio € attivo dalle 8.00 alle 20.00 ora locale, sette giorni
su sette (eccetto il Giorno del Ringraziamento e Natale) dal 1° ottobre al 31 marzo, e dal lunedi al venerdi (eccetto

i giorni festivi) dal 1° aprile al 30 settembre.
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Korean - 5-9]: gh=0] & TAFSHAI = A9 75 ?1o] A MB|AE o] &8k o s Utk oAl d4 o= JuE A& 8]

ATAYT UL A A AUSE FRLATIYG A A% AT 2 ARAAAN DG AR AT B
FAA Q. 5 AREE @A AR 07 8AFE ©.F 8A7HA o] 1] 109 19176 39 31U 7HA &= F 79 (3% ghab

AR A2 A o) W, 48197 H 904 3074 = 2 24 H T 2A7MA(FE2 Al eh A Yo

Polish - UWAGA: Jesli méwisz po polsku, mozesz skorzystac z bezptatnych ustug pomocy jezykowej. Dostepne sq rowniez
nieodptatnie odpowiednie pomoce i ustugi zapewniajqce informacje w dostepnych formatach. Zadzwon pod numer
telefonu podany powyzej lub porozmawiaj ze swoim dostawcq. Czynne od 8:00 rano do 8:00 wieczorem czasu lokalnego,
czasu lokalnego, siedem dni w tygodniu (oprécz Swieta Dziekczynienia i Bozego Narodzenia) od 1 pazdziernika do

31 marca oraz od poniedziatku do pigtku (oprdcz swigt) od 1 kwietnia do 30 wrzesnia.

Portuguese - ATENCAQ: Se fala portugués, tem & sua disposicéo servicos de assisténcia linguistica gratuitos. Est&o
também disponiveis, a titulo gratuito, ajudas e servicos auxiliares adequados para fornecer informacdes 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 Acdo de Gracgas 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.

Russian - BHUMAHWE: Ecnu Bbl roBOpuTe Ha pycCKOM Ai3blke, BaM MOryT NpeaocTaBuTb BecnnaTHble ycnyru
nepesoayunka. Takke GecnnaTtHoO NpPegoCTaBnATCA BCNOMOraTernbHble CpeacTBa 1 ycnyru, no3sonstowue nonyyatb
MHOpPMaUUIO B AOCTYMHbIX hopmaTtax. [1o3BOHUTE NO BbllLeyKa3zaHHOMY HOMepy TenedoHa nnm obcyauTte aToT BONpPOC
C Bawmm nocTasLumkoM ycnyr. Yacel paboTsl: ¢ 08:00 go 20:00 B ntobon aeHb Hegenu (kpome [Ha GrnarogapeHus

n Poxpgectea) ¢ 1 oktsa6pa no 31 mapTa un ¢ noHeAenbHMKa No NATHULY (KpoMe NpasgHUYHbIX gHen) ¢ 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.
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Thai - WNEWA: MNAAWA A Ing lusnshamulasmunmwsdiniuaa uanmnﬁﬁoﬁmmﬁmmﬁauazn’ismn&%m
Mmngau alvdayalugduuuiundelalealidedld3edndra nslddeminaauTnsdwiinszulishuuuniayaas
AuRTUsNTuRIAAL LIATVINATsAA 08.00 U. v 20.00 u. ANLAVaAY 1ia Tusiadilav (ﬂnnu'suwauﬂmwsummav
FURSRETINA) GusTui 1 aanan 89 31 fuan uariudunsdofudns (aniusunaa) Goussui 1 wmau §9 30 Auenay,

Ukrainian - YBAT'A. AKLLO B/ pO3MOBASIETE YKPAIHCLKO, BaM AOCTYMHI 6€3KOLWTOBHI NOCAyrM MOBHOT JOMOMOTH.
BignosigHi gonomixkHi 3acobu n nocnyru Ans HagaHHa iHopMauii B AOCTYNHUX doopmaTax TakoX MOXHa oTpumatu
6Ge3KoWwToBHO. 3aTenedoHynTe 3a BKasaHMM BULLE HOMePOM abo 3BEPHITLCA 4O CBOro noctavanbHuka. 'padik poboTu:
3 08:00 go 20:00 3a micueBum vacom, 6e3 BuxigHux (kpim OHs noasakm n Pisgsa) 3 1 )xoBTHA no 31 6epesHs, i 3 NoHeainka
no MATHUUIO (KpiM cBATKOBUX AHIB) 3 1 KBiTHA No 30 BepecHs.

Vietnamese - CHU Y: Néu quy vj noi tleng Viét, cac dich vu hé tro ngon ngu mién phi ludn san sang phuc vu quy vi. Cac
dich vu va hé tro phu tro thich hop cung cép théng tin & cac dinh dang co thé truy cap ciing duwoc cung cap mien phi.

Goi s6 dién thoai néu trén hodc néi chuyén véi nha cung cip ctia quy vi. Gidr lam viéc tir 8 gid sang dén 8 gid t6i, gior dia
phwong, by ngay mét tuan (Trir L& Ta on va Giang sinh) tlr ngay 1 Thang Mw®i dén 31 Thang Ba, va The Hai dén Thir
Sau (trtr cac ngay 18), tir ngay 1 Thang Tw dén 30 Thang Chin.
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