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Your Medicare Health Benefits and Services and Drug Coverage as a Member of Central
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This document gives you the details about your Medicare health care and drug coverage from January 1 –
December 31, 2026. This is an important legal document. Please keep it in a safe place.

Central Health Medicare Plan is an HMO/HMO SNP plan with a Medicare contract. Enrollment depends on
contract renewal.

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

Our plan premium and cost sharing
Our medical and drug benefits
How to file a complaint if you're not satisfied with a service or treatment
How to contact us
Other protections required by Medicare law

For questions about this document, call Member Services (866) 314-2427 (TTY users call 711). Hours are
October 1 – March 31, 8 a.m. to 8 p.m. local time, 7 days aweek. From April 1 – September 30, Monday –
Friday, 8 a.m. to 8 p.m. local time. This call is free.

Thisplan,CentralHealthEmbraceChoicePlan (HMOC-SNP), is offeredbyCentralHealthMedicarePlan. (When
this Evidence of Coverage says “we,” “us,” or “our,” itmeans Central HealthMedicare Plan.When it says “plan”
or “our plan,” it means Central Health Embrace Choice Plan (HMO C-SNP).)

This document is available for free in Spanish.

This document may be available in other formats such as braille, large print or audio.

Benefits, premiums, deductibles, and/or copayments/coinsurance may change on January 1, 2027.

Our formulary, pharmacy network, and/or provider network may change at any time. You’ll get notice about
any changes that may affect you at least 30 days in advance.
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CHAPTER 1:
Get started as amember
Section 1 You’re amember of Central Health Embrace Choice Plan (HMO C-SNP)

Section 1.1 You’re enrolled in Central Health Embrace Choice Plan (HMO C-SNP), which is a
specialized Medicare Advantage Plan (“Special Needs Plan”)

You’re covered by Medicare, and you chose to get your Medicare health and drug coverage through, Central
Health Embrace Choice Plan (HMO C-SNP).

Central Health Embrace Choice Plan (HMO C-SNP) is a Medicare Advantage HMO Plan (HMO stands for Health
Maintenance Organization) approved by Medicare and run by a private company.

CentralHealthEmbraceChoicePlan (HMOC-SNP) isa specializedMedicareAdvantagePlan (aMedicare“Special
Needs Plan”), whichmeans its benefits are designed for peoplewith special health care needs. Central Health
Embrace Choice Plan (HMO C-SNP) is designed to provide additional health benefits that specifically help
people who have diabetes, chronic heart failure (CHF), or cardiovascular disorders (limited to cardiac
arrhythmias, coronary artery disease, peripheral vascular disease and chronic venous thromboembolic
disorder).

Our plan includes providers who specialize in treating diabetes, chronic heart failure (CHF), or cardiovascular
disorders (limited to cardiac arrhythmias, coronary artery disease, peripheral vascular disease and chronic
venous thromboembolic disorder). It also includes health programs designed to serve the specialized needs
ofpeoplewith theseconditions. Inaddition,ourplancoversprescriptiondrugs to treatmostmedical conditions,
includingdrugs usually used to treat diabetes, chronic heart failure (CHF), or cardiovascular disorders (limited
tocardiacarrhythmias, coronaryarterydisease,peripheralvasculardiseaseandchronicvenousthromboembolic
disorder). As amember of our plan, you get benefits specially tailored to your condition and have all your care
coordinated through our plan.

Section 1.2 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how Central Health Embrace Choice Plan
(HMO C-SNP) covers your care. Other parts of this contract include your enrollment form, the List of Covered
Drugs (formulary), and any notices you get from us about changes to your coverage or conditions that affect
your coverage. These notices are sometimes called riders or amendments.

The contract is in effect for the months you’re enrolled in Central Health Embrace Choice Plan (HMO C-SNP)
between January 1, 2026 and December 31, 2026.

Medicare allows us tomake changes to our plans we offer each calendar year. This means we can change the
costs and benefits of Central Health Embrace Choice Plan (HMO C-SNP) after December 31, 2026. We can also
choose to stop offering our plan in your service area, after December 31, 2026.
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Medicare (the Centers for Medicare & Medicaid Services) must approve Central Health Embrace Choice Plan
(HMO C-SNP) each year. You can continue to get Medicare coverage as a member of our plan as long as we
choose to continue offering our plan and Medicare renews approval of our plan.

Section 2 Plan eligibility requirements

Section 2.1 Eligibility requirements

You’re eligible for membership in our plan as long as youmeet all these conditions:

You have both Medicare Part A and Medicare Part B
You live in our geographic service area (described in Section 2.2). People who are incarcerated aren’t
considered to be living in the geographic service area, even if they’re physically located in it.
You’re a United States citizen or lawfully present in the United States
Youmeet the special eligibility requirements described below.

Special eligibility requirements for our plan

Our plan is designed to meet the specialized needs of people who have certain medical conditions. To be
eligible for our plan, youmust have: Diabetes, Chronic Heart Failure (CHF), and/or one of the following
cardiovascular disorders: cardiac arrhythmias, coronary arterydisease, peripheral vascular disease, or chronic
venous thromboembolic disorder.

Note: If you lose your eligibility for our plan but can reasonably be expected to regain eligibility within
two-months, then you are still eligible for membership. Chapter 4, Section 2.1 tells you about coverage and
cost sharing during a period of deemed continued eligibility.

Section 2.2 Plan service area for Central Health Embrace Choice Plan (HMO C-SNP)

Central Health Embrace Choice Plan (HMOC-SNP) is only available to peoplewho live in our plan service area.
Tostayamemberofourplan, youmust continue to live inour servicearea.Theservicearea isdescribedbelow.

Our service area includes these counties in California: Placer, Sacramento, San Joaquin, Santa Clara, Solano,
Stanislaus, and Yolo Counties.

If you move out of our plan’s service area, you can’t stay a member of this plan. Call Member Services (866)
314-2427 (TTY users call 711) to see if we have a plan in your new area. When youmove, you’ll have a Special
Enrollment Period to either switch toOriginal Medicare or enroll in aMedicare health or drug plan in your new
location.

If you move or change your mailing address, it’s also important to call Social Security. Call Social Security at
1-800-772-1213 (TTY users call 1-800-325-0778).

Section 2.3 U.S. citizen or lawful presence

Youmust be a U.S. citizen or lawfully present in the United States to be a member of a Medicare health plan.
Medicare (the Centers for Medicare &Medicaid Services) will notify Central Health Embrace Choice Plan (HMO
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C-SNP) if you’re not eligible to stay a member of our plan on this basis. Central Health Embrace Choice Plan
(HMO C-SNP) must disenroll you if you don’t meet this requirement.

Section 3 Important membershipmaterials

Section 3.1 Our planmembership card

Use yourmembership card whenever you get services covered by our plan and for prescription drugs you get
at network pharmacies. You should also show the provider your Medicaid card, if you have one. Sample plan
membership card:

DON’T use your red, white, and blueMedicare card for coveredmedical serviceswhile you’re amember of this
plan. If you use your Medicare card instead of your Central Health Embrace Choice Plan (HMO C-SNP)
membership card, youmay have to pay the full cost of medical services yourself. Keep your Medicare card in
a safe place. Youmay be asked to show it if you need hospital services, hospice services, or participate in
Medicare-approved clinical research studies (also called clinical trials).

If our plan membership card is damaged, lost, or stolen, call Member Services (866) 314-2427 (TTY users call
711) right away and we’ll send you a new card.

Section 3.2 Provider Directory

The Provider Directorywww.centralhealthplan.com lists our current network providers. Network providers
are the doctors and other health care professionals, medical groups, durable medical equipment suppliers,
hospitals, and other health care facilities that have an agreementwith us to accept our payment and any plan
cost sharing as payment in full.

You must use network providers to get your medical care and services. If you go elsewhere without proper
authorization, you’ll have to pay in full. The only exceptions are emergencies, urgently needed services when
thenetwork isn’t available (that is, situationswhen it’s unreasonableornotpossible toget services innetwork),
out-of-area dialysis services, and cases when Central Health Embrace Choice Plan (HMO C-SNP) authorizes
use of out-of-network providers.

Get the most recent list of providers on our website at www.centralhealthplan.com.
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If you don’t have a Provider Directory, you can ask for a copy (electronically or in paper form) fromMember
Services at (866) 314-2427 (TTY users call 711). Requested paper Provider Directorieswill be mailed to you
within 3 business days.

Section 3.3 Pharmacy Directory

ThePharmacyDirectorywww.centralhealthplan.com lists our networkpharmacies.Networkpharmaciesare
pharmacies that agree to fill covered prescriptions for our plan members. Use the Pharmacy Directory to find
the network pharmacy you want to use. Go to Chapter 5, Section 2.5 for information on when you can use
pharmacies that aren’t in our plan’s network.

If you don’t have a Pharmacy Directory, you can ask for a copy fromMember Services at (866) 314-2427 (TTY
users call 711). You can also find this information on our website at www.centralhealthplan.com.

Section 3.4 Drug List (formulary)

Our plan has a List of Covered Drugs (also called the Drug List or formulary). It tells which prescription drugs
are covered under the Part D benefit included in Central Health Embrace Choice Plan (HMOC-SNP). The drugs
on this list are selected by our plan, with the help of doctors and pharmacists. The Drug List must meet
Medicare’s requirements. Drugs with negotiated prices under the Medicare Drug Price Negotiation Program
will be included on your Drug List unless they have been removed and replaced as described in Chapter 5,
Section 6. Medicare approved the Central Health Embrace Choice Plan (HMO C-SNP) Drug List.

The Drug List also tells if there are any rules that restrict coverage for a drug.

We’ll give you a copy of the Drug List. To get the most complete and current information about which drugs
are covered, visit www.centralhealthplan.com or call Member Services (866) 314-2427 (TTY users call 711).

Section 4 Summary of Important Costs

Your Costs in 2026

$0Monthly plan premium*

*Your premium can be higher than this amount.
Go to Section 4.1 for details.

$9,250Maximum out-of-pocket amount

This is the most you’ll pay out of pocket for
covered Part A and Part B services.
(Go to Chapter 1.3 Section 1.3 for details.)

$0 copay per visitPrimary care office visits

$0 copay for endocrinologists and 30% coinsurance per
visit for all other specialists

Specialist office visits

You pay a $1,676 deductible per benefit period.Inpatient hospital stays

You pay a $0 copay per day for days 1–60
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Your Costs in 2026

You pay a $419 copay per day for days 61–90

You pay a $838 copay per each "lifetime reserve day"
afterday90 foreachbenefitperiod (upto60daysover

your lifetime).

Theseare2025cost-sharingamountsandmaychange
for 2026. Central Health Embrace Choice Plan (HMO
C-SNP) will provide updated rates as soon as they are

released.

$615 except for drugs onTier 1, Tier 6, covered insulin
products andmost adult Part D vaccines

Part D drug coverage deductible

(Go to Chapter 6 Section 4 for details.)

Copayment/Coinsurance during the Initial Coverage
Stage:

Part D drug coverage

(Go to Chapter 6 for details, including Yearly
Deductible, Initial Coverage, and Catastrophic
Coverage Stages.)

Drug Tier 1: $0
Drug Tier 2: 15%
Drug Tier 3: 15%
Youpay$35permonthsupplyofeachcovered
insulin product on this tier.
Drug Tier 4: 30%
Drug Tier 5: 25%
Drug Tier 6: $0

Catastrophic Coverage Stage:

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

Your costs may include the following:

Plan Premium (Section 4.1)
Monthly Medicare Part B Premium (Section 4.2)
Part D Late Enrollment Penalty (Section 4.3)
Income Related Monthly Adjusted Amount (Section 4.4)
Medicare Prescription Payment Plan Amount (Section 4.5)

Section 4.1 Plan premium

You don't pay a separate monthly plan premium for Central Health Embrace Choice Plan (HMO C-SNP).

If you already get help from one of these programs, the information about premiums in this Evidence of
Coveragemay not apply to you. We sent you a separate document, called the Evidence of Coverage Rider for
People Who Get Extra Help Paying for Prescription Drugs (also known as the Low-Income Subsidy Rider or the
LIS Rider), which tells you about your drug coverage. If you don’t have this insert, call Member Services (866)
314-2427 (TTY users call 711) and ask for the LIS Rider.

Medicare Part B and Part D premiums differ for people with different incomes. If you have questions about
these premiums, check your copy ofMedicare & You 2026 handbook, the section called 2026Medicare Costs.
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Download a copy from the Medicare website (www.Medicare.gov/medicare-and-you) or order a printed copy
by phone at 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.

Section 4.2 Monthly Medicare Part B Premium

Manymembers are required to pay other Medicare premiums

One of the benefits of our plan is a Part B Premium Rebate. This means that eachmonth $2 is automatically
applied to your Part B Premium, increasing your Social Security check eachmonth.

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

Section 4.3 Part D Late Enrollment Penalty

Somemembers are required to pay a Part D late enrollment penalty. The Part D late enrollment penalty is
an additional premium thatmust be paid for Part D coverage if at any time after your initial enrollment period
is over, there was a period of 63 days or more in a row when you didn’t have Part D or other creditable drug
coverage. Creditabledrug coverage is coverage thatmeetsMedicare’sminimumstandards since it is expected
to pay, on average, at least as much as Medicare’s standard drug coverage. The cost of the late enrollment
penalty depends on how long you went without Part D or other creditable drug coverage. You’ll have to pay
this penalty for as long as you have Part D coverage.

When you first enroll in Central Health Embrace Choice Plan (HMOC-SNP), we let you know the amount of the
penalty.

You don’t have to pay the Part D late enrollment penalty if:

You get Extra Help fromMedicare to help pay your drug costs.
You went less than 63 days in a row without creditable coverage.
You had creditable drug coverage through another source (like a former employer, union, TRICARE,
orVeteransHealthAdministration (VA). Your insurerorhumanresourcesdepartmentwill tell youeach
year if your drug coverage is creditable coverage. Youmay get this information in a letter or in a
newsletter from that plan. Keep this information because youmay need it if you join a Medicare drug
plan later.

Note: Any letter or notice must state that you had creditable prescription drug coverage that’s
expected to pay as much as Medicare’s standard drug plan pays.
Note:Prescription drug discount cards, free clinics, and drug discountwebsites aren’t creditable
prescription drug coverage.

Medicare determines the amount of the Part D late enrollment penalty. Here’s how it works:

If you went 63 days or more without Part D or other creditable prescription drug coverage after you
were first eligible to enroll in Part D, our plan will count the number of full months you didn’t have
coverage. The penalty is 1% for everymonth you didn’t have creditable coverage. For example, if you
go 14 months without coverage, the penalty percentage will be 14%.
ThenMedicaredetermines the amount of the averagemonthly planpremium forMedicaredrugplans
in the nation from the previous year (national base beneficiary premium). For 2026, this average
premium amount is $38.99.
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To calculate your monthly penalty, multiply the penalty percentage by the national base beneficiary
premium and round it to the nearest 10 cents. In the example here, it would be 14% times $38.99,
whichequals$5.46.This rounds to$5.40.Thisamountwouldbeadded to themonthlyplanpremium
for someone with a Part D late enrollment penalty.

Three important things to know about the monthly Part D late enrollment penalty:

Thepenaltymaychangeeachyearbecause thenational basebeneficiarypremiumcanchangeeach
year.
You’ll continue to pay a penalty every month for as long as you are enrolled in a plan that has
Medicare Part D drug benefits, even if you change plans.
If you’re under 65 and enrolled in Medicare, the Part D late enrollment penalty will reset when you
turn 65. After age 65, your Part D late enrollment penalty will be based only on themonths you don’t
have coverage after your initial enrollment period for aging into Medicare.

If youdisagreeaboutyourPartD lateenrollmentpenalty, youoryour representativecanask fora review.
Generally, youmust ask for this reviewwithin 60 days from the date on the first letter you get stating you
have to pay a late enrollment penalty. However, if you were paying a penalty before you joined our plan, you
may not have another chance to ask for a review of that late enrollment penalty.

Section 4.4 Income Related Monthly Adjustment Amount

Somemembersmayberequiredtopayanextracharge,knownasthePartD IncomeRelatedMonthlyAdjustment
Amount (IRMAA). The extra charge is calculated using your modified adjusted gross income as reported on
your IRS tax return from2years ago. If this amount is aboveacertainamount, you’ll pay the standardpremium
amount and the additional IRMAA. For more information on the extra amount youmay have to pay based on
your income, visit www.Medicare.gov/health-drug-plans/part-d/basics/costs.

If you have to pay an extra IRMAA, Social Security, not your Medicare plan, will send you a letter telling you
what thatextraamountwill be.Theextraamountwill bewithheld fromyourSocialSecurity,RailroadRetirement
Board, or Office of Personnel Management benefit check, no matter how you usually pay our plan premium,
unless your monthly benefit isn’t enough to cover the extra amount owed. If your benefit check isn’t enough
to cover the extra amount, you’ll get a bill fromMedicare.Youmustpay theextra IRMAA to thegovernment.
It can’t be paidwith yourmonthly plan premium. If you don’t pay the extra IRMAA, you’ll be disenrolled
from our plan and lose prescription drug coverage.

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

Section 4.5 Medicare Prescription Payment Plan Amount

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

Chapter 2, Section7 tellsmoreabout theMedicarePrescriptionPaymentPlan. If youdisagreewith theamount
billed as part of this payment option, you can follow the steps in Chapter 9 to make a complaint or appeal.
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Section 5 More information about your monthly plan premium

Section 5.1 How to pay your Part D late enrollment penalty

There are three ways you can pay the penalty. Youmay inform us of your payment option choice or change
your existing payment option by contacting Member Services.

Option 1: Pay by check

Wewill send you amonthly bill for your Part D late enrollment penalty. Make your payment payable to Central
Health Medicare Plan and not CMS or HHS. Please see your bill for themailing address and other information.
Include yourmember ID number on your check ormoney order. All paymentsmust be received by the 15th of
eachmonth. If you need your monthly bill replaced, please call Member Services. (You can find our phone
number on the back cover of this booklet).

Option 2: Electronic Funds Transfer (EFT)

You can pay by EFT which means the late enrollment penalty will be automatically withdrawn from your
checkingor savingsaccount, directlyby theplan.On theenrollment form included in your enrollmentpackage,
please complete the bank information section to begin your EFT payments. Automatic deductions will occur
between the 23rd - 30th day of eachmonth. If you need to change your payment option or have any questions
please contact Member Services (phone numbers are on the back cover of this booklet).

Option 3: Have Part D late enrollment penalty deducted from yourmonthly Social Security check

You can have the Part D late enrollment penalty premium taken out of your monthly Social Security check.
Contact Member Services for more information on how to pay your plan premium this way. We will be happy
to help you set this up. (Phone numbers for Member Services are printed on the back cover of this booklet.)

Changing the way you pay your Part D late enrollment penalty

If you decide to change how you pay your Part D late enrollment penalty, it can take up to 3 months for your
new paymentmethod to take effect. While we process your new paymentmethod, you’re still responsible for
making sure your Part D late enrollment penalty is paid on time. To change your payment method, contact
Member Services.

If you have trouble paying your Part D late enrollment penalty

Your Part D late enrollment penalty is due in our office by the 15th of the month.

If you have trouble paying your Part D late enrollment penalty, if owed, on time, call Member Services (866)
314-2427 (TTY users call 711) to see if we can direct you to programs that will help with your costs.

Section 5.2 Ourmonthly plan premiumwon't change during the year

We’re not allowed to change our plan’s monthly plan premium amount during the year. If the monthly plan
premium changes for next year, we’ll tell you in September and the new premiumwill take effect on January
1.

However, in some cases, youmay be able to stop paying a late enrollment penalty, if owed, or need to start
paying a late enrollment penalty, if you owe one, or youmay need to start paying a late enrollment penalty.
This could happen if you become eligible for the “Extra Help” program or if you lose your eligibility for the
“Extra Help” program during the year.
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If you currently pay the Part D late enrollment penalty and become eligible for “Extra Help” during
the year, you would be able to stop paying your penalty.
If you lose "Extra Help," youmay be subject to the late enrollment penalty if you go 63 days or more
in a row without Part D or other creditable prescription drug coverage.

Find our more about Extra Help in Chapter 2, Section 7.

Section 6 Keep our planmembership record up to date

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

The doctors, hospitals, pharmacists, and other providers in our plan’s networkuse yourmembership record
to knowwhat services and drugs are covered and your cost-sharing amounts. Because of this, it’s very
important you help to keep your information up to date.

If you have any of these changes, let us know:

Changes to your name, address, or phone number
Changes in anyotherhealth coverage youhave (suchas fromyour employer, your spouseordomestic
partner’s employer, workers’ compensation, or Medicaid)
Any liability claims, such as claims from an automobile accident
If you’re admitted to a nursing home
If you get care in an out-of-area or out-of-network hospital or emergency room
If your designated responsible party (such as a caregiver) changes
If you participate in a clinical research study, (Note: You’re not required to tell our plan about clinical
research studies you intend to participate in, but we encourage you to do so.)

If any of this information changes, let us know by calling Member Services (866) 314-2427 (TTY users call 711).

It’s also important to contact Social Security if youmove or change your mailing address. Call Social Security
at 1-800-772-1213 (TTY users call 1-800-325-0778).

Section 7 How other insurance works with our plan

Medicare requires us to collect information about any other medical or drug coverage you have so we can
coordinate any other coverage with your benefits under our plan. This is called Coordination of Benefits.

Once a year, we’ll send you a letter that lists any other medical or drug coverage we know about. Read over
this information carefully. If it’s correct, you don’t need to do anything. If the information isn’t correct, or if
you have other coverage that’s not listed, call Member Services (866) 314-2427 (TTY users call 711). Youmay
need to give our planmember ID number to your other insurers (once you confirm their identity) so your bills
are paid correctly and on time.

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

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

If you’re under 65 and disabled and you (or your family member) are still working, your group
health plan pays first if the employer has 100 or more employees or at least one employer in a
multiple employer plan has more than 100 employees.
If you’re over 65 and you (or your spouse or domestic partner) are still working, your grouphealth
plan pays first if the employer has 20 or more employees or at least one employer in a multiple
employer plan has more than 20 employees.

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

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

No-fault insurance (including automobile insurance)
Liability (including automobile insurance)
Black lung benefits
Workers’ compensation

Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after Medicare, employer
group health plans, and/or Medigap have paid.
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CHAPTER 2:
Phone numbers and resources
Section 1 Central Health Embrace Choice Plan (HMO C-SNP) contacts

For help with claims, billing, or member card questions, call or write to Central Health Embrace Choice Plan
(HMO C-SNP) Member Services (866) 314-2427 (TTY users call 711). We’ll be happy to help you.

Member Services – Contact Information

(866) 314-2427Call

Calls to this number are free. Hours areOctober 1 –March 31, 8 a.m. to 8 p.m. local
time, 7days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8p.m.
local time.

Member Services (866) 314-2427 (TTY users call 711) also has free language
interpreter services for non-English speakers.

711TTY

Calls to this number are free. Hours areOctober 1 –March 31, 8 a.m. to 8 p.m. local
time, 7days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8p.m.
local time.

(310) 507-6186Fax

Molina Healthcare
Attn: Medicare Member Services
200 Oceangate Ste. 100
Long Beach, CA 90802

Write

www.centralhealthplan.comWebsite

How to ask for a coverage decision or appeal about your medical care

A coverage decision is a decision wemake about your benefits and coverage or about the amount we’ll pay
for yourmedical servicesorPartDdrugs. Anappeal is a formalwayof askingus to reviewandchangeacoverage
decision. For more information on how to ask for coverage decisions or appeals about your medical care or
Part D drugs, go to Chapter 9.

Coverage Decisions and Appeals for Medical Care or Part D drugs – Contact Information

(866) 314-2427Call

Calls to this number are free. Hours areOctober 1 –March 31, 8 a.m. to 8 p.m. local
time, 7days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8p.m.
local time.

711TTY
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Coverage Decisions and Appeals for Medical Care or Part D drugs – Contact Information

Calls to this number are free. Hours areOctober 1 –March 31, 8 a.m. to 8 p.m. local
time, 7days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8p.m.
local time.

(310) 507-6186 for Medical Claim Coverage Decisions and AppealsFax

For Medical Claim Coverage Decisions:Write

Molina Healthcare
Attn: Medicare Member Services
200 Oceangate Ste. 100
Long Beach, CA 90802

For Medical Claim Appeals:

Molina Healthcare
ATTN: Appeals & Grievances
PO Box 22816
Long Beach, CA 90801-9977

For Prescription Drug Admin and Clinical Appeals:

Molina Healthcare
ATTN: Pharmacy Department
7050 Union Park Center, Suite 600
Midvale, UT 84047

www.centralhealthplan.comWebsite

How tomake a complaint about your medical care

You canmake a complaint about us or one of our network providers or pharmacies, including a complaint
about the quality of your care. This type of complaint doesn’t involve coverage or payment disputes. Formore
information on how tomake a complaint about your medical care, go to Chapter 9.

Complaints about Medical Care – Contact Information

(866) 314-2427Call

Calls to this number are free. Hours areOctober 1 –March 31, 8 a.m. to 8 p.m. local
time, 7days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8p.m.
local time.

711TTY

Calls to this number are free. Hours areOctober 1 –March 31, 8 a.m. to 8 p.m. local
time, 7days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8p.m.
local time.

(310) 507-6186 for Medical Claim ComplaintsFax

For Medical Claim Complaints:Write

Molina Healthcare
ATTN: Appeals & Grievances
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Complaints about Medical Care – Contact Information

PO Box 22816
Long Beach, CA 90801-9977

Prescription Drug Complaints:

Molina Healthcare
ATTN: Pharmacy Department
7050 Union Park Center, Suite 600
Midvale, UT 84047

To submit a complaint about Central Health Embrace Choice Plan (HMO C-SNP)
directly to Medicare, go to www.Medicare.gov/my/medicare-complaint.

Medicare website

How to ask us to pay our share of the cost for medical care or a drug you got

If you got a bill or paid for services (like a provider bill) you think we should pay for, youmay need to ask us
for reimbursement or to pay the provider bill. Go to Chapter 7 for more information.

If you send us a payment request and we deny any part of your request, you can appeal our decision. Go to
Chapter 9 for more information.

Payment Requests – Contact Information

(866) 314-2427 (for information on where to submit your written request for
payment)

Call

Hours are October 1 – March 31, 8 a.m. to 8 p.m. local time, 7 days a week. From
April 1 – September 30, Monday – Friday, 8 a.m. to 8 p.m. local time.

Calls to this number are free.

711TTY

Calls to this number are free. Hours areOctober 1 –March 31, 8 a.m. to 8 p.m. local
time, 7days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8p.m.
local time.

(310) 507-6186Fax

Medical Claims:
Central Health Medicare Plan
Attn: Medicare Member Services
200 Oceangate Ste. 100
Long Beach, CA 90802

Write

Prescription Drug Claims:

Molina Healthcare
ATTN: Pharmacy Department
7050 Union Park Center, Suite 600
Midvale, UT 84047

www.centralhealthplan.comWebsite
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Section 2 Get help fromMedicare

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

The federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services (CMS). This agency
contracts with Medicare Advantage organizations including our plan.

Medicare – Contact Information

1-800-MEDICARE (1-800-633-4227)Call

Calls to this number are free.

24 hours a day, 7 days a week.

1-877-486-2048TTY

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

Calls to this number are free.

Chat live at
www.Medicare.gov/talk-to-someone

Chat Live

.

Write to Medicare at PO Box 1270, Lawrence, KS 66044Write

www.Medicare.govWebsite

Get information about the Medicare health and drug plans in your area,
including what they cost and what services they provide.
Find Medicare-participating doctors or other health care providers and
suppliers.
FindoutwhatMedicare covers, includingpreventive services (like screenings,
shots or vaccines, and yearly “Wellness” visits).
Get Medicare appeals information and forms.
Get information about the quality of care provided by plans, nursing homes,
hospitals, doctors, home health agencies, dialysis facilities, hospice centers,
inpatient rehabilitation facilities, and long-term care hospitals.
Look up helpful websites and phone numbers.

You can also visit Medicare.gov to tell Medicare about any complaints you have
about Central Health Embrace Choice Plan (HMO C-SNP).

To submit a complaint to Medicare, go to www.Medicare.gov/my/medicare-
complaint.Medicare takes your complaints seriously andwill use this information
to help improve the quality of the Medicare program.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 17
Chapter 2: Phone numbers and resources



Section 3 State Health Insurance Assistance Program (SHIP)

The State Health Insurance Assistance Program (SHIP) is a government programwith trained counselors in
every state that offers free help, information, and answers to your Medicare questions. In California, the SHIP
is called Legal Services of Northern CA, Inc. (Placer, Sacramento, San Joaquin and Yolo Counties), Sourcewise
Community Resource Solutions (Santa Clara County), Senior Advocacy Services (Solano County), Stanislaus
County Department of Aging and Veterans Services (Stanislaus County).

LegalServicesofNorthernCA, Inc. (Placer,Sacramento,SanJoaquinandYoloCounties),SourcewiseCommunity
Resource Solutions (Santa Clara County), Senior Advocacy Services (Solano County), Stanislaus County
DepartmentofAgingandVeteransServices (StanislausCounty) isan independent stateprogram(notconnected
with any insurance company or health plan) that gets money from the federal government to give free local
health insurance counseling to people with Medicare.

LegalServicesofNorthernCA, Inc. (Placer,Sacramento,SanJoaquinandYoloCounties),SourcewiseCommunity
Resource Solutions (Santa Clara County), Senior Advocacy Services (Solano County), Stanislaus County
Department of Aging and Veterans Services (Stanislaus County) counselors can help you understand your
Medicare rights, help youmakecomplaints about yourmedical careor treatment, and straightenoutproblems
with your Medicare bills. Legal Services of Northern CA, Inc. (Placer, Sacramento, San Joaquin and Yolo
Counties), SourcewiseCommunityResourceSolutions (SantaClaraCounty), SeniorAdvocacyServices (Solano
County), Stanislaus County Department of Aging and Veterans Services (Stanislaus County) counselors can
also help you with Medicare questions or problems, help you understand your Medicare plan choices and
answer questions about switching plans.

Legal Services of Northern CA, Inc. (Placer, Sacramento, San Joaquin and Yolo Counties), Sourcewise
Community Resource Solutions (Santa Clara County), Senior Advocacy Services (Solano County),
Stanislaus County Department of Aging and Veterans Services (Stanislaus County) (California SHIP) –
Contact Information

Placer, Sacramento, San Joaquin and Yolo Counties:
(916) 376-8915
Santa Clara County:
(408) 350-3200
Solano County:
(707) 526-4108
Stanislaus County:
(209) 558-8698

Call

711TTY

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

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 18
Chapter 2: Phone numbers and resources



Legal Services of Northern CA, Inc. (Placer, Sacramento, San Joaquin and Yolo Counties), Sourcewise
Community Resource Solutions (Santa Clara County), Senior Advocacy Services (Solano County),
Stanislaus County Department of Aging and Veterans Services (Stanislaus County) (California SHIP) –
Contact Information

Placer, Sacramento, San Joaquin and Yolo Counties:
Legal Services of Northern CA, Inc.
505 12th St, Sacramento, CA 95814
Santa Clara County:
Sourcewise Community Resource Solutions
3100 De La Cruz Boulevard, Suite 310
Santa Clara, CA 95054
Solano County:
Senior Advocacy Services
1129 Industrial Avenue, Suite 201
Petaluma, CA 94954
Stanislaus County:
Stanislaus County Dept. Aging and Veteran Services
3500 Coffee Road, Suite 19
Modesto, CA 95355

Write

https://www.aging.ca.gov/hicapWebsite

Section 4 Quality Improvement Organization (QIO)

AdesignatedQuality ImprovementOrganization (QIO) servespeoplewithMedicare ineachstate. ForCalifornia,
the Quality Improvement Organization is called Livanta.

Livanta has a group of doctors and other health care professionals paid by Medicare to check on and help
improve thequalityof care forpeoplewithMedicare. Livanta is an independentorganization. It’s not connected
with our plan.

Contact Livanta in any of these situations:

You have a complaint about the quality of care you got. Examples of quality-of-care concerns include
getting the wrongmedication, unnecessary tests or procedures, or a misdiagnosis.
You think coverage for your hospital stay is ending too soon.
You thinkcoverage foryourhomehealthcare, skillednursing facility care,orComprehensiveOutpatient
Rehabilitation Facility (CORF) services is ending too soon.

Livanta (California’s Quality Improvement Organization) – Contact Information

(877) 588-1123 Monday-Friday: 9:00 a.m. - 5:00 p.m. (local time)
Saturday-Sunday: 11:00 a.m. - 3:00 p.m. (local time)
24 hour voicemail service is available

Call

Dial 711 (855) 887-6668TTY

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

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 19
Chapter 2: Phone numbers and resources



Livanta (California’s Quality Improvement Organization) – Contact Information

Livanta LLC
BFCC-QIO
10820 Guilford Road, Suite 202
Annapolis Junction, MD 20701-1105

Write

https://www.livantaqio.cms.gov/Website

Section 5 Social Security

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

If you move or change your mailing address, contact Social Security to let them know.

Social Security – Contact Information

1-800-772-1213Call

Calls to this number are free.

Available 8 am to 7 pm, Monday through Friday.

Use Social Security’s automated telephone services to get recorded information
and conduct some business 24 hours a day.

1-800-325-0778TTY

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

Calls to this number are free.

Available 8 am to 7 pm, Monday through Friday.

www.SSA.govWebsite

Section 6 Medicaid

Medicaid is a joint federal and state governmentprogram that helpswithmedical costs for certainpeoplewith
limited incomes and resources. Some people with Medicare are also eligible for Medicaid. Medicaid offers
programs to help people with Medicare pay their Medicare costs, such as their Medicare premiums. These
Medicare Savings Programs include:

Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B premiums, and other
cost sharing (likedeductibles, coinsurance, andcopayments). (SomepeoplewithQMBarealsoeligible
for full Medicaid benefits (QMB+).)
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Specified Low-IncomeMedicare Beneficiary (SLMB): Helps pay Part B premiums. (Some people
with SLMB are also eligible for full Medicaid benefits (SLMB+).)
Qualifying Individual (QI): Helps pay Part B premiums.
Qualified Disabled &Working Individuals (QDWI): Helps pay Part A premiums.

To find out more about Medicaid and Medicare Savings Programs, contact Medi-Cal.

Medi-Cal (California’s Medicaid program) – Contact Information

(916) 449-5000 Monday through Friday, 8am to 5pm; except holidaysCall

711TTY

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

Medi-Cal Managed Care
P.O. Box 997413, MS 4400
Sacramento, CA 95899-7413

Write

https://www.dhcs.ca.gov/Pages/default.aspxWebsite

Section 7 Programs to help people pay for prescription drugs

The Medicare website (www.Medicare.gov/basics/costs/help/drug-costs) has information on ways to lower
your prescription drug costs. The programs below can help people with limited incomes.

Extra Help fromMedicare

Medicare and Social Security have a program called Extra Help that can help pay drug costs for people with
limited income and resources. If you qualify, you get help paying for your Medicare drug plan’s monthly plan
premium, yearly deductible, and copayments. Extra Help also counts toward your out-of-pocket costs.

If you automatically qualify for Extra Help, Medicare will mail you a purple letter to let you know if you don’t
automatically qualify, you can apply anytime. To see if you qualify for getting Extra Help:

Visit https://secure.ssa.gov/i1020/start to apply online
Call Social Security at 1-800-772-1213. TTY users call 1-800-325-0778.

When you apply for Extra Help, you can also start the application process for a Medicare Savings Program
(MSP). These state programs provide help with other Medicare costs. Social Security will send information to
your state to initiate an MSP application, unless you tell them not to on the Extra Help application.

If you qualify for Extra Help and you think that you’re paying an incorrect amount for your prescription at a
pharmacy, our planhas aprocess to help you get evidence of the right copayment amount. If you alreadyhave
evidence of the right amount, we can help you share this evidence with us.

TheBestAvailableEvidence (BAE) locatedon thewebathttps://www.cms.gov/medicare/enrollment-renewal/
part-d-prescribers/best-available-evidence-bae. BAE is used to determine a member’s Low Income Subsidy.
Our Member Services department and Pharmacy department identify cases where the BAE policy applies.
MembersmaysendBAEdocumentation toestablisheligibility to theMemberServicesaddress listed inChapter
2.
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CallMemberServices if youbelieve youhavequalified for ExtraHelp.Weaccept the following formsof evidence
of proof of eligibility for a lower co-payment:

A copy of your Medicaid card that includes your name and eligibility date during a month after June
of the previous calendar year
A copy of a state document that confirms active Medicaid status during a month after June of the
previous calendar year
A printout from the State electronic enrollment file showing Medicaid status during a month after
June of the previous calendar year
A screen print from the State’s Medicaid systems showing Medicaid status during amonth after June
of the previous calendar year
Other documentation provided by the State showing Medicaid status during a month after June of
the previous calendar year
A copy of a Social Security Administration award letter
For a person that is institutionalized, we will accept:

A remittance from the facility showing Medicaid payment for a full calendar month for that
individual during a month after June of the previous calendar year
A copy of a state document showing Medicaid paid the facility
A screen print fromMedicaid showing that Medicaid made payment to a facility

Whenweget the evidence showing the right copayment level, we’ll update our system so you canpay
the right amount when you get your next prescription. If you overpay your copayment, we’ll pay you
back, either by check or a future copayment credit. If the pharmacy didn’t collect your copayment
and you owe themadebt, wemaymake the payment directly to the pharmacy. If a state paid on your
behalf, we maymake the payment directly to the state. Call Member Services (866) 314-2427 (TTY
users call 711) if you have questions.

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

TheAIDSDrugAssistanceProgram(ADAP)helpspeople livingwithHIV/AIDSaccess life-savingHIVmedications.
Medicare Part D drugs that are also on the ADAP formulary qualify for prescription cost-sharing help through
the Office of AIDS.

Note: To be eligible for the ADAP in your state, people must meet certain criteria, including proof of state
residence and HIV status, low income (as defined by the state) and uninsured/under-insured status. If you
change plans, notify your local ADAP enrollment worker so you can continue to get help. For information on
eligibility criteria, covered drugs, or how to enroll in the program, call Office of AIDS (916) 449-5900.

Medicare Prescription Payment Plan

The Medicare Prescription Payment Plan is a payment option that works with your current drug coverage to
helpyoumanageyourout-of-pocket costs fordrugscoveredbyourplanbyspreading themacross thecalendar
year (January – December). Anyone with a Medicare drug plan or Medicare health plan with drug coverage
(likeaMedicareAdvantageplanwithdrugcoverage) canuse thispaymentoption.Thispaymentoptionmight
help youmanage your expenses, but it doesn’t save youmoney or lower your drug costs. If you’re
participating in the Medicare Prescription Payment Plan and stay in the same Part D plan, your
participationwill beautomatically renewedfor2026.To learnmoreabout thispaymentoption, callMember
Services at (866) 314-2427 (TTY users call 711) or visit www.Medicare.gov.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 22
Chapter 2: Phone numbers and resources



Medicare Prescription Payment Plan – Contact Information

(866) 314-2427Call

Calls to this number are free. Hours areOctober 1 –March 31, 8 a.m. to 8 p.m. local
time, 7days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8p.m.
local time.

Member Services (866) 314-2427 (TTY users call 711) also has free language
interpreter services for non-English speakers.

711TTY

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

Calls to this number are free. Hours areOctober 1 –March 31, 8 a.m. to 8 p.m. local
time, 7days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8p.m.
local time.

(310) 507-6186Fax

Molina Healthcare
Attn: Medicare Member Services
200 Oceangate Ste. 100
Long Beach, CA 90802

Write

www.centralhealthplan.comWebsite

Section 8 Railroad retirement board (RRB)

The Railroad Retirement Board is an independent federal agency that administers comprehensive benefit
programs for the nation’s railroad workers and their families. If you get your Medicare through the Railroad
RetirementBoard, let themknow if youmoveorchangeyourmailingaddress. Forquestionsaboutyourbenefits
from the Railroad Retirement Board, contact the agency.

Railroad Retirement Board (RRB) – Contact Information

1-877-772-5772Call

Calls to this number are free.

Press “0” to speak with an RRB representative from 9 am to 3:30 pm, Monday,
Tuesday, Thursday, and Friday, and from 9 am to 12 pm onWednesday.

Press “1” to access the automated RRBHelpLine and get recorded information 24
hours a day, including weekends and holidays.

1-312-751-4701TTY

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

Calls to this number aren’t free.
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Railroad Retirement Board (RRB) – Contact Information

https://RRB.govWebsite

Section 9 If you have group insurance or other health insurance from an employer

If you (or your spouse or domestic partner) get benefits from your (or your spouse or domestic partner’s)
employer or retiree group as part of this plan, call the employer/union benefits administrator or Member
Services (866) 314-2427 (TTY users call 711) with any questions. You can ask about your (or your spouse or
domestic partner’s) employer or retiree health benefits, premiums, or the enrollment period. You can call
1-800-MEDICARE (1-800-633-4227) with questions about your Medicare coverage under this plan. TTY users
call 1-877-486-2048.

If youhaveotherdrugcoverage throughyour (or your spouseordomesticpartner’s) employeror retireegroup,
contact that group’s benefits administrator. The benefits administrator can help you understand how your
current drug coverage will work with our plan.
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CHAPTER 3:
Using our plan for your medical services
Section 1 How to get medical care as amember of our plan

This chapterexplainswhatyouneed toknowaboutusingourplan togetyourmedical carecovered. Fordetails
on what medical care our plan covers and howmuch you pay when you get care, go to the Medical Benefits
Chart in Chapter 4.

Section 1.1 Network providers and covered services

Providers are doctors and other health care professionals licensed by the state to provide medical
services and care. The term “providers” also includes hospitals and other health care facilities.
Network providers are the doctors and other health care professionals, medical groups, hospitals,
and other health care facilities that have an agreement with us to accept our payment and your
cost-sharing amount as payment in full. We arranged for these providers to deliver covered services
tomembers in our plan. The providers in our network bill us directly for care they give you. When you
see a network provider, you pay only your share of the cost for their services.
Covered services include all the medical care, health care services, supplies equipment, and
prescription drugs that are covered by our plan. Your covered services for medical care are listed in
the Medical Benefits Chart in Chapter 4. Your covered services for prescription drugs are discussed in
Chapter 5.

Section 1.2 Basic rules for your medical care to be covered by our plan

As a Medicare health plan, Central Health Embrace Choice Plan (HMO C-SNP) must cover all services covered
by Original Medicare and follow Original Medicare’s coverage rules.

Central Health Embrace Choice Plan (HMO C-SNP) will generally cover your medical care as long as:

The care you get is included in our plan’s Medical Benefits Chart in Chapter 4.
The care you get is consideredmedically necessary. Medically necessary means that the services,
supplies, equipment, or drugs are needed for the prevention, diagnosis, or treatment of yourmedical
condition andmeet accepted standards of medical practice.
You have a network primary care provider (a PCP) providing and overseeing your care. As a
member of our plan, youmust choose a network PCP (go to Section 2.1 for more information).

In most situations, your network PCPmust give you approval in advance (a referral) before you
can use other providers in our plan’s network, such as specialists, hospitals, skilled nursing
facilities, or home health care agencies. For more information, go to Section 2.3.
You don’t need referrals from your PCP for emergency care or urgently needed services. To learn
about other kinds of care you can get without getting approval in advance from your PCP, go to
Section 2.2).
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Youmust get your care froma network provider (go to Section 2). Inmost cases, care you get from
an out-of-network provider (a provider who’s not part of our plan’s network) won’t be covered. This
means you have to pay the provider in full for services you get. Here are 3 exceptions:

Our plan covers emergency care or urgently needed services you get from an out-of-network
provider. For more information, and to see what emergency or urgently needed services are, go
to Section 3.
If you needmedical care that Medicare requires our plan to cover but there are no specialists in
our network that provide this care, you can get this care from an out-of-network provider at the
same cost sharing you normally pay in-network. Authorization should be gotten fromour plan or
your PCP prior to seeking care. In this situation, you pay the same as you’d pay if you got the care
fromanetworkprovider. For informationabout gettingapproval to seeanout-of-networkdoctor,
go to Section 2.4.
Ourplancovers kidneydialysis services youget at aMedicare-certifieddialysis facilitywhenyou’re
temporarily outside our plan’s service area or when your provider for this service is temporarily
unavailable or inaccessible. The cost sharing you pay our plan for dialysis can never be higher
than thecost sharing inOriginalMedicare. If you’reoutsideourplan’s serviceareaandgetdialysis
from a provider that’s outside our plan’s network, your cost sharing can’t be higher than the cost
sharing youpay in-network. However, if your usual in-network provider for dialysis is temporarily
unavailable and you choose to get services inside our service area from a provider outside our
plan’s network, your cost sharing for the dialysis may be higher.

Section 2 Use providers in our plan’s network to get medical care

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

What is a “PCP” andwhat does the PCP do for you?

What is a PCP?

When you join the plan, youmust choose a contracted plan provider for your Primary Care Provider (PCP).
Your PCP is a physicianwhomeets state requirements and is trained to give youbasicmedical care. Since your
PCP will provide and coordinate your medical care, you should have all of your past medical records sent to
your PCP’s office.

What types of providers may act as a PCP?
Many of our PCPs are internal medicine doctors, family practitioners, and general practitioners.
Sometimes youmay use a plan specialist for your PCP (i.e. cardiologist). You should call Member
Services to find out if a plan specialist is contracted to be a PCP.

What is the role of my PCP? Your PCP will provide most of your care, including routine and basic
care, and will help you arrange or coordinate the rest of the covered services you get as amember of
our plan. For example, in order for you to see a specialist, you usually need to get your PCP’s approval
first (this is called getting a “referral” to a specialist). This includes coordinating:

X-rays
Laboratory tests
Therapies
Care from doctors who are specialists
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Hospital admissions and
Follow up care

What is the role of the PCP in coordinating covered services?
Once your PCPdetermines youneed care froma specialist, your PCPwill coordinate a referral for you.
Coordinating your services includes checking or consultingwith other plan providers about your care
and your progress. Some referrals do not require prior approval from your plan. Your PCP has a list of
the specialists and providers you can use without obtaining prior approval. We call this a “Direct
Referral”.

What is the role of the PCP inmaking decisions about or obtaining prior authorization, if
applicable?
If a specialist is needed, but is not includedon theDirect Referral list, youwill needprior authorization
from your plan. Your PCP is responsible for asking for the prior authorization. Section 2.3 below
describes in more detail the process for obtaining prior authorization for care.

How to choose a PCP?
Whenyoubecomeamemberofourplan, youmust chooseaplanprovider tobeyourPCP.OurProvider
Directory provides a list of doctors that are PCPs or youmay call Member Services for assistance.

How to change your PCP

You can change your PCP for any reason, at any time. It’s also possible that your PCPmight leave our plan’s
network of providers, and you’d need to choose a new PCP.

Youmay change your PCP by visiting our website at www.centralhealthplan.com to find a new PCP and then
by calling the Member Services number on the back of your ID card to request the change in PCP. (Phone
numbers for Member Services are also printed on the back cover of this booklet.) Your new PCP assignment
will take effect the first day of the followingmonth. The sameapplies if youwish to change your IPA ormedical
group.

Changing your PCPmay result in being limited to specific specialists and/or hospitals towhich that PCP refers
(i.e., sub-network, specialists, labs, radiology, etc.)

Section 2.2 Medical care you can get without a PCP referral

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

Routinewomen’s health care, includingbreast exams, screeningmammograms (x-rays of thebreast),
Pap tests, and pelvic exams as long as you get them from a network provider
Flu shots, COVID-19 vaccines, Hepatitis B vaccines, and pneumonia vaccines as long as you get them
from a network provider
Emergency services from network providers or from out-of-network providers
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Urgently needed plan-covered services are services that require immediate medical attention (but
not an emergency) if you’re either temporarily outside our plan’s service area, or if it’s unreasonable
given your time, place, and circumstances to get this service from network providers. Examples of
urgently needed services are unforeseenmedical illnesses and injuries, or unexpected flare-ups of
existingconditions.Medicallynecessary routineprovidervisits (likeannual checkups)aren’t considered
urgently needed even if you’re outside our plan’s service area or our plan network is temporarily
unavailable.
Kidney dialysis services that you get at a Medicare-certified dialysis facility when you’re temporarily
outside our plan’s service area. If possible, call Member Services at (866) 314-2427 (TTY users call 711)
before you leave the service area so we can help arrange for you to have maintenance dialysis while
you’re away.
Annual physical exam from an in-network provider.

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

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

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

Some referrals to specialists and other providers may not require prior approval. If so, your PCP has a list of
providers you can be referred to directly. Before using these providers, please talk to your PCP first.

If a specialist or other plan provider is not included on this list, prior authorizationmust be obtained, both for
initial consultation and for follow-up visits. It is very important to get a referral (approval in advance) from
your PCP before you see a plan specialist or certain other providers. If you don’t have a referral (approval in
advance) before you get services from a specialist, you may have to pay for these services yourself. Refer to
Chapter 4, Section 2.1 for information about which services require prior authorization.

If your PCP is part of a medical group or Independent Provider Association (IPA) youmay be required to use
providers or specialists associated with the group or IPA. If there are specific specialists you want to see, find
out whether your PCP sends patients to these specialists. Each plan PCP has certain plan specialists they use
for referrals. Thismeans that thePCPyou selectmaydetermine the specialists youmay see. Youmaygenerally
change your PCP at any time if you want to see a plan specialist that your current PCP cannot refer you to. If
there are specific hospitals you want to use, youmust first find out whether your PCP or the doctors you will
be seeing use those hospitals.

When a specialist or another network provider leaves our plan

Wemaymake changes to the hospitals, doctors, and specialists (providers) in our plan’s network during the
year. If your doctor or specialist leaves our plan, you have these rights and protections:

Even though our network of providers may change during the year, Medicare requires that you have
uninterrupted access to qualified doctors and specialists.
We’ll notify you that your provider is leaving our plan so that you have time to choose a newprovider.

If your primary care or behavioral health provider leaves our plan, we’ll notify you if you visited
that provider within the past 3 years.
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If any of your other providers leave our plan, we’ll notify you if you’re assigned to the provider,
currently get care from them, or visited themwithin the past 3 months.

We’ll help you choose a new qualified in-network provider for continued care.
If you’re undergoingmedical treatment or therapies with your current provider, you have the right to
ask to continue getting medically necessary treatment or therapies. We’ll work with you so you can
continue to get care.
We’ll give you informationaboutavailableenrollmentperiodsandoptions youmayhave for changing
plans.
When an in-network provider or benefit is unavailable or inadequate to meet your medical needs,
we’ll arrange foranymedicallynecessary coveredbenefit outsideofourprovidernetworkat innetwork
cost sharing.
If you find out your doctor or specialist is leaving our plan, contact us so we can help you choose a
new provider to manage your care.
If you believe we haven’t furnished youwith a qualified provider to replace your previous provider or
that your care isn’t being appropriatelymanaged, you have the right to file quality-of-care complaint
to the QIO, a quality-of-care grievance to our plan, or both (go to Chapter 9).

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

Any out-of-network care that is not considered an emergency or out-of-area urgent care will not be covered
without a prior authorization. To obtain prior authorization, you or your doctormay contact Member services
for assistance. The plan also covers kidney dialysis services that you get at aMedicare-certified dialysis facility
when you are temporarily outside the plan’s service area.

If you needmedical care that Medicare requires our plan to cover and the providers in our network cannot
provide this care, we will authorize the appropriate out-of-network provider. You will pay the same as you
would pay if you got the care from a network provider.

Section 3 How to get services in an emergency, disaster, or urgent need for care

Section 3.1 Get care if you have amedical emergency

Amedical emergency is when you, or any other prudent laypersonwith an average knowledge of health and
medicine, believe that you havemedical symptoms that require immediatemedical attention to prevent loss
of life (and, if you’re a pregnant woman, loss of an unborn child), loss of a limb or function of a limb, or loss of
or serious impairment to a bodily function. Themedical symptomsmay be an illness, injury, severe pain, or a
medical condition that’s quickly getting worse.

If you have a medical emergency:

Get help as quickly as possible. Call 911 for help or go to the nearest emergency room or hospital.
Call for an ambulance if you need it. You don’t need to get approval or a referral first from your PCP.
You don’t need to use a network doctor. You can get covered emergencymedical care whenever you
need it, anywhere in the world.
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As soon as possible, make sure our plan has been told about your emergency.We need to follow
up on your emergency care. You or someone else should call to tell us about your emergency care,
usually within 48 hours. (866) 314-2427, Hours are October 1 – March 31, 8 a.m. to 8 p.m. local time, 7
days a week. From April 1 – September 30, Monday – Friday, 8 a.m. to 8 p.m. local time..

Covered services in amedical emergency

Ourplan covers ambulance services in situationswhere getting to the emergency room inanyotherway could
endanger your health. We also cover medical services during the emergency.

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

Youarecovered foremergencycare,urgentlyneededservices,andemergencytransportationservicesworldwide
up to $50,000. For more information, see the medical benefits chart in Chapter 4 of this booklet.

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

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

What if it wasn’t a medical emergency?

Sometimes it canbehard toknow if youhaveamedical emergency. Forexample, youmightgo in for emergency
care—thinking that yourhealth is in seriousdanger—and thedoctormaysay that itwasn’t amedical emergency
after all. If it turnsout that itwasn’t anemergency, as longas you reasonably thought yourhealthwas in serious
danger, we’ll cover your care.

However, after thedoctor says itwasn’t anemergency,we’ll cover additional careonly if youget theadditional
care in one of these 2 ways:

You go to a network provider to get the additional care, or
The additional care you get is considered urgently needed services and you follow the rules below for
getting this urgent care.

Section 3.2 Get care when you have an urgent need for services

A service that requires immediate medical attention (but isn’t an emergency) is an urgently needed service if
you’re either temporarily outside our plan’s service area, or if it’s unreasonable given your time, place, and
circumstances toget this service fromnetworkproviders. Examplesofurgentlyneededservicesareunforeseen
medical illnesses and injuries, or unexpected flare-ups of existing conditions. However, medically necessary
routine provider visits such as annual checkups, aren’t considered urgently needed even if you’re outside the
service area or our plan network is temporarily unavailable.

For assistance in locating thenearestnetworkUrgentCareCenter, visit ourwebsiteor contactMemberServices
using the number on the back of your ID card. (Phone numbers for Member Services are also printed on the
back cover of this booklet.)

Our plan coversworldwide emergency and urgent care services outside theUnited States under the following
circumstances: You havemedical symptoms that require immediate medical attention to prevent loss of life,
loss of a limb, or loss of function of a limb. The medical symptomsmay be an illness, injury, severe pain, or a
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medical condition that is quickly getting worse. You will be responsible to pay for the services upfront. You
must submit a reimbursement request. For more information on how to submit a reimbursement request,
please see Chapter 7.

Section 3.3 Get care during a disaster

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

Visit the following website: www.centralhealthplan.com for information on how to get needed care during a
disaster.

If you can’t use a network provider during a disaster, our plan will allow you to get care from out-of-network
providers at in-network cost sharing. If you can’t use a network pharmacy during a disaster, youmay be able
to fill your prescriptions at an out-of-network pharmacy. Go to Chapter 5, Section 2.4.

Section 4 What if you’re billed directly for the full cost of covered services?

If you paid more than our plan cost sharing for covered services, or if you get a bill for the full cost of covered
medical services, youcanaskus topayour shareof the cost of covered services.Go toChapter 7 for information
about what to do.

Section 4.1 If services aren't covered by our plan, youmust pay the full cost

Central Health Embrace Choice Plan (HMO C-SNP) covers all medically necessary services as listed in the
Medical Benefits Chart in Chapter 4. If you get services that aren’t covered by our plan or you get services
out-of-network without authorization, you’re responsible for paying the full cost of services.

For covered services that have a benefit limitation, you also pay the full cost of any services you get after you
use up your benefit for that type of covered service. The cost of non-covered services or services that exceed
a benefit limitation do not count toward the out-of-pocket maximum for your plan.

Section 5 Medical services in a clinical research study

Section 5.1 What is a clinical research study

Aclinical research study (also calleda clinical trial) is away thatdoctors andscientists test new typesofmedical
care, likehowwell anewcancerdrugworks. Certain clinical research studiesareapprovedbyMedicare. Clinical
research studies approved byMedicare typically ask for volunteers to participate in the study. When you’re in
a clinical research study, you can stay enrolled in our plan and continue to get the rest of your care (care that’s
not related to the study) through our plan.

If you participate in a Medicare-approved study, Original Medicare paysmost of the costs for covered
servicesyougetaspartof thestudy. If you tell us that you’re inaqualifiedclinical trial, you’reonly responsible
for the in-network cost sharing for the services in that trial. If you paidmore—for example, if you already paid
the Original Medicare cost-sharing amount—we’ll reimburse the difference between what you paid and the
in-network cost sharing. You’ll need to provide documentation to show us howmuch you paid.
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If you want to participate in any Medicare-approved clinical research study, you don’t need to tell us or get
approval from us. The providers that deliver your care as part of the clinical research study don’t need to be
part of our plan’s network (This doesn’t apply to covered benefits that require a clinical trial or registry to
assess the benefit, including certain benefits requiring coverage with evidence development (NCDs-CED) and
investigational device exemption (IDE) studies. These benefits may also be subject to prior authorization and
other plan rules.)

While you don’t need our plan’s permission to be in a clinical research study, we encourage you to notify us
in advance when you choose to participate in Medicare-qualified clinical trials.

If you participate in a study not approved by Medicare, you’ll be responsible for paying all costs for your
participation in the study.

Section 5.2 Who pays for services in a clinical research study

Once you join a Medicare-approved clinical research study, Original Medicare covers the routine items and
services you get as part of the study, including:

Room and board for a hospital stay that Medicare would pay for even if you weren’t in a study.
An operation or other medical procedure if it’s part of the research study.
Treatment of side effects and complications of the new care.

After Medicare pays its share of the cost for these services, our plan will pay the difference between the cost
sharing in Original Medicare and your in-network cost sharing as amember of our plan. Thismeans you’ll pay
the same amount for services you get as part of the study as youwould if you got these services fromour plan.
However, youmust submitdocumentation showinghowmuchcost sharing youpaid.Go toChapter 7 formore
information on submitting requests for payments.

Example of cost sharing in a clinical trial: Let’s say you have a lab test that costs $100 as part of the research
study. Your share of the costs for this test is $20 under Original Medicare, but the test would be $10 under
ourplan. In this case,OriginalMedicarewouldpay$80 for the test, andyouwouldpay the$20copay required
under Original Medicare. Youwould notify our plan that you got a qualified clinical trial service and submit
documentation, (like a provider bill) to our plan. Our planwould thendirectly pay you $10. Thismakes your
net payment for the test $10, the same amount you’d pay under our plan’s benefits.

When you’re in a clinical research study, neither Medicare nor our plan will pay for any of the following:

Generally, Medicare won’t pay for the new item or service the study is testing unless Medicare would
cover the item or service even if you weren’t in a study.
Items or services provided only to collect data and not used in your direct health care. For example,
Medicare won’t pay for monthly CT scans done as part of a study if your medical condition would
normally require only one CT scan.
Items and services provided by the research sponsors free of charge for people in the trial.

Getmore information about joining a clinical research study

Getmore information about joining a clinical research study in theMedicare publicationMedicare and Clinical
Research Studies, available at www.Medicare.gov/sites/default/files/2019-09/02226-medicare-and-clinical-
research-studies.pdf. You can also call 1-800-MEDICARE (1-800-633-4227) TTY users call 1-877-486-2048.
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Section 6 Rules for getting care in a religious non-medical health care institution

Section 6.1 A religious non-medical health care institution

A religiousnon-medicalhealthcare institution isa facility thatprovidescare foracondition thatwouldordinarily
be treated in a hospital or skilled nursing facility. If getting care in a hospital or a skilled nursing facility is
against amember’s religiousbeliefs,we’ll insteadcover care in a religiousnon-medical health care institution.
This benefit is provided only for Part A inpatient services (non-medical health care services).

Section 6.2 How to get care from a religious non-medical health care institution

To get care from a religious non-medical health care institution, youmust sign a legal document that says
you’re conscientiously opposed to getting medical treatment that is non-excepted.

Non-exceptedmedical care or treatment is any medical care or treatment that’s voluntary and not
required by any federal, state, or local law.
Exceptedmedical treatment is medical care or treatment you get that’s not voluntary or is required
under federal, state, or local law.

To be covered by our plan, the care you get from a religious non-medical health care institution must meet
the following conditions:

The facility providing the care must be certified by Medicare.
Our plan only covers non-religious aspects of care.
If you get services from this institution provided to you in a facility, the following conditions apply:

Youmust have a medical condition that would allow you to get covered services for inpatient
hospital care or skilled nursing facility care.
– and – youmust get approval in advance from our plan before you’re admitted to the facility, or
your stay won’t be covered.

The same coverage rules for Medicare Inpatient Hospital limits apply to religious non-medical health care
institutions. Please refer to the Medical Benefits Chart in Chapter 4 of this booklet.

Section 7 Rules for ownership of durable medical equipment

Section 7.1 You won't own some durable medical equipment after making a certain number of
payments under our plan

Durablemedical equipment (DME) includes items like oxygen equipment and supplies, wheelchairs, walkers,
poweredmattresssystems,crutches,diabeticsupplies, speechgeneratingdevices, IV infusionpumps,nebulizers,
and hospital beds ordered by a provider for members to use in the home. The member always owns some
DME items, like prosthetics. Other types of DME youmust rent.

In Original Medicare, people who rent certain types of DME own the equipment after paying copayments for
the item for 13 months. As amember of Central Health Embrace Choice Plan (HMO C-SNP), you usually
won’t get ownership of rentedDME itemsnomatter howmany copayments youmake for the itemwhile
amember of our plan. Youwon't get ownership even if youmade up to 12 consecutive payments for the DME
item under Original Medicare before you joined our plan. Under some limited circumstances, we’ll transfer
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ownership of the DME item to you. Call Member Services at (866) 314-2427 (TTY users call 711) for more
information.

Whathappens topayments youmade fordurablemedical equipment if you switch toOriginalMedicare?

If youdidn’t get ownershipof theDME itemwhile inourplan, you’ll have tomake13newconsecutivepayments
after you switch toOriginal Medicare to own theDME item. The payments youmadewhile enrolled in our plan
don’t count towards these 13 payments.

Example 1: Youmade 12 or fewer consecutive payments for the item in Original Medicare and then joined our
plan. The payments youmade in Original Medicare don’t count. You’ll have to make 13 payments to our plan
before owning the item.

Example 2: Youmade 12 or fewer consecutive payments for the item in Original Medicare and then joined our
plan. You didn’t get ownership of the itemwhile in our plan. You then goback toOriginalMedicare. You’ll have
tomake 13 consecutive new payments to own the item once you rejoin Original Medicare. Any payments you
already made (whether to our plan or to Original Medicare) don’t count.

Section 7.2 Rules for oxygen equipment, supplies, andmaintenance

If you qualify for Medicare oxygen equipment coverage Central Health Embrace Choice Plan (HMOC-SNP)will
cover:

Rental of oxygen equipment
Delivery of oxygen and oxygen contents
Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents
Maintenance and repairs of oxygen equipment

If you leaveCentralHealthEmbraceChoicePlan (HMOC-SNP)orno longermedically requireoxygenequipment,
then the oxygen equipment must be returned.

What happens if you leave our plan and return to Original Medicare?

Original Medicare requires an oxygen supplier to provide you services for 5 years. During the first 36 months,
you rent the equipment. For the remaining 24months, the supplier provides the equipment andmaintenance
(you’re still responsible for the copayment for oxygen). After 5 years, you can choose to stay with the same
company or go to another company. At this point, the 5-year cycle starts over again, even if you stay with the
same company, and you’re again required to pay copayments for the first 36 months. If you join or leave our
plan, the 5-year cycle starts over.
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CHAPTER 4:
Medical Benefits Chart (what's covered andwhat
you pay)
Section 1 Understanding your out-of-pocket costs for covered services

The Medical Benefits Chart lists your covered services and shows howmuch you pay for each covered service
as a member of Central Health Embrace Choice Plan (HMO C-SNP). This section also gives information about
medical services that aren't covered and explains limits on certain services.

Section 1.1 Out-of-pocket costs youmay pay for covered services

Types of out-of-pocket costs youmay pay for covered services include:

Deductible: the amount youmust pay for medical services before our plan begins to pay its share.
(Section 1.2 tells youmore about our deductibles for certain categories of services.)
Copayment: the fixedamountyoupayeachtimeyougetcertainmedical services. Youpayacopayment
at the time you get the medical service. (The Medical Benefits Chart tells youmore about your
copayments.)
Coinsurance: thepercentageyoupayof the total costof certainmedical services. Youpayacoinsurance
at the time you get the medical service. (The Medical Benefits Chart tells youmore about your
coinsurance.)

Most people who qualify for Medicaid or for the Qualified Medicare Beneficiary (QMB) program don't pay
deductibles, copayments, or coinsurance. If you're in one of these programs, be sure to show your proof of
Medicaid or QMB eligibility to your provider.

Section 1.2 Our plan deductible has deductible for certain types of services

We have a deductible for certain types of services.

The benefits chart in Section 2 shows the service category deductibles.

Section 1.3 What's themost you'll pay for Medicare Part A and Part B coveredmedical services?

MedicareAdvantagePlanshave limitson the totalamountyouhave topayoutofpocketeachyear for in-network
medical services covered under Medicare Part A and Part B. This limit is called the maximum out-of-pocket
(MOOP) amount for medical services. For calendar year 2026 theMOOP amount is $9,250.

The amounts you pay for deductibles, copayments and coinsurance for in-network covered services count
toward this maximum out-of-pocket amount. The amounts you pay for Part D drugs don't count toward your
maximum out-of-pocket amount. In addition, amounts you pay for some services don't count toward your
maximum out-of-pocket amount. These services are marked with an asterisk in the Medical Benefits Chart. If
you reach the maximum out-of-pocket amount of $9,250, you won't have to pay any out-of-pocket costs for
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the rest of the year for in-network covered Part A and Part B services. However, youmust continue to pay the
Medicare Part B premium (unless your Part B premium is paid for you by Medicaid or another third party).

Section 1.4 Providers aren't allowed to balance bill you

As amember of Central Health Embrace Choice Plan (HMOC-SNP), you have an important protection because
you only have to pay your cost-sharing amountwhen you get services covered by our plan. Providers can't bill
you for additional separate charges, calledbalancebilling.Thisprotectionapplies even ifwepay theprovider
less than the provider charges for a service, and even if there's a dispute and we don’t pay certain provider
charges.

Here's how protection from balance billing works:

If your cost sharing is a copayment (a set amount of dollars, for example, $15.00), you pay only that
amount for any covered services from a network provider.
If your cost sharing is a coinsurance (a percentage of the total charges), you never paymore than that
percentage. However, your cost depends on which type of provider you see:

If yougetcoveredservices fromanetworkprovider, youpay thecoinsurancepercentagemultiplied
by our plan’s reimbursement rate (this is set in the contract between the provider and our plan).
If you get covered services from an out-of-network provider who participates with Medicare, you
pay the coinsurance percentage multiplied by the Medicare payment rate for participating
providers. (Ourplan covers services fromout-of-networkprovidersonly in certain situations, such
as when you get a referral or for emergencies or urgently needed services.)
If youget coveredservices fromanout-of-networkproviderwhodoesn'tparticipatewithMedicare,
youpay thecoinsurancepercentagemultipliedby theMedicarepayment rate fornon-participating
providers. (Ourplan covers services fromout-of-networkprovidersonly in certain situations, such
as when you get a referral, or for emergencies or outside the service area.)

If you think a provider has balance billed you, call Member Services at (866) 314-2427 (TTY users call
711).

Section 2 The Medical Benefits Chart shows yourmedical benefits and costs

The Medical Benefits Chart on the next pages lists the services Central Health Embrace Choice Plan (HMO
C-SNP) covers and what you pay out of pocket for each service (Part D drug coverage is in Chapter 5). The
services listed in the Medical Benefits Chart are covered only when these are met:

Your Medicare-covered services must be provided according to the Medicare coverage guidlines.
Your services (including medical care, services, supplies, equipment, and Part B drugs)must be
medically necessary. Medically necessary means that the services, supplies, or drugs are needed for
the prevention, diagnosis, or treatment of your medical condition andmeet accepted standards of
medical practice.
For new enrollees, your MA coordinated care planmust provide aminimum90-day transition period,
duringwhich time thenewMAplancan't requireprior authorization for anyactive courseof treatment,
even if the course of treatment was for a service that commenced with an out-of-network provider.
Youget your care fromanetworkprovider. Inmost cases, careyouget fromanout-of-networkprovider
won't be covered, unless it's emergency or urgent care or unless our plan or a network provider gave
you a referral. This means you pay the provider in full for out-of-network services you get.
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You have a primary care provider (a PCP) providing and overseeing your care. Inmost situations, your
PCPmust give you approval in advance (a referral) before you can see other providers in our plan's
network.
Some services listed in the Medical Benefits Chart are covered only if your doctor or other network
provider gets approval from us in advance (sometimes called prior authorization). Covered services
that need approval in advance are marked in the Medical Benefits Chart in italics.
If your coordinated care plan provides approval of a prior authorization request for a course of
treatment, the approval must be valid for as long as medically reasonable and necessary to avoid
disruptions in care in accordance with applicable coverage criteria, your medical history, and the
treating provider’s recommendation.

Other important things to know about our coverage:

Like all Medicare health plans, we cover everything that Original Medicare covers. For some of these
benefits, you paymore in our plan than you would in Original Medicare. For others, you pay less. (To
learnmoreabout thecoverageandcostsofOriginalMedicare,go toyourMedicare&You2026handbook.
View it online atwww.Medicare.gov or ask for a copyby calling 1-800-MEDICARE (1-800-633-4227) TTY
users call 1-877-486-2048.)
For preventive services covered at no cost under Original Medicare, we also cover those services at
no cost to you. However, if you're also treated or monitored for an existing medical condition during
the visit when you receive the preventive service, a copayment will apply for the care you got for the
existing medical condition.
If Medicare adds coverage for any new services during 2026, either Medicare or our plan will cover
those services.

If you're within our plan’s -month period of deemed continued eligibility, we'll continue to provide
all plan-covered benefits, and your cost-sharing amounts don't change during this period.

Important Benefit Information for Enrollees with Chronic Conditions

If you're diagnosed with any of the chronic condition(s) listed below andmeet certain criteria, you
may be eligible for special supplemental benefits for the chronically ill.

Autoimmune disorders
Cancer
Cardiovascular disorders (limited to cardiac arrhythmias, coronary artery disease, peripheral
vascular disease and chronic venous thromboembolic disorder)
Chronic alcohol use disorder and other substance use disorders (SUDs)
Chronic and disabling mental health conditions
Chronic conditions that impair vision, hearing (deafness), taste, touch, and smell
Chronic gastrointestinal disease
Chronic heart failure
Chronic kidney disease (CKD)
Chronic lung disorders
Conditions associated with cognitive impairment
Conditions that require continued therapy services in order for individuals to maintain or retain
functioning
Conditions with functional challenges
Dementia
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Diabetes mellitus
HIV/AIDS
Immunodeficiency and Immunosuppressive disorders
Neurologic disorders
Overweight, obesity, andmetabolic syndrome
Post-organ transplantation
Severe hematologic disorders
Stroke

We will determine your eligibility based upon:
A confirmation of your qualifying diagnosis from your healthcare provider(s)

Prior authorization may be required
Your eligibilitywill be evaluated each year to ensure you still qualify for special supplemental benefits
for the chronically ill.
For more detail, go to the Special Supplemental Benefits for the Chronically Ill row in the Medical
Benefits Chart below.
Contact us to find out exactly which benefits youmay be eligible for.

This apple shows preventive services in the Medical Benefits Chart.

Medical Benefits Chart

What you payCovered Service

Abdominal aortic aneurysm screening

There is no coinsurance,
copayment, or deductible for

Aone-timescreeningultrasound forpeopleat risk.Ourplanonly covers
this screening if you have certain risk factors and if you get a referral for

memberseligible for thispreventive
screening.

it fromyourphysician, physicianassistant, nursepractitioner, or clinical
nurse specialist

Prior Authorizationmaybe required.

Referral may be required.

Acupuncture for chronic low back pain

You pay a $0 copay for
Medicare-covered acupuncture, or

Covered services include:

Up to12visits in 90daysare coveredunder the followingcircumstances:

For the purpose of this benefit, chronic low back pain is defined as:
the applicable professional
cost-sharing if you receive services
from a primary care physician or
specialist.

Lasting 12 weeks or longer;
nonspecific, in that it has no identifiable systemic cause (i.e., not
associatedwithmetastatic, inflammatory, infectiousdisease, etc.); See “Physician/Practitioner

Services, Including Doctor’s Office
Visits” for details.

not associated with surgery; and
not associated with pregnancy.

Prior Authorizationmaybe required.
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Acupuncture for chronic low back pain

An additional 8 sessions will be covered for patients demonstrating an
improvement. Nomore than 20 acupuncture treatments may be
administered annually.

Referral may be required.

Treatment must be discontinued if the patient is not improving or is
regressing.

Provider Requirements:

Physicians (as defined in 1861(r)(1) of the Social Security Act (the Act))
may furnish acupuncture in accordance with applicable state
requirements.

Physician assistants (PAs), nurse practitioners (NPs)/clinical nurse
specialists (CNSs) (as identified in 1861(aa) (5) of the Act), and auxiliary
personnel may furnish acupuncture if they meet all applicable state
requirements and have:

a masters or doctoral level degree in acupuncture or Oriental
Medicine from a school accredited by the Accreditation
Commission on Acupuncture and Oriental Medicine (ACAOM);
and,
a current, full, active, and unrestricted license to practice
acupuncture inaState,Territory,orCommonwealth (i.e.,Puerto
Rico) of the United States, or District of Columbia.

Auxiliary personnel furnishing acupuncture must be under the
appropriate level of supervision of a physician, PA, or NP/CNS required
by our regulations at 42 CFR §§ 410.26 and 410.27.

Acupuncture - Routine*

You pay a $0 copayUp to 30 routine acupuncture visits per year.

Prior Authorizationmaybe required.These 30 visits are combined with routine chiropractic visits.

Referral may be required.

Ambulance services

You pay 20% coinsurance per trip
for ground ambulance services.

Covered ambulance services, whether for an emergency or
non-emergency situation, include fixed wing, rotary wing, and ground
ambulanceservices, to thenearest appropriate facility that canprovide Prior Authorizationmaybe required.
care only if they're furnished to a member whose medical condition is

You pay 20% coinsurance per trip
for air ambulance services.

such that other means of transportation could endanger the person’s
health or if authorized by our plan.

Prior Authorizationmaybe required.If the covered ambulance services aren't for an emergency situation, it
should be documented that themember’s condition is such that other
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Ambulance services

means of transportation could endanger the person’s health and that
transportation by ambulance is medically required.

Worldwide Emergency Transportation Coverage*

You pay a $110 copay per trip for
worldwide emergency
transportation services.

Coverage is provided for emergency transportation services received
worldwide. (Worldwide refers to emergency care received outside of
the United States and its territories). Emergency transportation must
be provided by a licensed emergency transportation vehicle. There is a $50,000 per year annual

maximum for worldwide services,If you have an emergency outside of the U.S. and its territories, youwill
be responsible forpaying theservices renderedupfront. Youmustsubmit including worldwide emergency
a discharge summary or equivalent medical documentation and proof services, worldwide urgently
of payment in English and U.S. dollars for reimbursement from Central needed services, and worldwide
Health Embrace Choice Plan (HMO C-SNP). We will review the emergency transportation services

combined.documentation for medical necessity and appropriateness before
reimbursement ismade.Wemaynot reimburseyou for all outofpocket
expenses.

If clinical notes are not in English, you will need to provide a certified
translation. If payment invoice isnot inU.S.dollars, reimbursementwill
becalculatedusing theexchange rateat the time thecheck isprocessed.
Payments are tendered in U.S. dollars only. Monetary exchange rate
fees, translations costs, postage, return travel to theU.S., andothernon
medical fees are not reimbursable.

Annual routine physical exam*

You pay a $0 copayAnnual Routine Physical Exam includes comprehensive physical
examination and evaluation of status of chronic diseases. It does not
include lab tests, radiological diagnostic tests or non-radiological
diagnostic tests or diagnostic tests. Additional cost sharemay apply to
any lab or diagnostic testing performed during your visit, as described
for each separate service in thisMedical Benefits Chart. Annual Routine
Physical Exam is limited to one each year.

Annual wellness visit

There is no coinsurance,
copayment, or deductible for the
annual wellness visit.

If you’ve had Part B for longer than 12 months, you can get an annual
wellnessvisit todeveloporupdateapersonalizedpreventionplanbased
on your current health and risk factors. This is covered once every 12
months. Prior Authorizationmaybe required.
Note: Your first annual wellness visit can’t take placewithin 12months
of yourWelcome to Medicare preventive visit. However, you don’t need

Referral may be required.
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Annual wellness visit

to have had aWelcome to Medicare visit to be covered for annual
wellness visits after you’ve had Part B for 12 months.

Bonemassmeasurement

There is no coinsurance,
copayment, or deductible for

For qualifiedpeople (generally, thismeanspeople at risk of losingbone
massor at riskof osteoporosis), the following services are coveredevery

Medicare-covered bonemass
measurement.

24 months or more frequently if medically necessary: procedures to
identify bonemass, detect bone loss, or determine bone quality,
including a physician’s interpretation of the results. Prior Authorizationmaybe required.

Referral may be required.

Breast cancer screening (mammograms)

There is no coinsurance,
copayment, or deductible for
covered screening mammograms.

Covered services include:

One baseline mammogram between the ages of 35 and 39
One screening mammogram every 12 months for women aged 40
and older Prior Authorizationmaybe required.
Clinical breast exams once every 24 months Referral may be required.

Cardiac rehabilitation services

You pay a $30 copay per visit for
cardiac rehabilitation.

Comprehensiveprogramsof cardiac rehabilitation services that include
exercise, education, andcounselingare covered formemberswhomeet
certain conditions with a doctor’s order. Prior Authorizationmaybe required.
Our plan also covers intensive cardiac rehabilitation programs that are
typically more rigorous or more intense than cardiac rehabilitation
programs.

Referral may be required.

You pay a $40 copay per visit for
intensive cardiac rehabilitation.

Prior Authorizationmaybe required.

Referral may be required.

Cardiovascular disease risk reduction visit (therapy for
cardiovascular disease)

There is no coinsurance,
copayment, or deductible for the

We cover one visit per year with your primary care doctor to help lower
your risk for cardiovascular disease. During this visit, your doctor may

intensive behavioral therapydiscussaspirinuse (if appropriate), checkyourbloodpressure, andgive
you tips to make sure you’re eating healthy.
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Cardiovascular disease risk reduction visit (therapy for
cardiovascular disease)

cardiovascular disease preventive
benefit.

Prior Authorizationmaybe required.

Referral may be required.

Cardiovascular disease screening tests

There is no coinsurance,
copayment, or deductible for

Blood tests for thedetectionof cardiovasculardisease (or abnormalities
associated with an elevated risk of cardiovascular disease) once every
5 years (60 months). cardiovascular disease testing that

is covered once every 5 years.

Prior Authorizationmaybe required.

Referral may be required.

Cervical and vaginal cancer screening

There is no coinsurance,
copayment, or deductible for

Covered services include:

For all women: Pap tests and pelvic exams are covered once every
24 months Medicare-covered preventive Pap

and pelvic exams.If you're at high risk of cervical or vaginal cancer or you're of
childbearing age and have had an abnormal Pap test within the
past 3 years: one Pap test every 12 months

Prior Authorizationmaybe required.

Referral may be required.

Chiropractic services

You pay a $0 copay per visit.Covered services include:

Prior Authorizationmaybe required.We cover only manual manipulation of the spine to correct
subluxation Referral may be required.

Chiropractic Services - Routine Care*

You pay a $0 copayUp to 30 routine chiropractic visits per year.

Prior Authorizationmaybe required.These 30 visits are combined with routine acupuncture visits.

Referral may be required.
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Chronic painmanagement and treatment services

Cost sharing for this servicewill vary
depending on individual services

Coveredmonthly services forpeople livingwith chronicpain (persistent
or recurring pain lasting longer than 3months). Services may include

provided under the course of
treatment.

pain assessment,medicationmanagement, and care coordination and
planning.

Please refer to the rows thatoutline
the individual services for cost share
information.

Colorectal cancer screening

There is no coinsurance,
copayment, or deductible for a

The following screening tests are covered:

Colonoscopyhas nominimumormaximumage limitation and
is covered once every 120months (10 years) for patients not at
high risk, or 48months after a previous flexible sigmoidoscopy
for patients who aren't at high risk for colorectal cancer, and
once every 24 months for high-risk patients after a previous
screening colonoscopy.

Medicare-coveredcolorectal cancer
screeningexam. If yourdoctor finds
and removesapolyporother tissue
during the colonoscopy or flexible
sigmoidoscopy, thescreeningexam
becomesadiagnosticexamandyou
pay a $0 copay.Computed tomography colonography for patients 45 year and

olderwhoarenotathigh riskof colorectal cancerand is covered
when at least 59 months have passed following the month in
which the last screening computed tomography colonography
wasperformedor 47months havepassed following themonth
inwhich the last screening flexible sigmoidoscopyor screening
colonoscopy was performed. For patients at high risk for
colorectal cancer, payment may bemade for a screening
computed tomography colonography performed after at least
23 months have passed following the month in which the last
screening computed tomography colonography or the last
screening colonoscopy was performed.

Prior Authorizationmaybe required.

Referral may be required.

Flexible sigmoidoscopy for patients 45 years and older. Once
every 120months for patients not at high risk after the patient
received a screening colonoscopy. Once every 48 months for
high-risk patients from the last flexible sigmoidoscopy or
computed tomography colonography.
Screening fecal-occult blood tests for patients 45 years and
older. Once every 12 months.
Multitarget stool DNA for patients 45 to 85 years of age and not
meeting high-risk criteria. Once every 3 years.
Blood-basedBiomarker Tests for patients 45 to 85 years of age
and not meeting high-risk criteria. Once every 3 years.
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Colorectal cancer screening

Colorectal cancer screening tests includea follow-onscreening
colonoscopyafteraMedicarecoverednon-invasivestool-based
colorectal cancer screening test returns a positive result.
Colorectal cancer screening tests include a planned screening
flexible sigmoidoscopyor screeningcolonoscopy that involves
the removal of tissue or other matter, or other procedure
furnished in connection with, as a result of, and in the same
clinical encounter as the screening test.

Dental services

You pay a $0 copay for
Medicare-covered dental services.

In general, preventive dental services (such as cleaning, routine dental
exams, anddental x-rays) aren't coveredbyOriginalMedicare.However,
Medicarepays fordental services ina limitednumberof circumstances, Prior Authorizationmaybe required.
specifically when that service is an integral part of specific treatment
of a person's primary medical condition. Examples include
reconstruction of the jaw after a fracture or injury, tooth extractions
done in preparation for radiation treatment for cancer involving the
jaw, or oral examsprior to organ transplantation. In addition,we cover:

Preventive Dental*

You pay a $0 copay.Oral Exam

You pay a $0 copay.Dental X-Rays

You pay a $0 copay.Other Diagnostic Dental Services

You pay a $0 copay.Prophylaxis (Cleaning)

You pay a $0 copay.Fluoride Treatment

You pay a $0 copay.Other Preventive Dental Services

Comprehensive Dental Services*

You pay a $0 copay.Restorative Services

You pay a $0 copay.Endodontics

You pay a $0 copay.Periodontics

You pay a $0 copay.Prosthodontics, removable

You pay a $0 copay.Maxillofacial Prosthetics

You pay a $0 copay.Implant Services

You pay a $0 copay.Prosthodontics, fixed

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 44
Chapter 4: Medical Benefits Chart (what's covered andwhat you pay)



What you payCovered Service

Dental services

You pay a $0 copay.Oral and Maxillofacial Surgery

You pay a $0 copay.Orthodontics

You pay a $0 copay.Adjunctive General Services

Prior Authorizationmay be requiredThere is a $1,600 maximum plan benefit limit for preventive and
comprehensive dental services.

Benefitsmay be subject to exclusions and limitations per the ADA code
guidelines.

See your dental Evidence of Coverage for more detailed benefit
information.

Depression screening

There is no coinsurance,
copayment, or deductible for an
annual depression screening visit.

We cover one screening for depression per year. The screeningmust be
done in a primary care setting that can provide follow-up treatment
and/or referrals

Prior Authorizationmaybe required.

Referral may be required.

Diabetes screening

There is no coinsurance,
copayment, or deductible for the

We cover this screening (includes fasting glucose tests) if you have any
of these risk factors: high blood pressure (hypertension), history of

Medicare-covered diabetes
screening tests.

abnormal cholesterol and triglyceride levels (dyslipidemia), obesity, or
a history of highblood sugar (glucose). Testsmay alsobe covered if you
meet other requirements, like being overweight and having a family
history of diabetes.

Prior Authorizationmaybe required.

Referral may be required.
Youmay be eligible for up to 2 diabetes screenings every 12 months
following the date of your most recent diabetes screening test.

Diabetes self-management training, diabetic services, and
supplies

Forallpeoplewhohavediabetes (insulinandnon-insulinusers).Covered
services include:

You pay a $0 copaySupplies tomonitoryourbloodglucose:bloodglucosemonitor,
blood glucose test strips, lancet devices and lancets, and
glucose-control solutions for checking the accuracy of test
strips andmonitors.

Prior Authorizationmaybe required.
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Diabetes self-management training, diabetic services, and
supplies

You pay a $0 copayForpeoplewithdiabeteswhohaveseverediabetic footdisease:
onepairper calendaryearof therapeutic custom-moldedshoes
(including inserts provided with such shoes) and 2 additional
pairs of inserts, or onepair of depth shoes and3pairs of inserts
(not including thenon customized removable inserts provided
with such shoes). Coverage includes fitting.

Prior Authorizationmaybe required.

You pay a $0 copayDiabetes self-management training is covered under certain
conditions. Prior Authorizationmaybe required.
Certain diabetic supplies, including blood glucose testing
products, are limited to specific brands andmanufacturers.
The preferred diabetic products are Trividia Health brands
(TrueMetrix). The most recent list of these diabetic supplies is
available on our website.

We cover diabetic supplies from a
preferred manufacturer without a
Prior Authorization

Referral may be required.

Durable medical equipment (DME) and related supplies

You pay 20% coinsurance.(For a definition of durable medical equipment, go to Chapter 12 and
Chapter 3. Your cost sharing for Medicare

oxygenequipmentcoverage is20%,
every month.

Covered items include, but are not limited to: wheelchairs, crutches,
poweredmattress systems, diabetic supplies, hospital bedsorderedby
a provider for use in the home, IV infusion pumps, speech generating
devices, oxygen equipment, nebulizers, and walkers.

Your cost sharing will not change
after being enrolled for 36 months.

We cover all medically necessary DME covered by Original Medicare. If
our supplier in your area does not carry a particular brand or

Prior Authorizationmaybe required.

manufacturer, youmayask them if they can special order it for you. The
most recent list of suppliers is available on our website at www.
centralhealthplan.com.

Emergency care

You pay a $115 copay per visit for
all emergency services.

Emergency care refers to services that are:

Furnished by a provider qualified to furnish emergency services,
and Copayment is waived if you are

admitted toahospitalwithin3days.Needed to evaluate or stabilize an emergency medical condition.
If you receive emergency care at an
out-of-network hospital and need

Amedical emergency iswhen you, or any other prudent laypersonwith
an average knowledge of health andmedicine, believe that you have

inpatient careafter youremergencymedical symptoms that require immediatemedical attention toprevent
condition is stabilized, youmustloss of life, (and, if you're a pregnant woman, loss of an unborn child),
return toanetworkhospital inorderloss of a limb, or loss of function of a limb. Themedical symptomsmay
for your care to continue to be
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Emergency care

covered OR youmust have your
inpatient careat theout-of-network

be an illness, injury, severe pain, or a medical condition that's quickly
getting worse.

hospital authorizedby theplanandCost sharing for necessary emergency services you get out-of-network
is the same as when you get these services in-network. your cost is the cost sharing you

would pay at a network hospital.
Worldwide Emergency Coverage*

Theplancoversemergencycarereceivedworldwide(Worldwide includes
emergencycare receivedoutsideof theUnitesStatesand its’ territories).

You pay a $110 copay per visit for
worldwide emergency services.

You will be responsible to pay for
the services upfront and then
submit a reimbursement request.

Services are covered worldwide under the same conditions of medical
necessity and appropriateness that would have applied if the same
services were provided within the United States and it's territories.

There is a $50,000 per year annual
maximum for worldwide services,

If you have an emergency outside of the U.S. and its territories, youwill
be responsible forpaying theservices renderedupfront. Youmustsubmit

including worldwide emergencya discharge summary or equivalent medical documentation and proof
services, worldwide urgentlyof payment in English and U.S. dollars for reimbursement from Central
needed services, and worldwideHealth Embrace Choice Plan (HMO C-SNP) We will review the
emergency transportation services
combined.

documentation for medical necessity and appropriateness before
reimbursement ismade.Wemaynot reimburseyou for all outofpocket
expenses.

If clinical notes are not in English, you will need to provide a certified
translation. If payment invoice isnot inU.S.dollars, reimbursementwill
becalculatedusing theexchange rateat the time thecheck isprocessed.
Payments are tendered in U.S. dollars only. Monetary exchange rate
fees, translations costs, postage, return travel to the U.S., and other
non-medical fees are not reimbursable.

Health and wellness education programs

You pay a $0 copayFitness Benefit*

Always talk to your doctor before
starting or changing your exercise
routine.

You get a fitness center membership to participating fitness centers. If
you are unable to visit a fitness center or prefer to also work out from
home, youcanselect aHomeFitnesskit. Thekitwill helpyoukeepactive
in the comfort of your home. Home Fitness options include choice of
fitness tracker, strength or yoga kits.

Prior Authorizationmaybe required.

Referral may be required.
If you choose to work out at a fitness center, you can view the website
and select a participating location, or you can go directly to a
participating fitness center to get started. Participating facilities and
fitness chains may vary by location and are subject to change. Kits are
subject to change.
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Health and wellness education programs

You pay a $0 copayHealth Education*

Health Education classes are offered in-person or as virtual interactive
educational sessions with health professionals to provide health

Prior Authorizationmaybe required.

Referral may be required.
information. Health Education materials are also provided, along with
live telephonic coaching, real time interventions, feedback, and goal
setting.

Hearing services

You pay a $0 copay for each
Medicare-covered diagnostic
hearing exam.

Diagnostichearingandbalanceevaluationsperformedbyyourprovider
to determine if you needmedical treatment are covered as outpatient
carewhenyouget themformaphysician, audiologist, or otherqualified
provider. You pay a $0 copay for up to one

routine hearing exam every year.Hearing aids*

You pay $0 copay for up to one
Hearing Aid Fitting/Evaluation visit
every year.

In addition to Medicare-covered benefits, we also cover the following
supplemental benefits:

Routine hearing exams*: one exam every year.
$49 per hearing aid for the entry
model

Hearing aid fitting evaluations*: One fitting evaluation every
year
Hearing aids* up to two hearing aids every 3 years $149 copay per hearing aid for the

basic modelOur plan has contracted with approved vendors to provide your
non-Medicare-covered hearing services. Youmust obtain your hearing
aids through a plan-approved vendor.

$449 copay per hearing aid for the
primemodel

Please contact Member Services for help accessing this benefit (phone
numbers are printed on the back of this document).

$849 copay per hearing aid for the
preferred model

$1,049copayperhearingaid for the
advancedmodel

$1,549 per hearing aid for the
premiummodel

Prior Authorizationmaybe required.

HIV screening

There'snocoinsurance,copayment,
or deductible for members eligible

For people who ask for an HIV screening test or are at increased risk for
HIV infection, we cover:

forMedicare-coveredpreventiveHIV
screening.

One screening exam every 12 months

If you are pregnant, we cover:
Prior Authorizationmaybe required.
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HIV screening

Referral may be required.Up to 3 screening exams during a pregnancy

Home health agency care

You pay a $0 copay per visit.Beforeyougethomehealth services, adoctormust certify that youneed
homehealth servicesandwill orderhomehealth services tobeprovided Prior Authorizationmaybe required.
byahomehealthagency.Youmustbehomebound,whichmeans leaving
home is a major effort. Referral may be required.

Covered services include, but aren't limited to:

Part-time or intermittent skilled nursing and home health aide
services (to be covered under the home health care benefit, your
skillednursing andhomehealth aide services combinedmust total
fewer than 8 hours per day and 35 hours per week)
Physical therapy, occupational therapy, and speech therapy
Medical and social services
Medical equipment and supplies

Home infusion therapy

You pay 20% coinsurance per visit,
unless capped by Inflation
Reduction Act (IRA) rules.

Home infusion therapy involves the intravenous or subcutaneous
administration of drugs or biologicals to a person at home. The
components needed to perform home infusion include the drug (for
example,antivirals, immuneglobulin), equipment (forexample,apump),
and supplies (for example, tubing and catheters).

Prior Authorizationmaybe required.

Covered services include, but aren't limited to:

Professional services, including nursing services, furnished in
accordance with our plan of care
Patient training and education not otherwise covered under the
durable medical equipment benefit
Remote monitoring
Monitoring services for the provision of home infusion therapy and
home infusiondrugs furnishedbyaqualifiedhome infusion therapy
supplier

Hospice care

When you enroll in a
Medicare-certifiedhospiceprogram,

You're eligible for thehospicebenefitwhenyourdoctor and thehospice
medical director have given you a terminal prognosis certifying that

your hospice services and youryou’re terminally ill and have 6months or less to live if your illness runs
Part A andPart B services related toits normal course. Youcanget care fromanyMedicare-certifiedhospice
your terminalprognosis arepaid forprogram. Our plan is obligated to help you find Medicare-certified
by Original Medicare, not Centralhospice programs in our plan’s service area, including programs we
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Hospice care

own, control, or have a financial interest in. Your hospice doctor can be
a network provider or an out-of-network provider.

Health Embrace Choice Plan (HMO
C-SNP).

Covered services include: Hospice consultationsare included
as part of inpatient hospital care.Drugs for symptom control and pain relief
Physician service cost-sharing may
apply for outpatient consultations.Short-term respite care

Home care

When you're admitted to a hospice you have the right to stay in our
plan; if you stay in our plan youmust continue to pay plan premiums.

For hospice services and services covered by Medicare Part A or B
are related toyour terminalprognosis:OriginalMedicare (rather than
our plan) will pay your hospice provider for your hospice services and
any Part A and Part B services related to your terminal prognosis.While
you are in the hospice program, your hospice provider will bill Original
Medicare for the services thatOriginalMedicarepays for. You'll bebilled
Original Medicare cost sharing.

For services covered by Medicare Part A or B not related to your
terminal prognosis: If youneednon-emergency, non-urgently needed
services covered under Medicare Part A or B that aren't related to your
terminal prognosis, your cost for these services depends on whether
you use a provider in our plan’s network and follow plan rules (like if
there's a requirement to get prior authorization).

If you get the covered services from a network provider and follow
plan rules for getting service, you only pay our plan cost-sharing
amount for in-network services
If you get the covered services from an out-of-network provider,
you pay the cost sharing under Original Medicare

For services covered by Central Health Embrace Choice Plan (HMO
C-SNP) but not covered by Medicare Part A or B: Central Health
Embrace Choice Plan (HMOC-SNP)will continue to cover plan-covered
services that aren't covered under Part A or B whether or not they are
relatedtoyour terminalprognosis. Youpayourplancost-sharingamount
for these services.

For drugs that may be covered by the plan’s Part D benefit: If these
drugs are unrelated to your terminal hospice condition, you pay cost
sharing. If they are related to your terminal hospice condition, then you
pay Original Medicare cost sharing. Drugs are never covered by both
hospice and our plan at the same time. For more information, please
see Chapter 5, Section 9.4
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Hospice care

Note: If you need non-hospice care (care that is not related to your
terminal prognosis), you should contact us to arrange the services.

Our plan covers hospice consultation services (one time only) for a
terminally ill person who hasn’t elected the hospice benefit.

Immunizations

There is no coinsurance,
copayment, or deductible for the

Covered Medicare Part B services include:

Pneumonia vaccines
pneumonia, influenza, Hepatitis B,
and COVID-19 vaccines.Flu/influenza shots (or vaccines), once each flu/influenza season in

the fall and winter, with additional flu/influenza shots if medically
necessary Prior Authorizationmaybe required.
Hepatitis B vaccines if you're at high or intermediate risk of getting
Hepatitis B

Referral may be required.

COVID-19 vaccines
Other vaccines if you're at risk and they meet Medicare Part B
coverage rules

We also cover most other adult vaccines under our Part D prescription
drug benefit. Go to Chapter 6, Section 8 for additional information.

In-homemeal program (for members post-discharge or
homebound)*

You pay a $0 copayThis benefit is meant to keep you healthy and strong after an Inpatient
Hospital or SkilledNursingFacility (SNF) stay, or for amedical condition Prior Authorizationmaybe required.
or potential medical condition that requires you to remain at home for
a period of time. Your Case Manager or your doctor will decide if you
are in need of this benefit. Your doctor can request this benefit for you
if you have certain chronic conditions.

This benefit provides 2 meals a day for 14 days with a total of 28 meals
delivered.Meal typeswill be based on any dietary needs youmay have.
Youmay also qualify for an additional 28 meals over 14 days with
approval. Planmaximumcoverageof 4weeks, andup to56meals every
calendar year applies.

Your Case Manager will order your meals for you and they will be
delivered to yourhome.The first deliveryusually arriveswithin 72hours
(3 business days) of order processing. Youwill be contacted in advance
of the delivery date(s).
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In-homemeal program (for members with a qualifying chronic
condition)*

You pay a $0 copayToqualify for thisbenefit, youmusthaveadiagnosisofdiabetes, chronic
heart failure, cardiovascular disorders (limited to cardiac arrhythmias, Prior Authorizationmaybe required.
coronaryarterydisease,peripheral vasculardiseaseandchronic venous
thromboembolic disorder), dementia or chronic lung disorders.

You get ready-to-heat-and-eat frozenmeals delivered to your
home.
You’ll get 14 meals delivered eachmonth.
You can use this meal benefit each month for 12 months.

To get started:

Call Member Services (phone numbers are printed on the back
cover of this document).

Inpatient hospital care

$1,676 deductibleIncludes inpatient acute, inpatient rehabilitation, long-term care
hospitals, and other types of inpatient hospital services. Inpatient $0 copay
hospital care starts the day you're formally admitted to the hospital

per day for days 1–60with a doctor’s order. The day before you're discharged is your last
inpatient day. $419 copay
There is no limit to the number of additional days covered. per day for days 61–90
Covered services include but aren't limited to: You pay a $838 copay per lifetime

reserve day.Semi-private room (or a private room if medically necessary)
These are 2025 cost-sharing
amounts andmay change for 2026.

Meals including special diets
Regular nursing services

CentralHealthEmbraceChoicePlanCosts of special care units (such as intensive care or coronary care
units) (HMO C-SNP) will provide updated

rates as soon as they are released.Drugs andmedications
Prior Authorizationmaybe required.Lab tests

X-rays and other radiology services Referral may be required.
Necessary surgical andmedical supplies

Medicare hospital benefit periods
do not apply. (See definition of

Use of appliances, such as wheelchairs
Operating and recovery room costs

benefit periods in the chapter titledPhysical, occupational, and speech language therapy Definitionsof importantwords.) For
Inpatient substance abuse services inpatient hospital care, the cost

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 52
Chapter 4: Medical Benefits Chart (what's covered andwhat you pay)



What you payCovered Service

Inpatient hospital care

sharing described above applies
each time you are admitted to the

Under certain conditions, the following types of transplants are
covered: corneal, kidney, kidney-pancreatic,heart, liver, lung,heart/
lung, bonemarrow, stem cell, and intestinal/multivisceral. If you
need a transplant, we'll arrange to have your case reviewed by a
Medicare-approved transplant center that will decide whether
you're a candidate for a transplant. Transplant providers may be
local or outside of the service area. If our in-network transplant
servicesareoutside thecommunitypatternof care, youmaychoose
to go locally as long as the local transplant providers are willing to
accept theOriginalMedicare rate. If CentralHealthEmbraceChoice
Plan (HMOC-SNP)provides transplant servicesat a locationoutside
the pattern of care for transplants in your community and you
choose to get transplants at this distant location, we'll arrange or
pay for appropriate lodging and transportation costs for you and a
companion. Transportation and lodging expenses will need to be
paidupfront, andwewill reimburse reasonableexpenses. Youmust
submit receipts and proof of payment along with a request for
reimbursement. We will review the documentation before
reimbursement ismade.Wemaynot reimburseyou forall expenses.
Please see Chapter 7 formore information for submitting requests
for payments.

hospital. A transfer to a separate
facility type (such as an Inpatient
Rehabilitation Hospital or Long
Term Care Hospital) is considered
a new admission.

If you get authorized inpatient care
at an out-of-network hospital after
your emergency condition is
stabilized, your cost is the highest
cost sharing you would pay at a
network hospital.

Blood - including storageandadministration.Coveragebeginswith
the first pint of blood you need.
Physician services

Note: To be an inpatient, your provider must write an order to admit
you formally as an inpatient of the hospital. Even if you stay in the
hospital overnight, youmight still be consideredanoutpatient. If you're
not sure if you're an inpatient or an outpatient, ask the hospital staff.

Get more information in the Medicare fact sheetMedicare Hospital
Benefits. This fact sheet is available www.Medicare.gov/publications/
11435-Medicare-Hospital-Benefits.pdf or by calling 1-800-MEDICARE
(1-800-633-4227). TTY users call 1-877-486-2048.

Inpatient services in a psychiatric hospital

$1,676 deductibleCovered services include mental health care services that require a
hospital stay. $0 copay

per day for days 1–60There is a 190 day lifetime limit for stays at an inpatient psychiatric
hospital. The190-day limitdoesnotapply to inpatientmentalhealth
services provided in a psychiatric unit of a general hospital.

$419 copay
per day for days 61–90

Our plan covers 90 days for an inpatient hospital stay.
You pay a $838 copay per lifetime
reserve day.
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Inpatient services in a psychiatric hospital

These are 2025 cost-sharing
amounts andmay change for 2026.

Our plan also covers 60 "lifetime reserve days." These are "extra"
days that we cover. If your hospital stay is longer than 90 days, you
can use these extra days. However, once you have used up these
extra 60 days, your inpatient hospital coveragewill be limited to 90
days.

CentralHealthEmbraceChoicePlan
(HMO C-SNP) will provide updated
rates as soon as they are released.

Medicare hospital benefit periods
are used to determine the total
number of days covered for
inpatient mental health care that
count toward the 190-day lifetime
limit. (See definition of benefit
periods in the chapter titled
Definitions of important words.)
However, thecostsharingdescribed
above applies each time you are
admitted to thehospital, even if you
are admitted multiple times within
a benefit period.

Prior Authorizationmaybe required.

Referral may be required.

Inpatient stay: Covered services youget inahospital or SNFduring
a non-covered inpatient stay

When your stay is no longer
covered, these services will be

If you've used up your inpatient benefits or if the inpatient stay isn't
reasonable and necessary, wewon't cover your inpatient stay. In some

covered as described in the
following sections:

cases, we'll cover certain services you get while you're in the hospital
or the skilled nursing facility (SNF). Covered services include, but aren't
limited to: Please refer below to Physician/

Practitioner Services, Including
Doctor’s Office Visits.

Physician services
Diagnostic tests (like lab tests)
X-ray, radium, and isotope therapy including technician materials
and services

Please refer below to Outpatient
Diagnostic Tests and Therapeutic
Services and Supplies.Surgical dressings

Splints, casts, and other devices used to reduce fractures and
dislocations

Please refer below to Prosthetic
Devices and Related Supplies.

Prosthetics and orthotics devices (other than dental) that replace
all or part of an internal body organ (including contiguous tissue),
or all or part of the function of a permanently inoperative or
malfunctioning internal body organ, including replacement or
repairs of such devices

Please refer below to Outpatient
Rehabilitation Services.
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Inpatient stay: Covered services youget in ahospital or SNFduring
a non-covered inpatient stay

Leg, arm, back, and neck braces; trusses; and artificial legs, arms,
andeyes includingadjustments, repairs, andreplacements required
becauseofbreakage,wear, loss,orachange in thepatient’sphysical
condition
Physical therapy, speech therapy, and occupational therapy

Medical nutrition therapy

There is no coinsurance,
copayment, or deductible for

This benefit is for people with diabetes, renal (kidney) disease (but not
on dialysis), or after a kidney transplant when ordered by your doctor.

members eligible forWecover3hoursofone-on-onecounselingservicesduring the first year
yougetmedical nutrition therapy servicesunderMedicare (this includes Medicare-coveredmedicalnutrition

therapy services.ourplan, anyotherMedicareAdvantagePlan, orOriginalMedicare), and
2 hours each year after that. If your condition, treatment, or diagnosis Prior Authorizationmaybe required.
changes, youmay be able to get more hours of treatment with a Referral may be required.
physician’s order. A physicianmust prescribe these services and renew
their order yearly if your treatment is needed into the next calendar
year.

Medicare Diabetes Prevention Program (MDPP)

There is no coinsurance,
copayment, or deductible for the
MDPP benefit.

MDPP services are covered for eligible people under all Medicare
health plans.

MDPP is a structuredhealthbehavior change intervention thatprovides
practical training in long-termdietarychange, increasedphysicalactivity, Prior Authorizationmaybe required.
andproblem-solving strategies forovercomingchallenges to sustaining
weight loss and a healthy lifestyle.

Referral may be required.

Medicare Part B drugs

You pay 20% coinsurance, up to a
$35 copay (whichever is lower) for

ThesedrugsarecoveredunderPartBofOriginalMedicare.Members
of our plan receive coverage for these drugs through our plan.
Covered drugs include: a one-month supply of any Part B

insulin on our formulary.Drugs that usually aren’t self-administered by the patient and
are injectedor infusedwhile youaregettingphysician, hospital
outpatient, or ambulatory surgical center services

Youpay 20%coinsurance for Part B
chemotherapy/radiation drugs,
unlesscappedby inflationreduction
act (IRA) rules.

Insulin furnishedthroughan itemofdurablemedicalequipment
(such as a medically necessary insulin pump)
Other drugs you take using durable medical equipment (such
as nebulizers) that were authorized by the plan

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 55
Chapter 4: Medical Benefits Chart (what's covered andwhat you pay)



What you payCovered Service

Medicare Part B drugs

You pay 20% coinsurance for other
Part B drugs, unless capped by
inflation reduction act (IRA) rules.

The Alzheimer’s drug, Leqembi®, (generic name lecanemab),
which isadministered intravenously. Inaddition tomedication
costs, youmay need additional scans and tests before and/or
during treatment that could add to your overall costs. Talk to
your doctor about what scans and tests youmay need as part
of your treatment.

Your costs may be less if limited by
CMS rules.

Some drugsmay be subject to step
therapy.

Clotting factors you give yourself by injection if you have
hemophilia

Prior Authorizationmaybe required.Transplant/immunosuppressive drugs: Medicare covers
transplant drug therapy if Medicare paid for your organ
transplant. Youmust have Part A at the time of the covered
transplant, and youmust have Part B at the time you get
immunosuppressive drugs. Medicare Part D drug coverage
covers immunosuppressive drugs if Part B doesn't cover them
Injectable osteoporosis drugs, if you're homebound, have a
bone fracture that a doctor certifies was related to
post-menopausal osteoporosis, and can't self-administer the
drug
Some Antigens: Medicare covers antigens if a doctor prepares
them and a properly instructed person (who could be you, the
patient) gives them under appropriate supervision
Certain oral anti-cancer drugs: Medicare covers some oral
cancer drugs you take by mouth if the same drug is available
in injectable form or the drug is a prodrug (an oral form of a
drug that, when ingested, breaks down into the same active
ingredient found in the injectable drug) of the injectable drug.
As new oral cancer drugs become available, Part B may cover
them. If Part B doesn’t cover them, Part D does
Oral anti-nauseadrugs:Medicare coversoral anti-nauseadrugs
you use as part of an anti-cancer chemotherapeutic regimen if
they’re administered before, at, or within 48 hours of
chemotherapy or are used as a full therapeutic replacement
for an intravenous anti-nausea drug
Certain oral End-Stage Renal Disease (ESRD) drugs covered
under Medicare Part B
Calcimimetic and phosphate binder medications under the
ESRD payment system, including the intravenous medication
Parsabiv®, and the oral medication Sensipar®
Certaindrugs forhomedialysis, includingheparin, theantidote
for heparinwhenmedically necessary, and topical anesthetics
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Medicare Part B drugs

Erythropoiesis-stimulating agents: Medicare covers
erythropoietinby injection if youhaveEnd-StageRenalDisease
(ESRD) or you need this drug to treat anemia related to certain
other conditions (such as Retacrit® or Aranesp®)
Intravenous Immune Globulin for the home treatment of
primary immune deficiency diseases
Parenteral andenteral nutrition (intravenousand tube feeding)

The following link will take you to a list of Part B Drugs that may be
subject to Step Therapy: www.centralhealthplan.com

We also cover some vaccines under our Part B andmost adult vaccines
under our Part D prescription drug benefit.

Chapter 5 explains the Part D prescription drug benefit, including rules
youmust follow to have prescriptions covered. What you pay for your
Part D prescription drugs through our plan is explained in Chapter 6.

Nursing Hotline*

You pay a $0 copay24/7 Nurse Advice Line staffed by registered nurses. Nurses will triage
conditions and assist members in determining next steps for medical Prior Authorizationmaybe required.
concerns. When applicable, nurses will talk with qualified providers as
needed. Referral may be required.

Obesity screening and therapy to promote sustained weight
loss

There is no coinsurance,
copayment, or deductible for

If you have a bodymass index of 30 or more, we cover intensive
counseling to help you lose weight. This counseling is covered if you

preventive obesity screening and
therapy.

get it in a primary care setting, where it can be coordinated with your
comprehensive prevention plan. Talk to your primary care doctor or
practitioner to find out more. Prior Authorizationmaybe required.

Referral may be required.

Opioid treatment program services

You pay a $0 copay per visit.Members of our plan with opioid use disorder (OUD) can get coverage
of services to treat OUD through an Opioid Treatment Program (OTP)
which includes the following services:

Prior Authorizationmaybe required.

Referral may be required.
U.S. Food and Drug Administration (FDA)-approved opioid agonist
andantagonistmedication-assisted treatment (MAT)medications.
Dispensing and administration of MATmedications (if applicable)
Substance use disorder counseling
Individual and group therapy
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Opioid treatment program services

Toxicology testing
Intake activities
Periodic assessments

Outpatient diagnostic tests and therapeutic services and supplies

You pay a $0 copay for diagnostic
colonoscopy and 20% coinsurance

Covered services include, but aren't limited to:

X-rays
for all other diagnostic procedures
and testsRadiation (radium and isotope) therapy including technician

materials and supplies
Prior Authorizationmaybe required.Surgical supplies, such as dressings

Splints, casts, and other devices used to reduce fractures and
dislocations

Referral may be required.

You pay a $0 copay for lab services
Laboratory tests

Prior Authorizationmaybe required.Blood - including storageandadministration.Coveragebeginswith
the first pint of blood you need. Referral may be required.
Diagnostic non-laboratory tests such as CT scans, MRIs, EKGs, and
PET scans when your doctor or other health care provider orders
them to treat a medical problem.

You pay 20% coinsurance for
therapeutic radiological services

Prior Authorizationmaybe required.Other outpatient diagnostic tests
Referral may be required.

You pay a $0 copay for Ultrasound,
other general imaging, diagnostic
DEXA scans and diagnostic
mammograms.

You pay 20% coinsurance for MRI,
CT, and PET scans.

Prior Authorizationmaybe required.

Referral may be required.

Youpaya$0copay forX-ray services

Prior Authorizationmaybe required.

Referral may be required.

Outpatient hospital observation

You pay $0 coinsurance per stay for
diagnostic colonoscopies in an

Observationservicesarehospital outpatient servicesgiven todetermine
if you need to be admitted as an inpatient or can be discharged.

outpatient setting and 20%For outpatient hospital observation services to be covered, they must
meet theMedicarecriteriaandbeconsidered reasonableandnecessary. coinsurance per stay for all other

servicesObservation services are covered only when provided by the order of a
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Outpatient hospital observation

physician or another person authorized by state licensure law and
hospital staffbylaws toadmitpatients to thehospitalororderoutpatient
tests.

Prior Authorizationmaybe required.

Referral may be required.

Note: Unless the provider has written an order to admit you as an
inpatient to the hospital, you're anoutpatient andpay the cost-sharing
amounts for outpatienthospital services. Even if you stay in thehospital
overnight, youmight still beconsideredanoutpatient. If youaren't sure
if you're an outpatient, ask the hospital staff.

Get more information in the Medicare fact sheetMedicare Hospital
Benefits. This fact sheet is available www.Medicare.gov/publications/
11435-Medicare-Hospital-Benefits.pdf or by calling 1-800-MEDICARE
(1-800-633-4227). TTY users call 1-877-486-2048.

Outpatient hospital services

You pay a $0 copay for diagnostic
colonoscopies in an outpatient

We cover medically-necessary services you get in the outpatient
department of a hospital for diagnosis or treatment of an illness or
injury. settinganda20%copay forall other

servicesCovered services include, but aren't limited to:
Prior Authorizationmaybe required.Services in an emergency department or outpatient clinic, such as

observation services or outpatient surgery Referral may be required.
Laboratory and diagnostic tests billed by the hospital
Mental health care, including care in a partial-hospitalization
program, if a doctor certifies that inpatient treatment would be
required without it
X-rays and other radiology services billed by the hospital
Medical supplies such as splints and casts
Certain drugs and biologicals you can’t give yourself

Note: Unless the provider has written an order to admit you as an
inpatient to thehospital, youareanoutpatient andpay thecost-sharing
amounts for outpatienthospital services. Even if you stay in thehospital
overnight, youmight still be considered an outpatient. If you are not
sure if you are an outpatient, you should ask the hospital staff.

Get more information in the Medicare fact sheetMedicare Hospital
Benefits. This fact sheet is available www.Medicare.gov/publications/
11435-Medicare-Hospital-Benefits.pdf1-800-MEDICARE(1-800-633-4227).
TTY users call 1-877-486-2048.
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Outpatient mental health care

You pay a $0 copay per visit for
individual session with a
psychiatrist.

Covered services include:

Mental health services provided by a state-licensed psychiatrist or
doctor, clinical psychologist, clinical social worker, clinical nurse
specialist, licensedprofessional counselor (LPC), licensedmarriageand You pay a $0 copay per visit for

group session with a psychiatrist.family therapist (LMFT), nurse practitioner (NP), physician assistant
(PA), or other Medicare-qualified mental health care professional as
allowed under applicable state laws.

Prior Authorizationmaybe required.

Referral may be required.
Services provided by a psychiatrist

You pay a $0 copay per visit for
individual sessionwithothermental
health care providers.

Services provided by other mental health care providers

You pay a $0 copay per visit for
group session with other mental
health care providers.

Prior Authorizationmaybe required.

Referral may be required.

Outpatient rehabilitation services

You pay a $0 copay per visit for
physical therapyorspeech language
therapy.

Covered services include: physical therapy, occupational therapy, and
speech language therapy.

Outpatient rehabilitation services are provided in various outpatient
settings, suchashospitaloutpatientdepartments, independent therapist
offices, andComprehensiveOutpatientRehabilitationFacilities (CORFs).

Prior Authorizationmaybe required.

Referral may be required.
Services provided by a physical therapist or speech language
therapist

You pay a $0 copay per visit for
occupational therapy.

Services provided by an occupational therapist
Prior Authorizationmaybe required.

Referral may be required.

Outpatient substance use disorder services

You pay 20% coinsurance per visit
for Individual Sessions.

Youarecovered for treatmentof substanceabuse,ascoveredbyOriginal
Medicare.

You pay 20% coinsurance per visit
for Group Sessions.

Prior Authorizationmaybe required.

Referral may be required.
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Outpatient surgery, including services provided at hospital
outpatient facilities and ambulatory surgical centers

You pay $0 coinsurance for
diagnostic colonoscopies in an

Note: If you're having surgery in a hospital facility, you should check
with your provider about whether you'll be an inpatient or outpatient.

outpatient setting and 20%
coinsurance for all other services

Unless the provider writes an order to admit you as an inpatient to the
hospital, you're an outpatient and pay the cost-sharing amounts for
outpatient surgery. Even if you stay in thehospital overnight, youmight
still be considered an outpatient.

Prior Authorizationmaybe required.

Referral may be required.

You pay a $0 copay for ambulatory
surgical center services

Prior Authorizationmaybe required.

Referral may be required.

Partial hospitalization services and Intensive outpatient services

You pay a $105 copay per day.Partial hospitalization is a structured program of active psychiatric
treatment provided as a hospital outpatient service or by a community Prior Authorizationmaybe required.
mental health center that's more intense than care you get in your

Referral may be required.doctor’sor therapist’s (LMFT), or licensedprofessional counselor’soffice
and is an alternative to inpatient hospitalization.

Intensiveoutpatient service is a structuredprogramofactivebehavioral
(mental) health therapy treatment provided in a hospital outpatient
department, a community mental health center, a federally qualified
health center, or a rural health clinic that's more intense than care you
get in your doctor’s or therapist’s, licensedmarriage and family
therapist’s (LMFT), or licensed professional counselor’s office but less
intense than partial hospitalization.

Personal Emergency Response System (PERS)*

Youpay$0 for amobilePERSdevice
with GPS and fall detection, 24/7/
365 monitoring

You will have access to an advancedmedical alert system.

YourPERSdevicehelps independentadultsbalance freedomandsafety
while connectingyou toeveryone in your care circle – includingdoctors,
nurses, family, and friends. Prior Authorizationmaybe required.

Referral may be required.

Physician/Practitioner services, including doctor’s office visits

You pay a $0 copay for PCP office
visits

Covered services include:

Medically-necessary medical care or surgery services you get
in a physician’s office, certified ambulatory surgical center,
hospital outpatient department, or any other location

You pay a $0 copay for office visits
with an endocrinologist.

Consultation, diagnosis, and treatment by a specialist
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Physician/Practitioner services, including doctor’s office visits

Youpaya30%copay for office visits
with all other specialists.

Basic hearing and balance exams performed by your PCP OR
specialist, if your doctor orders it to see if you needmedical
treatment Prior Authorizationmaybe required.
Certain telehealth services, including: Cardiac Rehabilitation
Services,PrimaryCarePhysicianServices,ChiropracticServices, Referral may be required.
Occupational Therapy Services, Physician Specialist Services, Youpay a $0 - $30 copay or $0 - 30%

coinsurance for telehealth visits,Individual Sessions forMentalHealthSpecialty Services,Group
Sessions forMentalHealthSpecialtyServices,PodiatryServices, depending on the type of provider
Other Health Care Professional Services, Individual Sessions you see. Your cost share for
forPsychiatricServices,GroupSessions forPsychiatricServices, telehealth visits will be the same as
Physical Therapy and Speech-Language Pathology Services, an office visit with that same type
Opioid Treatment Program Services, Individual Sessions for ofprovider. Forexample, if youhave
OutpatientSubstanceAbuse,andGroupSessions forOutpatient
Substance Abuse.

a telehealth visit with a specialist,
then your cost share will be 30%
coinsuranceYou have the option of getting these services through an

in-person visit or by telehealth. If you choose to get one of
these services by telehealth, youmust use a network
provider who offers the service by telehealth. Youmay
access telehealth services via telephone, internet, or a
mobile application.

Some telehealth services including consultation, diagnosis,
and treatment by a physician or practitioner, for patients in
certain rural areas or other places approved by Medicare
Telehealth services formonthlyend-stage renaldisease-related
visits for home dialysismembers in a hospital-based or critical
accesshospital-basedrenaldialysis center, renaldialysis facility,
or the member’s home
Telehealth services to diagnose, evaluate, or treat symptoms
of a stroke regardless of your location
Telehealth services formemberswithasubstanceusedisorder
or co-occurring mental health disorder, regardless of their
location
Telehealth services for diagnosis, evaluation, and treatment of
mental health disorders if:

You have an in-person visit within 6 months prior to your
first telehealth visit
Youhavean in-personvisit every12monthswhile receiving
these telehealth services
Exceptions can bemade to the above for certain
circumstances

Telehealth services for mental health visits provided by Rural
Health Clinics and Federally Qualified Health Centers
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Physician/Practitioner services, including doctor’s office visits

Virtual check-ins (for example, by phone or video chat) with
your doctor for 5-10 minutes if:

You’re not a new patient and
Thecheck-in isn’t related toanoffice visit in thepast 7days
and
The check-in doesn’t lead to an office visit within 24 hours
or the soonest available appointment

Evaluation of video and/or images you send to your doctor,
and interpretationand follow-upbyyourdoctorwithin24hours
if:

You’re not a new patient and
The evaluation isn’t related to an office visit in the past 7
days
Theevaluationdoesn’t lead toanofficevisitwithin24hours
or the soonest available appointment

Consultation your doctor has with other doctors by phone,
internet, or electronic health record
Second opinion by another network provider prior to surgery
Non-routinedental care (coveredservicesare limited tosurgery
of the jaw or related structures, setting fractures of the jaw or
facial bones, extractionof teeth toprepare the jaw for radiation
treatmentsof neoplastic cancerdisease, or services thatwould
be covered when provided by a physician)

Podiatry services

You pay a $0 copayCovered services include:

Diagnosis and the medical or surgical treatment of injuries and
diseases of the feet (such as hammer toe or heel spurs).

Prior Authorizationmaybe required.

Referral may be required.
Routine foot care for members with certain medical conditions
affecting the lower limbs You pay a $0 copay for each routine

visit up to 12 visits every year.
Additional Routine Foot Care*

Prior authorizationmaybe required.
Treatmentof the footwhich is generally consideredpreventive,
i.e., cutting or removal of corns, warts, calluses or nails.

Pre-exposure prophylaxis (PrEP) for HIV prevention

There is no coinsurance,
copayment, or deductible for the
PrEP benefit.

If you don’t have HIV, but your doctor or other health care practitioner
determines you're at an increased risk for HIV, we cover pre-exposure
prophylaxis (PrEP) medication and related services.

If you qualify, covered services include:
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Pre-exposure prophylaxis (PrEP) for HIV prevention

FDA-approved oral or injectable PrEPmedication. If you’re
getting an injectable drug, we also cover the fee for injecting
the drug.
Up to 8 individual counseling sessions (including HIV risk
assessment, HIV risk reduction, andmedication adherence)
every 12 months.
Up to 8 HIV screenings every 12 months.

A one-time hepatitis B virus screening.

Pre-funded Debit Card*

Funds are provided on a debit card that will be funded based on the
frequency of each benefit. Unused amounts do not roll over.

The funds in each benefit category will be on the same debit card but
may only be used for the items/services contained in that category.

Up to $100 every 3 monthsOver-the-counter (OTC) Items and OTC hearing aids*

Unused OTC funds do not roll over
to the next quarter

OTC itemsaredrugsandhealth relatedproducts thatdonotneed
a prescription.

Youwill haveanallowance for thepurchaseofplanapprovedOTC
items and OTC hearing aids.

Herbal Catalog*

You canuse yourOTCallowance topurchasehealth andwellness
herbal catalog items.

You can find a catalog that lists approved items for OTC and health and
wellness herbal items at www.centralhealthplan.com.

Youwill need to activate your debit card before it can be used. For help
with the pre-funded debit card benefit, please call Member Services
(phone numbers are printed on the back cover of this document).

Prostate cancer screening exams

You pay a $0 copay for a digital
rectal exam.

Formenaged50andolder, covered services include the followingonce
every 12 months:

Digital rectal exam Prior Authorizationmaybe required.
Prostate Specific Antigen (PSA) test Referral may be required.
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Prostate cancer screening exams

There is no coinsurance,
copayment, or deductible for an
annual PSA test.

Prior Authorizationmaybe required.

Referral may be required.

Prosthetic and orthotic devices and related supplies

You pay 20% coinsuranceDevices (other than dental) that replace all or part of a body part or
function. These include but aren't limited to testing, fitting, or training Prior Authorizationmaybe required.
in the use of prosthetic andorthotic devices; aswell as: colostomybags
and supplies directly related to colostomy care, pacemakers, braces,
prosthetic shoes, artificial limbs, and breast prostheses (including a
surgical brassiereafter amastectomy). Includes certain supplies related
to prosthetic and orthotic devices, and repair and/or replacement of
prosthetic andorthotic devices. Also includes somecoverage following
cataract removal or cataract surgery – go to Vision Care later in this
table for more detail.

Pulmonary rehabilitation services

You pay a $25 copay per visit.Comprehensive programs of pulmonary rehabilitation are covered for
members who have moderate to very severe chronic obstructive Prior Authorizationmaybe required.
pulmonary disease (COPD) and an order for pulmonary rehabilitation
from the doctor treating the chronic respiratory disease. Referral may be required.

Screening and counseling to reduce alcohol misuse

There is no coinsurance,
copayment, or deductible for the

We cover one alcohol misuse screening for adults (including pregnant
women) whomisuse alcohol but aren’t alcohol dependent.

Medicare-covered screening andIf you screen positive for alcohol misuse, you can get up to 4 brief
face-to-facecounseling sessionsper year (if you’re competentandalert counselingtoreducealcoholmisuse

preventive benefit.during counseling) provided by a qualified primary care doctor or
practitioner in a primary care setting. Prior Authorizationmaybe required.

Referral may be required.

Screeningfor lungcancerwith lowdosecomputedtomography
(LDCT)

There is no coinsurance,
copayment, or deductible for the

For qualified people, a LDCT is covered every 12 months.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 65
Chapter 4: Medical Benefits Chart (what's covered andwhat you pay)



What you payCovered Service

Screeningfor lungcancerwith lowdosecomputedtomography
(LDCT)

Eligible members are: people age 50 – 77 who have no signs or
symptoms of lung cancer, but who have a history of tobacco smoking

Medicare covered counseling and
shared decision-making visit or for
the LDCT.of at least 20pack-years andwhocurrently smokeorhavequit smoking

within the last 15 years, who get an order for LDCT during a lung cancer Prior Authorizationmaybe required.
screening counseling and shared decision-making visit that meets the

Referral may be required.Medicare criteria for such visits and be furnished by a physician or
qualified non-physician practitioner.

For LDCT lung cancer screenings after the initial LDCT screening: the
membermust get an order for LDCT lung cancer screening, whichmay
be furnished during any appropriate visit with a physician or qualified
non-physician practitioner. If a physician or qualified non-physician
practitioner elects to provide a lung cancer screening counseling and
shared decision making visit for subsequent lung cancer screenings
with LDCT, the visit must meet the Medicare criteria for such visits.

Screening for hepatitis C Virus infection

There is no coinsurance,
copayment, or deductible for the

We cover oneHepatitis C screening if your primary care doctor or other
qualified health care provider orders one and youmeet one of these
conditions: Medicare-coveredscreening for the

Hepatitis C Virus.You’re at high risk because youuseor haveused illicit injection
drugs.
You had a blood transfusion before 1992.
You were born between 1945-1965.

If you were born between 1945-1965 and aren’t considered high risk,
we pay for a screening once. If you’re at high risk (for example, you’ve
continued to use illicit injection drugs since your previous negative
Hepatitis C screening test), we cover yearly screenings.

Screening for sexually transmitted infections (STIs) and
counseling to prevent STIs

There is no coinsurance,
copayment, or deductible for the

We cover sexually transmitted infection (STI) screenings for chlamydia,
gonorrhea, syphilis, and Hepatitis B. These screenings are covered for

Medicare-coveredscreening forSTIspregnant women and for certain people who are at increased risk for
and counseling for STIs preventive
benefit.

an STI when the tests are ordered by a primary care provider. We cover
these tests once every 12months or at certain times during pregnancy.

Prior Authorizationmaybe required.
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Screening for sexually transmitted infections (STIs) and
counseling to prevent STIs

We also cover up to 2 individual 20 to 30 minute, face-to-face
high-intensity behavioral counseling sessions each year for sexually

Referral may be required.

active adults at increased risk for STIs. We only cover these counseling
sessions as a preventive service if they are provided by a primary care
provider and take place in a primary care setting, such as a doctor’s
office.

Services to treat kidney disease

You pay 20% coinsurance for renal
dialysis

Covered services include:

Kidney disease education services to teach kidney care and help
membersmake informed decisions about their care. Formembers
with stage IV chronic kidney diseasewhen referred by their doctor,
we cover up to 6 sessions of kidney disease education services per
lifetime

Prior Authorizationmaybe required.

Referral may be required.

You pay a $0 copay for kidney
disease educationOutpatientdialysis treatments (includingdialysis treatmentswhen

temporarily out of the service area, as explained in Chapter 3, or
when your provider for this service is temporarily unavailable or
inaccessible)

Prior Authorizationmaybe required.

Referral may be required.

Inpatient dialysis treatments (if you're admitted as an inpatient to
a hospital for special care)
Self-dialysis training (includes training for you and anyone helping
you with your home dialysis treatments)
Home dialysis equipment and supplies
Certain home support services (such as, when necessary, visits by
trained dialysis workers to check on your home dialysis, to help in
emergencies, andcheckyourdialysis equipmentandwater supply)

Certain drugs for dialysis are covered under Medicare Part B. For
information about coverage for Part B Drugs, go toMedicare Part B
drugs in this table.

Skilled nursing facility (SNF) care

$0 copay
per day for days 1–20

(For a definition of skilled nursing facility care, see Chapter 12 of this
document. Skilled nursing facilities are sometimes called SNFs.)

Up to $209.50 copay
per day for days 21–100

Our plan covers up to 100 days in a SNF. A prior hospital stay is not
required.

You pay 100% of the total cost for
days 101 and beyond.

Covered services include but are not limited to:

Semiprivate room (or a private room if medically necessary)
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Skilled nursing facility (SNF) care

These are 2025 cost-sharing
amounts andmay change for 2026.

Meals, including special diets
Skilled nursing services

CentralHealthEmbraceChoicePlanPhysical therapy, occupational therapy, and speech therapy
(HMO C-SNP) will provide updated
rates as soon as they are released.

Drugs administered to you as part of our plan of care (this includes
substances that are naturally present in the body, such as blood
clotting factors.) For each Medicare-covered SNF

stay, you are required to pay theBlood - including storageandadministration.Coveragebeginswith
the first pint of blood you need. applicable cost sharing, starting

with Day 1 each time you are
admitted.

Medical and surgical supplies ordinarily provided by SNFs
Laboratory tests ordinarily provided by SNFs
X-rays and other radiology services ordinarily provided by SNFs The copays for skilled nursing

facility (SNF) benefits are based onUse of appliances such as wheelchairs ordinarily provided by SNFs
benefit periods. A benefit periodPhysician/Practitioner services
begins the day you’re admitted asGenerally, you get SNF care from network facilities. Under certain

conditions listedbelow, youmaybeable topay in-networkcost sharing an inpatient inaSNFandendswhen
you are discharged from the SNF. Iffor a facility that isn’t anetworkprovider, if the facility acceptsourplan’s

amounts for payment. you go into a SNF after one benefit
period has ended, a new benefit

Anursinghomeorcontinuingcare retirementcommunitywhere
you were living right before you went to the hospital (as long
as it provides skilled nursing facility care)

period begins. For each SNF stay,
you are required to pay the
applicable cost sharing, starting
with Day 1 each time you areA SNF where your spouse is or domestic partner living at the

time you leave the hospital admitted. There's no limit to the
number of benefit periods.

Prior Authorizationmaybe required.

Referral may be required.

Smokingandtobaccousecessation(counselingtostopsmoking
or tobacco use)

There is no coinsurance,
copayment, or deductible for the

Use tobacco, regardless of whether they exhibit signs or symptoms of
tobacco-related disease:

Medicare-covered smoking andAre competent and alert during counseling
tobacco use cessation preventive
benefits.AqualifiedphysicianorotherMedicare-recognizedpractitioner

provides counseling
Prior Authorizationmaybe required.We cover 2 cessation attempts per year (each attempt may include a

maximum of 4 intermediate or intensive sessions, with the patient
getting up to 8 sessions per year).

Referral may be required.
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Special Supplemental Benefits for the Chronically Ill (SSBCI)

Inorder toqualify for anSSBCI, youmusthaveoneof theeligible chronic
conditions. We will review your eligibility annually.

The eligible chronic conditions for SSBCI are:

Autoimmune disorders
Cancer
Cardiovascular disorders (limited to cardiac arrhythmias,
coronaryarterydisease,peripheral vasculardiseaseandchronic
venous thromboembolic disorder)
Chronicalcoholusedisorderandother substanceusedisorders
(SUDs)
Chronic and disabling mental health conditions
Chronic conditions that impair vision, hearing (deafness), taste,
touch, and smell
Chronic gastrointestinal disease
Chronic heart failure
Chronic kidney disease (CKD)
Chronic lung disorders
Conditions associated with cognitive impairment
Conditions that require continued therapy services in order for
individuals to maintain or retain functioning
Conditions with functional challenges
Dementia
Diabetes mellitus
HIV/AIDS
Immunodeficiency and Immunosuppressive disorders
Neurologic disorders
Overweight, obesity, andmetabolic syndrome
Post-organ transplantation
Severe hematologic disorders
Stroke

You get a $30 allowance permonth
to buy healthy foods at

Healthy Food Allowance*

To qualify for the healthy food allowance, youmust have one or more
of the chronic conditions listed above and participate in a care plan-approved grocery stores.

Unused fundsdonot roll over to the
next month.

management program. Your caremanagerwill determine if you qualify
for this benefit.

Prior authorizationmay be requiredYou receive a pre-funded debit card that will allow you to purchase
healthy foods at participating retailers by swiping your card at the
checkout line. You receive your card in the mail at the time you are
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Special Supplemental Benefits for the Chronically Ill (SSBCI)

eligible for thisbenefit anduse it during theplanyear. Cashwithdrawal,
tobacco, firearms and alcohol are prohibited.

For helpwith this benefit, please callMemberServices (phonenumbers
are printed on the back cover of this document).

Supervised Exercise Therapy (SET)

You pay a $20 copay per visit.SET is covered for members who have symptomatic peripheral artery
disease (PAD) and a referral for PAD from the physician responsible for
PAD treatment.

Prior Authorizationmaybe required.

Referral may be required.
Up to 36 sessions over a 12-week period are covered if the SETprogram
requirements are met.

The SET programmust:

Consist of sessions lasting30-60minutes, comprisinga therapeutic
exercise-training program for PAD in patients with claudication
Beconducted inahospital outpatient settingor aphysician’soffice
Be delivered by qualified auxiliary personnel necessary to ensure
benefits exceed harms, andwho are trained in exercise therapy for
PAD
Be under the direct supervision of a physician, physician assistant,
or nurse practitioner/clinical nurse specialist whomust be trained
in both basic and advanced life support techniques

SETmaybecoveredbeyond36sessionsover 12weeks for anadditional
36 sessions over an extended period of time if deemedmedically
necessary by a health care provider.

Transportation (Additional Routine)*

You pay a $0 copayYou receive 12 one-way non-emergency transportation trips via
contracted transportation providers to plan-approved locations to Prior Authorizationmaybe required.
receive health care services from network providers. There is a 50-mile
limit per trip. Available modes of transportation include taxi, van,
medical transport, or rideshare services.
Transportation must be scheduled at least 2 business days in advance
of the scheduled appointment to ensure availability. Please contact
Member Services (phone numbers are printed on the back cover of this
document) to scheduleanappointment.Cancellationsmustbe received
by Member Services at least 24 hours prior to the pickup time to avoid
counting against your transportation benefit.
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Urgently needed services

You pay a $0 copay per visit.A plan-covered service requiring immediate medical attention that's
not an emergency is an urgently needed service if either you're
temporarily outside our plan's service area, or, even if you're inside our
plan's service area, it's unreasonable given your time, place, and
circumstances toget this service fromnetworkproviders.Ourplanmust
cover urgently needed services and only charge you in network cost
sharing. Examples of urgently needed services are unforeseenmedical
illnesses and injuries, or unexpected flare-ups of existing conditions.
Medicallynecessary routineprovider visits (likeannual checkups) aren't
considered urgently needed even if you're outside our plan's service
area or our plan network is temporarily unavailable.

Urgently Needed Services - Worldwide Coverage*

You pay a $110 copay per visit for
worldwide urgently needed
services.

Services are covered worldwide under the same conditions of medical
necessity and appropriateness that would have applied if the same
services were provided within the United States and it's territories.

You will be responsible to pay for
the services upfront and then
submit a reimbursement request.

If you have an emergency outside of the U.S. and its territories, youwill
be responsible forpaying theservices renderedupfront. Youmustsubmit
a discharge summary or equivalent medical documentation and proof
of payment in English and U.S. dollars for reimbursement from Central There is a $50,000 per year annual

maximum for worldwide services,Health Embrace Choice Plan (HMO C-SNP). We will review the
documentation for medical necessity and appropriateness before including worldwide emergency
reimbursement ismade.Wemaynot reimburseyou for all outofpocket
expenses.

services, worldwide urgently
needed services, and worldwide
emergency transportation services
combined.

If clinical notes are not in English, you will need to provide a certified
translation. If payment invoice isnot inU.S.dollars, reimbursementwill
becalculatedusing theexchange rateat the time thecheck isprocessed.
Payments are tendered in U.S. dollars only. Monetary exchange rate
fees, translations costs, postage, return travel to the U.S., and other
non-medical fees are not reimbursable.

Vision care

You pay a $0 copay per visit for
Medicare-covered eye exams,

Covered services include:

Outpatient physician services for the diagnosis and treatment
of diseases and injuries of the eye, including treatment for
age-related macular degeneration. Original Medicare doesn’t
cover routine eye exams (eye refractions) for eyeglasses/
contacts

Medicare-covered glaucoma
screenings, and Medicare-covered
diabetic retinopathy screenings.
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Vision care

Prior Authorizationmaybe required.For people who are at high risk for glaucoma, we cover one
glaucomascreeningeachyear. People at high riskof glaucoma
include: peoplewith a family history of glaucoma, peoplewith
diabetes, African Americans who are age 50 and older, and
Hispanic Americans who are 65 or older

Referral may be required.

For people with diabetes, screening for diabetic retinopathy is
covered once per year

You pay a $0 copay for one pair of
Medicare-covered eyeglasses or

One pair of eyeglasses or contact lenses after each cataract
surgery that includes insertion of an intraocular lens. If you
have 2 separate cataract operations, you can't reserve the
benefit after the first surgery and purchase 2 eyeglasses after
the second surgery.

contact lenses after cataract
surgery.

You pay a $0 copay for retinal
imaging.

Retinal imaging*

Limited to 1 visit every year

Youpaya$0 copay for a routine eye
exam.

Routine eye exam*

Limited to 1 visit every year.

Routine eye exams provided by select providers. Review Provider
Directory to find a Vision provider.

Eyewear allowance for glasses (frame and lenses) or contact
lenses (in lieuof eyeglasses) fromanetworkproviderup to$300
every year. You are responsible for any amounts beyond the
allowance.

Welcome to Medicare preventive visit

There is no coinsurance,
copayment, or deductible for the

Ourplan covers theone-timeWelcome toMedicarepreventive visit. The
visit includesa reviewofyourhealth, aswell aseducationandcounseling

Welcome to Medicare preventive
visit.

about the preventive services you need (including certain screenings
and shots (or vaccines)), and referrals for other care if needed.

Prior Authorizationmaybe required.Important:We cover the Welcome to Medicare preventive visit only
within the first 12 months you have Medicare Part B. When youmake
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Welcome to Medicare preventive visit

Referral may be required.your appointment, let your doctor’s office know you want to schedule
your Welcome to Medicare preventive visit.

Section 3 Services that aren't covered by our plan (exclusions)

This section tells youwhat services are excluded fromMedicare coverage and therefore, aren't coveredby this
plan.

The chart below lists services and items that either aren't covered under any condition or are covered only
under specific conditions.

If you get services that are excluded (not covered), youmust pay for them yourself except under the specific
conditions listed below. Even if you get the excluded services at an emergency facility, the excluded services
are still not covered, and our plan won't not pay for them. The only exception is if the service is appealed and
decided upon appeal to be amedical service that we should have paid for or covered because of your specific
situation. (For information about appealing a decision we have made to not cover a medical service, go to
Chapter 9, Section 5.3.)

Covered only under specific conditionsServices not covered by Medicare
Covered in cases of an accidental injury or
for improvement of the functioning of a
malformed bodymember.

Cosmetic surgery or procedures

Covered for all stages of reconstruction for
a breast after a mastectomy, as well as for
the unaffected breast to produce a
symmetrical appearance.

Not covered under any conditionCustodial care

Custodial care is personal care that
doesn't require the continuing
attention of trainedmedical or
paramedical personnel, such as care
that helps youwith activities of daily
living, such as bathing or dressing.

Maybe coveredbyOriginalMedicareunder
aMedicare-approvedclinical researchstudy
or by our plan.

Experimentalmedical andsurgical
procedures, equipment, and
medications.

(Go to Chapter 3, Section 5 for more
information on clinical research studies.)

Experimental procedures and items
are those items and procedures
determined by Original Medicare to
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Covered only under specific conditionsServices not covered by Medicare
not be generally accepted by the
medical community.

Not covered under any conditionFees charged for care by your
immediate relatives or members
of your household.

Not covered under any conditionFirst Responder Fees

Not covered under any conditionFull-time nursing care in your
home.

See above medical benefit chart for a
description of your home-delivered meals
and your in-homemeal program benefits.

Home-deliveredmeals

Not covered under any conditionHomemaker services including
basic household assistance, such
as lighthousekeepingor lightmeal
preparation.

Not covered under any conditionNaturopath services (uses natural
or alternative treatments).

Dental care required to treat illnessor injury
may be covered as inpatient or outpatient
care.

Non-routine dental care

Shoes that are part of a leg brace and are
included in the cost of the brace.

Orthopedic shoes or supportive
devices for the feet

Orthopedicor therapeutic shoes forpeople
with, diabetic foot disease.

Not covered under any conditionPersonal items in your room at a
hospital or a skilled nursing
facility, such as a telephone or a
television.

Covered only whenmedically necessary.Private room in a hospital.

Not covered under any conditionReversalofsterilizationprocedures
and or non-prescription
contraceptive supplies.

Not covered under any conditionRadial keratotomy,LASIKsurgery,
and other low vision aids not
covered under the Plan’s
supplemental vision benefit.

Not covered under any conditionServicesconsiderednotreasonable
and necessary, according to
Original Medicare standards
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CHAPTER 5:
Using plan coverage for Part D drugs
Section 1 Basic rules for our plan's Part D coverage

Go to the Medical Benefits Chart in Chapter 4 for Medicare Part B drug benefits and hospice drug benefits.

Our plan will generally cover your drugs as long as you follow these basic rules:

Youmust have a provider (a doctor, dentist, or other prescriber) write you a prescription, that's valid
under applicable state law.
Your prescriber must not be on Medicare’s Exclusion or Preclusion Lists.
You generally must use a network pharmacy to fill your prescription. (Go to Section 2) or you can fill
your prescription through our plan’s mail-order service.
Your drug must be on our plan’s Drug List (go to Section 3).
Your drug must be used for a medically accepted indication. A "medically accepted indication" is a
use of the drug that is either approved by the FDA or supported by certain references. (Go to Section 3
for more information about a medically accepted indication.)
Your drug may require approval from our plan based on certain criteria before we agree to cover it.
(Go to Section 4 for more information)

Section 2 Fill your prescription at a network pharmacy or through our plan’s
mail-order service

In most cases, your prescriptions are covered only if they're filled at our plan’s network pharmacies. (Go to
Section 2.4 for information about when we cover prescriptions filled at out-of-network pharmacies.)

A network pharmacy is a pharmacy that has a contract with our plan to provide your covered drugs. The term
"covered drugs" means all the Part D drugs that are on our plan’s Drug List.

Section 2.1 Network pharmacies

Find a network pharmacy in your area

To find a network pharmacy, go to your Pharmacy Directory, visit our website (www.centralhealthplan.com),
and/or call Member Services at (866) 314-2427 (TTY users call 711).

Youmay go to any of our network pharmacies.

If your pharmacy you have been using leaves the network

If the pharmacy you use leaves our plan’s network, you'll have to find a new pharmacy in the network. To find
another pharmacy in your area, get help fromMember Services at (866) 314-2427 (TTY users call 711). or use
the Pharmacy Directory. You can also find information on our website at www.centralhealthplan.com.
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Specialized pharmacies

Some prescriptions must be filled at a specialized pharmacy. Specialized pharmacies include:

Pharmacies that supply drugs for home infusion therapy.
Pharmacies that supply drugs for residents of a long-term care (LTC) facility. Usually, a LTC facility
(such as a nursing home) has its own pharmacy. If you have difficulty getting Part D drugs in an LTC
facility, call Member Services at (866) 314-2427 (TTY users call 711).
Pharmacies that serve the IndianHealth Service / Tribal / Urban IndianHealth Program (not available
in Puerto Rico). Except in emergencies, only Native Americans or Alaska Natives have access to these
pharmacies in our network.
Pharmacies that dispense drugs restricted by the FDA to certain locations or that require special
handling, provider coordination, or education on their use. To locate a specialized pharmacy, go to
in your Pharmacy Directorywww.centralhealthplan.com or call Member Services at (866) 314-2427
(TTY users call 711).

Section 2.2 Our plan’s mail-order service

For certain kinds of drugs, you can use the plan’s network mail-order service. Generally, the drugs provided
throughmail order are drugs that you take on a regular basis, for a chronic or long-termmedical condition.
The drugs that are not available through the plan'smail-order service aremarkedwith "NM" for NoMail Order
in our Drug List.

Our plan’s mail-order service allows you to order up to a 100-day supply.

Togetorder formsand informationabout filling yourprescriptionsbymail please callMemberServices (Phone
numbers for Member Services are printed on the back cover of this booklet) or visit our website at www.
centralhealthplan.com.

Usually a mail-order pharmacy order will be delivered to you in nomore than 14 days. If there is an urgent
need or this timing is delayed, please call Member Services (Phone numbers for Member Services are printed
on the back cover of this booklet) for help in receiving a temporary supply of your prescription.

New prescriptions the pharmacy gets directly from your doctor’s office.

After the pharmacy gets a prescription from a health care provider, it will contact you to see if youwant
themedication filled immediatelyor at a later time. It's important to respondeach timeyou're contacted
by the pharmacy, to let them knowwhether to ship, delay, or stop the new prescription.

Refills onmail-order prescriptions. For refills of your drugs, you have the option to sign up for an
automatic refill program.Under this programwewill start toprocess your next refill automaticallywhen
our records showyou should be close to running out of your drug. Thepharmacywill contact youbefore
to shipping each refill to make sure you needmore medication, and you can cancel scheduled refills if
you have enoughmedication or your medication has changed.

If you choose not to use our auto-refill programbut still want themail-order pharmacy to send you your
prescription, contact your pharmacy 14 days before your current prescription will run out. This will
ensure your order is shipped to you in time.

To opt out of our program that automatically prepares mail-order refills, call Member Services (Phone
numbers forMember Services are printed on the back cover of this booklet) or visit ourwebsite atwww.
centralhealthplan.com.
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If you get a refill automatically by mail that you don't want, youmay be eligible for a refund.

Section 2.3 How to get a long-term supply of drugs

When you get a long-term supply of drugs, your cost sharing may be lower. Our plan offers 2 ways to get a
long-termsupply (also calledanextended supply) ofmaintenancedrugsonourplan’sDrugList. (Maintenance
drugs are drugs that you take on a regular basis, for a chronic or long-termmedical condition.)

1. Some retail pharmacies in our network allow you to get a long-term supply of maintenance drugs.
YourPharmacy Directorywww.centralhealthplan.com tells youwhich pharmacies in our network can
give youa long-termsupplyofmaintenancedrugs. YoucanalsocallMemberServicesat (866) 314-2427
(TTY users call 711) for more information.

2. You can also get maintenance drugs through our mail-order program. Go to Section 2.3 for more
information.

Section 2.4 Using a pharmacy that's not in our plan's network

Generally, we cover drugs filled at an out-of-network pharmacy onlywhen you aren't able to use a network
pharmacy.Wealsohavenetworkpharmacies outsideof our service areawhere youcanget prescriptions filled
as a member of our plan. Check first with Member Services at (866) 314-2427 (TTY users call 711) to see if
there's a network pharmacy nearby.

We cover prescriptions filled at an out-of-network pharmacy only in these circumstances:

If the prescription is related to urgently needed care
If these prescriptions are related to care for a medical emergency
Coverage will be limited to a 31-day supply unless the prescription is written for less

If youmust useanout-of-networkpharmacy, you'll generally have topay the full cost (rather thanyournormal
cost share) at the time you fill your prescription. You can ask us to reimburse you for our share of the cost. (Go
to Chapter 7, Section 2 for information on how to ask our plan to pay you back.)

Youmaybe required to pay the difference betweenwhat youpay for the drug at the out-of-network pharmacy
and the cost we would cover at an in-network pharmacy.

Section 3 Your drugs need to be on our plan’s Drug List

Section 3.1 The Drug List tells which Part D drugs are covered

Our plan has a List of Covered Drugs (formulary). In this Evidence of Coverage,we call it the Drug List.

Thedrugson this list are selectedbyourplanwith thehelpofdoctorsandpharmacists. The listmeetsMedicare’s
requirements and has been approved by Medicare.

The Drug List only shows drugs covered under Medicare Part D.

Wewill generally cover a drug on the plan’s Drug List as long as you follow the other coverage rules explained
in this chapter and the drug is used for a medically accepted indication. A medically accepted indication is a
use of the drug that is either:

Approved by the FDA for the diagnosis or condition for which It's being prescribed, or
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Supported by certain references, such as the American Hospital Formulary Service Drug Information
and the Micromedex DRUGDEX Information System.

TheDrugList includesbrandnamedrugs,genericdrugs,andbiologicalproducts (whichmay includebiosimilars).

A brand name drug is a prescription drug sold under a trademarked name owned by the drug manufacturer.
Biological products are drugs that are more complex than typical drugs. On the Drug List, when we refer to
drugs, this could mean a drug or a biological product.

A generic drug is a prescription drug that has the same active ingredients as the brand name drug. Biological
products aremore complex than typical drugs, instead of having a generic form, they have alternatives called
biosimilars. Generally, generics andbiosimilarswork just aswell as thebrandnamedrugor biological product
and usually cost less. There are generic drug substitutes available for many brand name drugs and biosimilar
alternatives for some original biological products. Some biosimilars are interchangeable biosimilars and,
dependingonstate law,maybesubstituted for theoriginalbiologicalproductat thepharmacywithoutneeding
a new prescription, just like generic drugs can be substituted for brand name drugs.

Go to Chapter 12 for definitions of the types of drugs that may be on the Drug List.

Drugs that aren't on the Drug List

Our plan doesn't cover all prescription drugs.

In some cases, the law doesn't allow any Medicare plan to cover certain types of drugs. (For more
information, go to Section 7.)
In other cases, we decided not to include a particular drug on the Drug List. In some cases, youmay
be able to obtain a drug that's not on the Drug List. (For more information, go to Chapter 9.)

Section 3.2 Six cost-sharing tiers for drugs on the Drug List

Every drug on our plan’s Drug List is in one of six cost-sharing tiers. In general, the higher the tier, the higher
your cost for the drug:

Tier 1 - Preferred Generic (lowest cost share)
Tier 2 - Generic
Tier 3 - Preferred Brand
Tier 4 - Non-Preferred Drug
Tier 5 - Specialty Tier (highest cost share)
Tier 6 - Select Care Drugs (lowest cost share)

To find out which cost-sharing tier your drug is in, look it up in our plan’s Drug List.

The amount you pay for drugs in each cost-sharing tier is shown in Chapter 6.

Section 3.3 How to find out if a specific drug is on the Drug List

To find if a drug is on our Drug List, you have these options:

Check the most recent Drug List we provided electronically.
Visit ourplan’swebsite (www.centralhealthplan.com).TheDrugListon thewebsite isalways themost
current.
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Call Member Services Youmay be required to pay the difference between what you pay for the drug
at the out-of-network pharmacy and the cost wewould cover at an in-network pharmacy. to find out
if a particular drug is on our plan’s Drug List or ask for a copy of the list.
Use our plan’s “Real-Time Benefit Tool” (Caremark.com to search for drugs on the Drug List to get an
estimate of what you'll pay and see if there are alternative drugs on the Drug List that could treat the
same condition.

Section 4 Drugs with restrictions on coverage

Section 4.1 Why do some drugs have restrictions

For certain prescription drugs, special rules restrict how and when our plan covers them. A team of doctors
and pharmacists developed these rules to encourage you and your provider to use drugs in themost effective
way. To find out if any of these restrictions apply to a drug you take or want to take, check the Drug List.

If a safe, lower-cost drug will work just as well medically as a higher-cost drug, our plan’s rules are designed
to encourage you and your provider to use that lower-cost option.

Note that sometimes a drugmay appearmore than once on our Drug List. This is because the same drugs can
differbasedon the strength, amount, or formof thedrugprescribedbyyourhealth careprovider, anddifferent
restrictions or cost sharingmay apply to the different versions of the drug (for example, 10mg versus 100mg;
one per day versus 2 per day; tablet versus liquid).

Section 4.2 Types of restrictions

The sections below tell youmore about the types of restrictions we use for certain drugs.

If there's a restriction for your drug, it usuallymeans that you or your provider have to take extra steps
for us to cover the drug.Call Member Services at (866) 314-2427 (TTY users call 711) to learnwhat you or your
provider can do to get coverage for the drug. If you want us to waive the restriction for you, you need to
use the coverage decision process and ask us tomake an exception.Wemay or may not agree to waive
the restriction for you. (Go to Chapter 9.)

Getting plan approval in advance

For certain drugs, you or your provider need to get approval from our plan based on specific criteria before
weagree to cover the drug for you. This is calledprior authorization. This is put in place to ensuremedication
safety and help guide appropriate use of certain drugs. If you don't get this approval, your drug might not be
covered by our plan. Our plan’s prior authorization criteria can be obtained by calling Member Services at
(866) 314-2427 (TTY users call 711) or on our website www.centralhealthplan.com.

Trying a different drug first

This requirement encourages you to try less costly but usually just as effective drugs before our plan covers
another drug. For example, if Drug A and Drug B treat the samemedical condition, our plan may require you
to try Drug A first. If Drug A doesn't work for you, our plan will then cover Drug B. This requirement to try a
different drug first is called step therapy. Our plan’s step therapy criteria can be obtained by calling Member
Services at (866) 314-2427 (TTY users call 711) or on our website www.centralhealthplan.com.
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Quantity limits

For certain drugs, we limit howmuch of a drug you can get each time you fill your prescription. For example,
if it's normally considered safe to take only one pill per day for a certain drug, wemay limit coverage for your
prescription to nomore than one pill per day.

Section 5 What you can do if one of your drugs isn't covered the way you'd like

There are situations where a prescription drug you take, or that you and your provider think you should take
that isn't on our Drug List has restrictions. For example:

The drug might not be covered at all. Or a generic version of the drug maybe covered but the brand
name version you want to take isn't covered.
The drug is covered, but there are extra rules or restrictions on coverage.
The drug is covered, but in a cost-sharing tier that makes your cost sharingmore expensive than you
think it should be.
If yourdrug is inacost-sharing tier thatmakesyourcostmoreexpensive thanyouthink it should
be, go to Section 5.1 to learn what you can do.

If your drug isn't on the Drug List or is restricted, here are options for what you can do:

Youmay be able to get a temporary supply of the drug.
You can change to another drug.
You can ask for an exception and ask our plan to cover the drug or remove restrictions from the drug.

Youmay be able to get a temporary supply

Under certain circumstances, our planmust provide a temporary supply of a drug you're already taking. This
temporary supply gives you time to talk with your provider about the change.

To be eligible for a temporary supply, the drug takemust no longer be on our plan’s Drug List OR is now
restricted in someway.

If you're a newmember,we'll cover a temporary supply of your drug during the first 90 days of your
membership in our plan.
If youwere in our plan last year,we'll cover a temporary supply of your drug during the first 90days
of the calendar year.
This temporary supplywill be for amaximumof 31-day supply. If your prescription iswritten for fewer
days, we will allowmultiple fills to provide up to a maximum of 31-day supply of medication. The
prescriptionmustbe filledat anetworkpharmacy. (Note that a long-termcarepharmacymayprovide
the drug in smaller amounts at a time to prevent waste.)
Formemberswho've been in our plan formore than 90 days and live in a long-term care facility
and need a supply right away:We'll cover one 31-day supply emergency supply of a particular drug,
or less if your prescription is written for fewer days. This is in addition to the above temporary supply.
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If you are a new resident of an LTC facility and have been enrolled in our plan for more than 90 days
and need a drug that isn't on our formulary or is subject to other restrictions, such as step therapy or
quantity limits (dosage limits),wewill cover a temporary31-dayemergency supplyof thatdrug (unless
the prescription is for fewer days) while the member pursues a formulary exception. Exceptions are
available in situations where you experience a change in the level of care you are receiving that also
requires you to transition fromone facility or treatment center to another. In such circumstances, you
would be eligible for a temporary, one time fill exception even if you are outside the first 90 days as a
member of the plan. Please note that our transition policy applies only to those drugs that are "Part
D" and bought at a network pharmacy. The transition policy cannot be used to buy a non-Part D drug
or a drug out-of-network, unless you qualify for out-of-network access.

For questions about a temporary supply, call Member Services at (866) 314-2427 (TTY users call 711).

During the timewhen you're using a temporary supply of a drug, you should talk with your provider to
decide what to do when your temporary supply runs out. You have 2 options:

Option 1 You can change to another drug

Talk with your provider about whether a different drug covered by our planmaywork just as well for you. Call
Member Services at (866) 314-2427 (TTY users call 711). to ask for a list of covered drugs that treat the same
medical condition. This list can help your provider find a covered drug that might work for you.

Option 2 You can ask for an exception

You and your provider can ask our plan tomake an exception and cover the drug in the way you'd like
it covered. If yourprovider says youhavemedical reasons that justify askingus for anexception, yourprovider
can help you ask for an exception. For example, you can ask our plan to cover a drug even though it is not on
our plan’s Drug List. Or you can ask our plan to make an exception and cover the drug without restrictions.

If you’re a current member and a drug you take will be removed from the formulary or restricted in someway
for next year, we’ll tell you about any change before to the new year. You can ask for an exception before next
year and we’ll give you an answer within 72 hours after we get your request (or your prescriber’s supporting
statement). If we approve your request, we’ll authorize coverage for the drug before the change takes effect.

If you and your provider want to ask for an exception, go to Chapter 9, Section 6.4 to learn what to do.
It explains the procedures and deadlines set by Medicare tomake sure your request is handled promptly and
fairly.

Section 5.1 What to do if your drug is in a cost-sharing tier you think is too high

If your drug is in a cost-sharing tier you think is too high, here are things you can do:

You can change to another drug

If your drug is in a cost-sharing tier you think is too high, talk to your provider. There may be a different drug
in a lower cost-sharing tier that might work just as well for you. Call Member Services at (866) 314-2427 (TTY
users call 711) to ask for a list of covered drugs that treat the samemedical condition. This list can help your
provider find a covered drug that might work for you.

You can ask for an exception

You and your provider can ask our plan tomake an exception in the cost-sharing tier for the drug so that
youpay less for it. If your provider says you havemedical reasons that justify asking us for an exception, your
provider can help you ask for an exception to the rule.
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If you and your provider want to ask for an exception, go to Chapter 9, Section 6.4 for what to do. It
explains the procedures and deadlines set by Medicare to make sure your request is handled promptly and
fairly.

Drugs in our Tier 5 aren’t eligible for this type of exception. We don’t lower the cost-sharing amount for drugs
in this tier.

Section 6 Our Drug List can change during the year

Most changes in drug coverage happen at the beginning of each year (January 1). However, during the year,
our plan canmake some changes to the Drug List. For example, our plan might:

Add or remove drugs from the Drug List.
Move a drug to a higher or lower cost-sharing tier.
Add or remove a restriction on coverage for a drug.
Replace a brand name drug with a generic version of the drug.
Replaceanoriginalbiologicalproductwithan interchangeablebiosimilarversionof thebiological
product.

Wemust follow Medicare requirements before we change our plan’s Drug List.

Information on changes to drug coverage

Whenchanges to theDrugListoccur,wepost informationonourwebsiteabout thosechanges.Wealsoupdate
our online Drug List regularly. sometimes you'll get direct notice if changes are made to a drug that you take.

Changes to druge coverage that affect you during this plan year

Adding new drugs to the Drug List and immediately removing or making changes to a like drug
on the Drug List.

When adding a new version of a drug to the Drug List, wemay immediately remove a like drug
from the Drug List, move the like drug to a different cost-sharing tier, add new restrictions, or
both. The new version of the drug will be on the same or a lower cost-sharing tier and with the
same or fewer restrictions.
We'll make these immediate changes only if we add a new generic version of a brand name or
add certain newbiosimilar versions of anoriginal biological product thatwas alreadyon theDrug
List.
Wemaymake these changes immediately and tell you later, even if you take the drug that we
remove or make changes to. If you take the like drug at the time wemake the change, We'll tell
you about any specific change wemade.

Adding drugs to the Drug List and removing or making changes to a like drug on the Drug List
When adding another version of a drug to the Drug List, wemay remove a like drug from the Drug
List, move it to a different cost sharing tier, add new restrictions, or both. The new version of the
drug will be on the same or a lower cost-sharing tier and with the same or fewer restrictions.
We'llmake these changesonly ifweaddanewgeneric versionof abrandnamedrugoraddcertain
new biosimilar versions of an original biological product that was already on the Drug List.
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We'll tell you at least 30 days before wemake the change, or tell you about the change and cover
a 31-day fill of the version of the drug you're taking.

Removing unsafe drugs and other drugs on the Drug List that are withdrawn from themarket.
Sometimes a drug can be deemed unsafe or taken off the market for another reason. If this
happens, wemay immediately remove the drug from theDrug List. If you take that drug, we'll tell
you after wemake the change.

Making other changes to drugs on the Drug List
Wemaymake other changes once the year has started that affect drugs you are taking. For
example, we based on FDA boxed warnings or new clinical guidelines recognized by Medicare.
We'll tell you at least 30 days before wemake these changes, or tell you about the change and
cover an additional 31-day refill of the drug you're taking.

If wemake changes to any of the drugs you take, talk with your prescriber about the options that would work
best for you, including changing to a different drug to treat your condition, or asking for a coverage decision
to satisfy any new restrictions on the drug you take. You or your prescriber can ask us for an exception to
continue covering the drug or version of the drug take. For more information on how to ask for a coverage
decision, including an exception, go to Chapter 9.

Changes to the Drug List that don't affect you during this plan year

Wemaymake certain changes to the Drug List that aren't described above. In these cases, the change won't
apply to you if you're taking the drug when the change is made; however, these changes will likely affect you
starting January 1 of the next plan year if you stay in the same plan.

In general, changes that won't affect you during the current plan year are:

Wemove your drug into a higher cost-sharing tier.
We put a new restriction on the use of your drug.
We remove your drug from the Drug List.

If any of these changes happen for a drug you take (except formarket withdrawal, a generic drug replacing
a brand namedrug, or other change noted in the sections above), the changewon’t affect your use orwhat
you pay as your share of the cost until January 1 of the next year.

We won't tell you about these types of changes directly during the current plan year. You'll need to check
the Drug List for the next plan year (when the list is available during the open enrollment period) to see if
there are any changes to drugs you take that will impact you during the next plan year.

Section 7 Types of drugs we don't cover

Some kinds of prescription drugs are excluded. This means Medicare doesn't pay for these drugs.

If you get drugs that are excluded, youmust pay for them yourself. If you appeal and the requested drug is
found not to be excluded under Part D, we'll pay for or cover it. (For information about appealing a decision,
go to Chapter 9.)

Here are 3 general rules about drugs that Medicare drug plans won't cover under Part D:

Our plan’s Part D drug coverage can't cover a drug that would be covered under Medicare Part A or
Part B.
Our plan can't cover a drug purchased outside the United States or its territories.
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Our plan can't cover off-label use of a drug when the use isn't supported by certain references, such
as the American Hospital Formulary Service Drug Information and the Micromedex DRUGDEX
Information System. Off label use is any use of the drug other than those indicated on a drug’s label
as approved by the FDA.

In addition, by law, the following categories of drugs aren't covered by Medicare drug plans:

Non-prescription drugs (also called over-the-counter drugs)
Drugs used to promote fertility
Drugs used for the relief of cough or cold symptoms
Drugs used for cosmetic purposes or to promote hair growth
Prescription vitamins andmineral products, except prenatal vitamins and fluoride preparations
Drugs used for the treatment of sexual or erectile dysfunction
Drugs used for treatment of anorexia, weight loss, or weight gain
Outpatient drugs for which the manufacturer requires associated tests or monitoring services be
purchased only from themanufacturer as a condition of sale

If yougetExtraHelp topay for yourprescriptions, ExtraHelpwon't pay fordrugs that aren't normally covered.
If you have drug coverage throughMedicaid, your stateMedicaid programmay cover someprescription drugs
not normally covered in a Medicare drug plan. Contact your state Medicaid program to determine what drug
coverage may be available to you. (Find phone numbers and contact information for Medicaid in Chapter 2,
Section 6.)

Section 8 How to fill a prescription

To fill your prescription, provide your planmembership information,which canbe foundonyourmembership
card, at the network pharmacy you choose. The network pharmacy will automatically bill the plan for our
share of your drug cost. You will need to pay the pharmacy your share of the cost when you pick up your
prescription.

If you don’t have our planmembership informationwith you, you or our pharmacy can call the plan to get the
information, or you can ask the pharmacy to look up our plan enrollment information.

If the pharmacy can't get the necessary information, youmay have to pay the full cost of the prescription
when you pick it up. You can then ask us to reimburse you for our share. Go to Chapter 7, Section 2 for
information about how to ask our plan for reimbursement.

Section 9 Part D drug coverage in special situations

Section 9.1 In a hospital or a skilled nursing facility for a stay covered by our plan

If you're admitted to a hospital or to a skilled nursing facility for a stay covered by our plan, we'll generally
cover the cost of yourprescriptiondrugsduring your stay.Onceyou leave thehospital or skillednursing facility,
the plan will cover your prescription drugs as long as the drugs meet all our rules for coverage described in
this chapter.
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Section 9.2 As a resident in a long-term care (LTC) facility

Usually, a long-term care (LTC) facility (such as a nursing home) has its own pharmacy or uses a pharmacy
that supplies drugs for all its residents. If you're a resident of an LTC facility, youmay get your prescription
drugs through the facility’s pharmacy or the one it uses, as long as it's part of our network.

Check your Pharmacy Directorywww.centralhealthplan.com to find out if your LTC facility’s pharmacy or the
one it uses is part of our network. If it isn’t, or if you needmore information or help, call Member Services at
(866) 314-2427 (TTY users call 711). If you're in an LTC facility, wemust ensure that you are able to routinely
get your Part D benefits through our network of LTC pharmacies.

If you’re a resident in an LTC facility and need a drug that's not on our Drug List or restricted in some, go to
Section 5.2 for information about getting a temporary or emergency supply.

Section 9.3 If you also have drug coverage from an employer or retiree group plan

If youhaveotherdrugcoverage throughyour (or your spouseordomesticpartner’s) employeror retireegroup,
contact that group’s benefits administrator.They canhelp youunderstandhowyour current drug coverage
will work with our plan.

Ingeneral, if youhaveemployeeor retireegroupcoverage, thedrugcoverageyouget fromuswill be secondary
to your group coverage. That means your group coverage pays first.

Special note about creditable coverage:

Each year your employer or retiree group should send you a notice that tells you if your drug coverage for the
next calendar year is creditable.

If the coverage from our group plan is “creditable,” it means that the plan has drug coverage that is expected
to pay, on average, at least as much as Medicare’s standard drug coverage.

Keep any notices about creditable coverage because youmay need these notices later show that you
maintainedcreditablecoverage. If youdidn’t getacreditablecoveragenotice, ask foracopy fromyouremployer
or retiree plan’s benefits administrator or the employer or union.

Section 9.4 If you're in a Medicare-certified hospice

Hospice and our plan don't cover the same drug at the same time. If you're enrolled in Medicare hospice and
require certain drugs (e.g., anti-nausea drugs, laxatives, pain medication or anti-anxiety drugs) that aren't
covered by your hospice because it is unrelated to your terminal illness and related conditions, our planmust
get notification from either the prescriber or your hospice provider that the drug is unrelated before our plan
can cover the drug. To prevent delays in getting these drugs that should be covered by our plan, ask your
hospice provider or prescriber to provide notification before your prescription is filled.

In the event you either revoke your hospice election or are discharged from hospice, our plan should cover
your drugs as explained in this document. To prevent any delays at a pharmacy when your Medicare hospice
benefit ends, bring documentation to the pharmacy to verify your revocation or discharge.
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Section 10 Programs on drug safety andmanagingmedications

We conduct drug use reviews to help make sure our members get safe and appropriate care.

We do a review each time you fill a prescription. We also review our records on a regular basis. During these
reviews, we look for potential problems like:

Possible medication errors
Drugs that may not be necessary because you take another similar drug to treat the same condition
Drugs that may not be safe or appropriate because of your age or gender
Certain combinations of drugs that could harm you if taken at the same time
Prescriptions for drugs that have ingredients you're allergic to
Possible errors in the amount (dosage) of a drug you take
Unsafe amounts of opioid pain medications

If we see a possible problem in your use ofmedications, we'll work with your provider to correct the problem.

Section 10.1 Drug Management Program (DMP) to helpmembers safely use opioidmedications

Wehaveaprogramthathelpsmakesuremembers safelyuseprescriptionopioidsandother frequentlyabused
medications. This program is called a Drug Management Program (DMP). If you use opioid medications that
you get from several prescribers or pharmacies, or if you had a recent opioid overdose, wemay talk to your
prescribers tomake sure your useof opioidmedications is appropriate andmedically necessary.Workingwith
your prescribers, if we decide your use of prescription opioid or benzodiazepinemedicationsmay not be safe,
wemay limit how you can get those medications. If we place you in our DMP, the limitations may be:

Requiring you to get all your prescriptions for opioid or benzodiazepine medications from a certain
pharmacy(ies)
Requiring you to get all your prescriptions for opioid or benzodiazepine medications from a certain
prescriber(s)
Limiting the amount of opioid or benzodiazepine medications we'll cover for you

If we plan on limiting how you get these medications or howmuch you can get, we'll send you a letter in
advance. The letter will tell you if we'll limit coverage of these drugs for you, or if you’ll be required to get the
prescriptions for these drugs only from a specific prescriber or pharmacy. You'll have an opportunity to tell us
which prescriber or pharmacies you prefer to use, and about any other information you think is important for
us to know. After you’ve had the opportunity to respond, if we decide to limit your coverage for these
medications, we'll send you another letter confirming the limitation. If you think wemade amistake or you
disagreewithourdecisionorwith the limitation, youandyourprescriberhave the right toappeal. If youappeal,
we'll review your case and give you a new decision. If we continue to deny any part of your request about the
limitations that apply to your access to medications, we'll automatically send your case to an independent
reviewer outside of our plan. Go to Chapter 9 for information about how to ask for an appeal.

You won't be placed in our DMP if you have certain medical conditions, such as cancer-related pain or sickle
cell disease, you're getting hospice, palliative, or end-of-life care, or live in a long-term care facility.
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Section 10.2 MedicationTherapyManagement(MTM)programtohelpmembersmanagemedications

Wehaveaprogram that canhelpourmemberswith complexhealthneeds.Our program is called aMedication
TherapyManagement (MTM) program. This program is voluntary and free. A teamof pharmacists and doctors
developed the program for us to helpmake sure our members get themost benefit from the drugs they take.

Somemembers who have certain chronic diseases and take medications that exceed a specific amount of
drugcostsor are inaDMPtohelp themuseopioids safely,maybeable toget services throughanMTMprogram.
If you qualify for the program, a pharmacist or other health professional will give you a comprehensive review
of all yourmedications. During the review, you can talk about yourmedications, your costs, and any problems
orquestionsyouhaveaboutyourprescriptionandover the-countermedications. You’ll getawrittensummary
which has a recommended to-do list that includes steps you should take to get the best results from your
medications. You’ll also get a medication list that will include all the medications you’re taking, howmuch
you take, and when and why you take them. In addition, members in the MTM programwill get information
on the safe disposal of prescription medications that are controlled substances.

It’s a good idea to talk to your doctor about your recommended to-do list andmedication list. Bring the
summary with you to your visit or anytime you talk with your doctors, pharmacists, and other health care
providers. Keep your medication list up to date and with you (for example, with your ID) in case you go to the
hospital or emergency room.

If we have a program that fits your needs, we'll automatically enroll you in the program and send you
information. If youdecidenot toparticipate,notifyusandwe'llwithdrawyou.Forquestionsabout thisprogram,
call Member Services at (866) 314-2427 (TTY users call 711).
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CHAPTER 6:
What you pay for Part D drugs
Section 1 What you pay for Part D drugs

If you're in a program that helps pay for your drugs, some information in this Evidence of Coverage about
the costs for Part D prescription drugsmay not apply to you.We sent you a separate insert, called the
Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription Drugs (also known as the
Low-Income Subsidy Rider or the LIS Rider), which tells you about your drug coverage. If you don’t have this
insert, call Member Services at (866) 314-2427 (TTY users call 711) and ask for the LIS Rider.

We use “drug” in this chapter to mean a Part D prescription drug. Not all drugs are Part D drugs – some drugs
are covered under Medicare Part A or Part B and other drugs are excluded fromMedicare coverage by law.

To understand the payment information, you need to knowwhat drugs are covered, where to fill your
prescriptions, andwhat rules to followwhen youget your covereddrugs. Chapter 5 explains these rules.When
you use our plan’s “Real-Time Benefit Tool” to look up drug coverage (www.centralhealthplan.com) the cost
you see shows an estimate of the out-of-pocket costs you're expected to pay. You can also get information
provided by the “Real-Time Benefit Tool” by calling Member Services at (866) 314-2427 (TTY users call 711).

Section 1.1 Types of out-of-pocket costs youmay pay for covered drugs

There are 3 different types of out-of-pocket costs for covered Part D drugs. That youmay be asked to pay:

Deductible is the amount you pay for drugs before our plan starts to pay our share.
Copayment is a fixed amount you pay each time you fill a prescription.
Coinsurance is a percentage of the total cost you pay each time you fill a prescription.

Section 1.2 HowMedicare calculates your out-of-pocket costs

Medicare has rules about what counts andwhat doesn't count as your out-of-pocket costs. Here are the rules
wemust follow when we keep track of your out-of-pocket costs.

These payments are included in your out-of-pocket costs
Your out-of-pocket costs include the payments listedbelow (as long as they are for Part D covereddrugs and
you followed the rules for drug coverage that are explained in Chapter 5):

The amount you pay for drugs when you are in the following drug payment stages:
The Deductible Stage
The Initial Coverage Stage

Any payments youmade during this calendar year as a member of a different Medicare prescription
drug plan before you joined our plan.
Any payments for your drugs made by family or friends
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Any payments made for your drugs by Extra Help fromMedicare, employer or union health plans,
Indian Health Service, AIDS drug assistance programs, andmost charities

Moving on to the Catastrophic Coverage Stage:

When you (or those paying on your behalf) have spent a total of $2,100 in out-of-pocket costs within the
calendar year, you will move from the Initial Coverage Stage to the Catastrophic Coverage Stage.

These payments aren't included in your out-of-pocket costs
Your out-of-pocket costs do not include any of these types of payments:

Drugs you buy outside the United States and its territories
Drugs that are not covered by our plan
Drugs you get at an out-of-network pharmacy that do not meet the plan’s requirements for
out-of-network coverage
Non-Part D drugs, including prescription drugs covered by Part A or Part B and other drugs excluded
from coverage by Medicare
Payments youmake toward prescription drugs not normally covered in aMedicare Prescription Drug
Plan
Payments for your drugs that are made by Veterans Health Administration (VA)
Payments for your drugs made by a third-party with a legal obligation to pay for prescription costs
(for example, Workers’ Compensation)
Payments made by drug manufacturers under the Manufacturer Discount Program

Reminder: If any other organization such as the ones listed above pays part or all of your out-of-pocket costs
for drugs, you are required to tell our plan by calling Member Services at (866) 314-2427 (TTY users call 711)

Tracking your out-of-pocket total costs

ThePart D Explanation of Benefits (EOB) youget includes the current total of your out-of-pocket costs.
When this amount reaches $2,100, the Part D EOBwill tell you that you left the Initial Coverage Stage
andmoved to the Catastrophic Coverage Stage.
Make sure we have the information we need. Go to Section 3.1 to learn what you can do to help
make sure that our records of what you have spent are complete and up to date.

Section 2 Drugpaymentstages forCentralHealthEmbraceChoicePlan (HMOC-SNP)
members

There are 3drug payment stages for your drug coverage under Central Health Embrace Choice Plan (HMO
C-SNP). Howmuch youpay for each prescription depends onwhat stage you're inwhen you get a prescription
filled or refilled. Details of each stage are explained in this chapter. The stages are:

Stage 1: Yearly Deductible Stage

Stage 2: Initial Coverage Stage
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Stage 3: Catastrophic Coverage Stage

Section 3 Your Part D Explanation of Benefits (EOB) explains which payment stage
you're in

Our plan keeps track of your prescription drug costs and the payments youmake when you get prescriptions
at the pharmacy. This way, we can tell youwhen youmove fromone drug payment stage to the next. We track
2 types of costs we keep track of:

Out-of-Pocket Costs:
This is howmuch you paid. This includes what you paid when you get a covered Part D drug, any
payments for your drugs made by family or friends, and any payments made for your drugs by Extra
Help fromMedicare, employer or union health plans, Indian Health Service, AIDS drug assistance
programs, charities, andmost State Pharmaceutical Assistance Programs (SPAPs).
Total Drug Costs: this is the total of all payments made for your covered Part D drugs. It includes
what our plan paid, what you paid, and what other programs or organizations paid for your covered
Part D drugs.

If you filled one or more prescriptions through our plan during the previous month, we'll send you a Part D
EOB. The Part D EOB includes:

Information for thatmonth. This report gives payment details about prescriptions you filled during
the previous month. It shows the total drug costs, what our plan paid, and what you and others paid
on your behalf.
Totals for the year since January 1. This shows the total drug costs and total payments for your
drugs since the year began.
Drug price information. This displays the total drug price, and information about changes in price
from first fill for each prescription claim of the same quantity.
Available lower cost alternativeprescriptions.This shows information about other available drugs
with lower cost sharing for each prescription claim, if applicable.

Section 3.1 Help us keep our information about your drug payments up to date

Tokeep trackof yourdrugcosts and thepayments youmake fordrugs,weuse recordsweget frompharmacies.
Here's how you can help us keep your information correct and up to date:

Show yourmembership card every time you get a prescription filled. This helps make sure we
know about the prescriptions you fill and what you pay.
Make sure we have the information we need. There are times youmay pay for the entire cost of a
prescription drug. In these cases, we won't automatically get the information we need to keep track
of your out-of-pocket costs. To help us keep track of your out-of-pocket costs, give us copies of your
receipts. Examples of when you should give us copies of your drug receipts:

When you purchase a covered drug at a network pharmacy at a special price or use a discount
card that's not part of our plan’s benefit.
When you pay a copayment for drugs provided under a drug manufacturer patient assistance
program.
Any time you buy covered drugs at out-of-network pharmacies or pay the full price for a covered
drug under special circumstances.
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If you'rebilled for a covereddrug, youcanaskourplan topayour shareof the cost. For instructions
on how to do this, go to Chapter 7, Section 2.

Send us information about the payments others make for you. Payments made by certain other
people and organizations also count toward your out-of-pocket costs. For example, payments made
by an AIDS drug assistance program (ADAP), the Indian Health Service, and charities count toward
your out-of-pocket costs. Keep a record of these payments and send them to us so we can track your
costs.
Check the written report we send you.When you get the Part D EOB, look it over to be sure the
information is complete and correct. If you think something is missing or you have questions, call
Member Services. Be sure to keep these reports.

Section 4 The Deductible Stage

TheDeductibleStage is the first payment stage for yourdrugcoverage. Thedeductibledoesn’t apply to covered
insulin products andmost adult Part D vaccines, including shingles, tetanus, and travel vaccines. Youwill pay
a yearly deductible of $615 on Tier 2, Tier 3, Tier 4 and Tier 5 drugs. Youmust pay the full cost of your Tier
2, Tier 3, Tier 4 and Tier 5 drugs until you reach the plan’s deductible amount. For all other drugs, you will
not have to pay any deductible. The “full cost” is usually lower than the normal full price of the drug since
our plan has negotiated lower costs for most drugs at network pharmacies.

Once you pay for your Tier 2, Tier 3, Tier 4 and Tier 5 drugs, you leave the Deductible Stage andmove on to
the Initial Coverage Stage.

Section 5 The Initial Coverage Stage

Section 5.1 What you pay for a drug depends on the drug andwhere you fill your prescription

During the Initial Coverage Stage, our plan pays its share of the cost of your covered drugs, and you pay your
share (your copayment or coinsurance amount). Your share of the cost will vary depending on the drug and
where you fill your prescription.

Our plan has six cost-sharing tiers

Every drug on our plan’s Drug List is in one of six cost-sharing tiers. In general, the higher the cost-sharing tier
number, the higher your cost for the drug:

Tier 1 - Preferred Generic (lowest cost share)
Tier 2 - Generic
Tier 3 - Preferred Brand (You pay $35 per month supply of each covered insulin product on this tier.)
Tier 4 - Non-Preferred Drug
Tier 5 - Specialty Tier (highest cost share)
Tier 6 - Select Care Drugs (lowest cost share)

To find out which cost-sharing tier your drug is in, look it up in our plan’s Drug List.
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Your pharmacy choices

Howmuch you pay for a drug depends on whether you get the drug from:

A network retail pharmacy
Apharmacy that isn't inourplan’snetwork.Wecoverprescriptions filledatout-of-networkpharmacies
in only limited situations. Go toChapter 5, Section 2.5 to findoutwhenwe'll cover a prescription filled
at an out-of-network pharmacy.
Our plan’s mail-order pharmacy.

For more information about these pharmacy choices and filling your prescriptions, go to Chapter 5 and our
plan’s Pharmacy Directorywww.centralhealthplan.com.

Section 5.2 Your costs for a one-month supply of a covered drug

During the Initial Coverage Stage, your share of the cost of a covered drug will be either a copayment or
coinsurance.

The amount of the copayment or coinsurance depends on the cost-sharing tier.

Sometimes the cost of the drug is lower than your copayment. In these cases, you pay the lower price for the
drug instead of the copayment.
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Your costs for a one-month supply of a covered Part D drug:

Out-of-network cost
sharing

(Coverage is limited to
certain situations; go to
Chapter 5 for details.)
(up to a 31-day supply)

Long-term care
(LTC) cost sharing

(up to a 31-day
supply)

Mail-order cost
sharing

(up to a 31-day
supply)

Standard retail
in-network cost
sharing

(up to a 31-day
supply)Tier

$0 copay$0 copay$0 copay$0 copayCost-Sharing Tier 1

(Preferred Generic
Drugs)

15% coinsurance15% coinsurance15% coinsurance15% coinsuranceCost-Sharing Tier 2

(Generic Drugs)

15% coinsurance15% coinsurance15% coinsurance15% coinsuranceCost-Sharing Tier 3

(Preferred Brand
Drugs)

30% coinsurance30% coinsurance30% coinsurance30% coinsuranceCost-Sharing Tier 4

(Non-PreferredDrugs)

25% coinsurance25% coinsurance25% coinsurance25% coinsuranceCost-Sharing Tier 5

(Specialty Drugs)

$0 copay$0 copay$0 copay$0 copayCost-Sharing Tier 6

(Select Care Drugs)
You won’t pay more than $35 for a one-month supply of each covered insulin product on Tier 3, even if you
haven’t paid your deductible.

Please see Section 8 of this chapter for more information on cost sharing for Part D vaccines.

Section 5.3 If your doctor prescribes less than a full month’s supply, youmay not have to pay the
cost of the entire month’s supply

Typically, the amount you pay for a drug covers a full month’s supply. There may be times when you or your
doctorwould likeyou tohave less thanamonth’s supplyofadrug (forexample,whenyou're tryingamedication
for the first time). You can also ask your doctor to prescribe, and your pharmacist to dispense, less than a full
month’s supply, if this will help you better plan refill dates.

If you get less than a full month’s supply of certain drugs, you won't have to pay for the full month’s supply.

If you're responsible for coinsurance, you pay a percentage of the total cost of the drug. Since the
coinsurance is based on the total cost of the drug, your cost will be lower since the total cost for the
drug will be lower.
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If you're responsible for a copayment for the drug, you only pay for the number of days of the drug
that you receive instead of a whole month. We calculate the amount you pay per day for your drug
(the daily cost-sharing rate) andmultiply it by the number of days of the drug you get.

Section 5.4 Your costs for a long-term (up to a 100-day) supply of a covered Part D drug

For some drugs, you can get a long-term supply (also called an extended supply). A long-term supply is up to
a 100-day supply.

Sometimes the cost of the drug is lower than your copayment. In these cases, you pay the lower price
for the drug instead of the copayment.

Your costs for a long-term supply of a covered Part D drug:

StandardMail-ordercost sharing

(up to a 100-day supply)

Standard retail cost sharing (in-
network)

(up to a 100-day supply)Tier

$0 copay$0 copayCost-Sharing Tier 1

(Preferred Generic Drugs)

15% coinsurance15% coinsuranceCost-Sharing Tier 2

(Generic Drugs)

15% coinsurance15% coinsuranceCost-Sharing Tier 3

(Preferred Brand Drugs)

30% coinsurance30% coinsuranceCost-Sharing Tier 4

(Non-Preferred Drugs)

A long-term supply is not available
for drugs in Tier 5.

A long-term supply is not available
for drugs in Tier 5.

Cost-Sharing Tier 5

(Specialty Drugs)

$0 copay$0 copayCost-Sharing Tier 6

(Select Care Drugs)
You won't paymore than $105 for up to a three-month supply of each covered insulin product on Tier 3, even
if you haven’t paid your deductible.

Section 5.5 You stay in the Initial Coverage Stage until your out-of-pocket costs for the year reach
$2,100

You stay in the Initial Coverage Stage until your total out-of-pocket costs reach $2,100. You thenmove to the
Catastrophic Coverage Stage.

The Part D EOB you get will help you keep track of howmuch you, our plan, and any third parties have spent
on your behalf during the year. Not all members will reach the $2,100 limit in a year.
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We'll let youknow if you reach this amount.Go toSection1.3 formore informationonhowMedicare calculates
your out-of-pocket costs.

Section 6 The Catastrophic Coverage Stage

In the Catastrophic Coverage Stage, you pay nothing for covered Part D drugs. You enter the Catastrophic
Coverage Stage when your out-of-pocket costs reach the $2,100 limit for the calendar year. Once you are in
the Catastrophic Coverage Stage, you will stay in this payment stage until the end of the calendar year.

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

Section 7 What you pay for Part D vaccines

Importantmessage aboutwhat you pay for vaccines - Some vaccines are consideredmedical benefits and
are covered under Part B. Other vaccines are considered Part D drugs. You can find these vaccines listed in our
plan’s Drug List. Our plan covers most adult Part D vaccines at no cost to you, even if you haven’t paid your
deductible. Go to our plan’s Drug List or call Member Services for coverage and cost-sharing details about
specific vaccines.

There are 2 parts to our coverage of Part D vaccines:

The first part is the cost of the vaccine itself.
The secondpart is for the cost ofgivingyou thevaccine. (This is sometimes called theadministration
of the vaccine.)

Your costs for a Part D vaccine depend on 3 things:

1. Whether the vaccine is recommended for adults by an organization called the Advisory Committee
or Immunization Practices (ACIP).

Most adult Part D vaccines are recommended by ACIP and cost you nothing.
2. Where you get the vaccine.

The vaccine itself may be dispensed by a pharmacy or provided by the doctor’s office.
3. Who gives you the vaccine.

A pharmacist or another provider may give the vaccine in the pharmacy. Or a provider may give it in
the doctor’s office.

What you pay at the time you get the Part D vaccine can vary depending on the circumstances andwhat drug
payment stage you're in.

When you get a vaccine, youmay have to pay the entire cost for both the vaccine itself and the cost
for the provider to give you the vaccine. You can ask our plan to pay youback for our share of the cost.
For most adult Part D vaccines, this means you'll be reimbursed the entire cost you paid.
Other times, when you get a vaccine, you pay only your share of the cost under your Part D benefit.
For most adult Part D vaccines, you pay nothing.

Below are 3 examples of ways youmight get a Part D vaccine.
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Situation 1: You get the Part D vaccine at the network pharmacy. (Whether you have this choice depends
on where you live. Some states don't allow pharmacies to give certain vaccines.)

For most adult Part D vaccines, you pay nothing.
For other Part D vaccines, you pay the pharmacy your copayment for the vaccine
itself which includes the cost of giving you the vaccine.
Our plan will pay the remainder of the costs.

Situation 2: You get the Part D vaccine at your doctor’s office.
When you get the vaccine, youmay have to pay the entire cost of the vaccine itself
and the cost for the provider to give it to you.
You can then ask our plan to pay our share of the cost by using the procedures
described in Chapter 7.
For most adult Part D vaccines, you'll be reimbursed the full amount you paid. For
otherPartDvaccines, you'll be reimbursed theamount youpaid less anycopayment
for the vaccine (including administration).

Situation 3: You buy the Part D vaccine itself at the network pharmacy, and take it to your doctor’s office
where they give you the vaccine.

For most adult Part D vaccines, you pay nothing for the vaccine itself.
For other Part D vaccines, you pay the pharmacy your copayment for the vaccine
itself.
When your doctor gives you the vaccine, youmay have to pay the entire cost for this
service.
You can then ask our plan to pay our share of the cost by using the procedures
described in Chapter 7.
For most adult Part D vaccines, you'll be reimbursed the full amount you paid. For
other Part D vaccines, you will be reimbursed the amount you paid less any
coinsurance for the vaccine administration.
You will be reimbursed the amount charged by the doctor for administering the
vaccine.
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CHAPTER 7:
Asking us to pay our share of a bill for covered
medical services or drugs
Section 1 Situations when you should ask us to pay our share for covered services

or drugs

Sometimes when you get medical care or a prescription drug, youmay need to pay the full cost. Other times,
youmay find you paymore than you expected under the coverage rules of our plan, or youmay get a bill from
aprovider. In these cases, you can ask our plan to pay you back (reimburse you). It's your right to be paid back
by our plan whenever you’ve paid more than your share of the cost for medical services or drugs covered by
our plan. There may be deadlines that youmust meet to get paid back. Go to Section 2 of this chapter.

Theremay also be timeswhen you get a bill fromaprovider for the full cost ofmedical care you got or formore
than your share of cost sharing. First, try to resolve the bill with the provider. If that doesn't work, send the bill
to us instead of paying it. We'll look at the bill and decidewhether the services should be covered. If we decide
they should be covered, we will pay the provider directly. If we decide not to pay it, we'll notify the provider.
You should never pay more than plan-allowed cost sharing. If this provider is contracted, you still have the
right to treatment.

Examples of situations in which youmay need to ask our plan to pay you back or to pay a bill you got:

1. When you got emergency or urgently neededmedical care from a provider who's not in our plan’s
network

Outside the service area, you can get emergency or urgently needed services from any provider, whether
or not the provider is a part of our network. In these cases,

You're only responsible for paying your share of the cost for emergency or urgently needed services.
Emergency providers are legally required to provide emergency care. If you pay the entire amount
yourself at the time you get the care, ask us to pay you back for our share of the cost. Send us the bill,
along with documentation of any payments youmade.
Youmay get a bill from the provider asking for payment you think you do not owe. Send us this bill,
along with documentation of any payments you already made.

If the provider is owed anything, we'll pay the provider directly.
If you already paidmore than your share of the cost of the service, we'll determine howmuch you
owed and pay you back for our share of the cost.

2. When a network provider sends you a bill you think you shouldn't pay

Network providers should always bill our plan directly and ask you only for your share of the cost. But
sometimes they makemistakes and ask you to pay more than your share.
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Youonlyhave topayyourcost-sharingamountwhenyougetcoveredservices.Wedon'tallowproviders
to add additional separate charges, called balance billing. This protection (that you never pay more
than your cost-sharing amount) applies even if we pay the provider less than the provider charges for
a service and even if there's a dispute and we don’t pay certain provider charges.
Whenever you get a bill from a network provider you think is more than you should pay, send us the
bill. We'll contact the provider directly and resolve the billing problem.
If you already paid a bill to a network provider, but feel you paid toomuch, send us the bill alongwith
documentation of any payment youmade and ask us to pay you back the difference between the
amount you paid and the amount you owed under our plan.

3. If you're retroactively enrolled in our plan

Sometimesaperson’s enrollment inourplan is retroactive. (Thismeans that the first dayof their enrollment
has already passed. The enrollment date may even have occurred last year.)

If you were retroactively enrolled in our plan and you paid out of pocket for any of your covered services
or drugs after your enrollment date, you can ask us to pay you back for our share of the costs. You need to
submit paperwork such as receipts and bills for us to handle the reimbursement.

4. When you use an out-of-network pharmacy to fill a prescription

If you go to an out-of-network pharmacy, the pharmacymay not be able to submit the claim directly to us.
When that happens, you have to pay the full cost of your prescription.

Saveyour receipt andsendacopy touswhenyouaskus topayyouback forour shareof the cost. Remember
that we only cover out-of-network pharmacies in limited circumstances. Go to Chapter 5, Section 2.5 to
learn about these circumstances. Wemay not pay you back the difference between what you paid for the
drug at the out-of-network pharmacy and the amount we'd pay at an in-network pharmacy.

5. When you pay the full cost for a prescription because you don’t have your planmembership card
with you

If you don't have our planmembership card with you, you can ask the pharmacy to call our plan or to look
up your plan enrollment information. If the pharmacy can't get the enrollment information they need right
away, youmay need to pay the full cost of the prescription yourself.

Save your receipt and send a copy to us when you ask us to pay you back for our share of the cost. Wemay
not pay you back the full cost you paid if the cash price you paid is higher than our negotiated price for the
prescription.

6. When you pay the full cost for a prescription in other situations

Youmay pay the full cost of the prescription because you find the drug isn't covered for some reason.

For example, the drugmay not be on our plan’s Drug List or it could have a requirement or restriction
you didn’t know about or don’t think should apply to you. If you decide to get the drug immediately,
youmay need to pay the full cost for it.
Save your receipt and send a copy to uswhen you ask us to pay you back. In some situations, wemay
need to getmore information from your doctor to pay you back for our share of the cost. Wemay not
pay you back the full cost you paid if the cash price you paid is higher than our negotiated price for
the prescription.
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7. When there is a billing error at the Pharmacy in reference to a formularymedication.

All of theexamplesaboveare typesof coveragedecisions. Thismeans that ifwedenyyour request forpayment,
you can appeal our decision. Chapter 9 has information about how tomake an appeal.

Section 2 How to ask us to pay you back or to pay a bill you got

You can ask us to pay you back by sending us a request in writing. If you send a request in writing, send your
bill anddocumentationof anypaymentyouhavemade. It’s agood idea tomakeacopyof yourbill and receipts
for your records. Youmust submit your claim to uswithin one (1) calendar year of the date you received the
service and/or item, or within 36 months of the date you got the drug.

Mail your request for payment together with any bills or paid receipts to us at Medical Services Claims for
medical claims or Part D Prescription Drug Claims for drug claims:

Medical Services Claims:
Central Health Medicare Plan
Attn: Medicare Member Services
200 Oceangate Ste. 100
Long Beach, CA 90802

Part D Prescription Drug Claims:
Molina Healthcare

Attn: Pharmacy Department

7050 Union Park Center Suite 600

Midvale, UT 84047

Section 3 We'll consider your request for payment and say yes or no

When we get your request for payment, we'll let you know if we need any additional information from you.
Otherwise, we'll consider your request andmake a coverage decision.

If we decide themedical care or drug is covered and you followed all the rules, we'll pay for our share
of the cost. Our share of the costmight not be the full amount you paid (for example, if you got a drug
at an out-of-network pharmacy or if the cash price you paid for a drug is higher than our negotiated
price). If you already paid for the service or drug, we'll mail your reimbursement of our share of the
cost to you. If you haven't paid for the service or drug yet, we'll mail the payment directly to the
provider.
If we decide the medical care or drug is not covered, or you did not follow all the rules, we won't pay
for our share of the cost. We'll send you a letter explaining the reasons why we aren't sending the
payment and your right to appeal that decision.

Section 3.1 Ifwe tell you thatwewon't pay for all or part of themedical careordrug, you canmake
an appeal

If you think wemade amistake in turning down your request for payment or the amount we're paying, you
canmake an appeal. If youmake an appeal, it means you're asking us to change the decision wemade when
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we turned down your request for payment. The appeals process is a formal process with detailed procedures
and important deadlines. For the details on how tomake this appeal, go to Chapter 9.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 100
Chapter 7: Asking us to pay our share of a bill for coveredmedical services or drugs



CHAPTER 8:
Your rights and responsibilities
Section 1 Our planmust honor your rights and cultural sensitivities

Section 1.1 Wemust provide information in a way that works for you and consistent with your
cultural sensitivities (in languages other than English, braille, large print, or other
alternate formats, etc.)

Our plan is required to ensure that all services, both clinical and non-clinical, are provided in a culturally
competentmannerandareaccessible toall enrollees, including thosewith limitedEnglishproficiency, limited
reading skills, hearing incapacity, or thosewith diverse cultural and ethnic backgrounds. Examples of howour
plan canmeet these accessibility requirements include but aren't limited to, provision of translator services,
interpreter services, teletypewriters, or TTY (text telephone or teletypewriter phone) connection.

Our plan has free interpreter services available to answer questions fromnon-English speakingmembers. Our
communications toyoumaybemadeavailable toyou in several languages. Inorder to receive certainmaterials
in the language that you prefer, youmay indicate it in your enrollment application or call Member Services
(phone numbers are printed on the back cover of this booklet). Please note, lengthier materials, such as this
booklet, are available only in English and Spanish. We can also give you information in braille, in large print,
or other alternate formats at no cost if you need it. We're required to give you information about our plan’s
benefits in a format that's accessible and appropriate for you. To get information from us in a way that works
for you, call Member Services.

Our plan is required to give female enrollees the option of direct access to a women’s health specialist within
the network for women’s routine and preventive health care services.

If providers inourplan’s network for a specialty aren't available, it's ourplan’s responsibility to locate specialty
providers outside the network who will provide you with the necessary care. In this case, you'll only pay
in-network cost sharing. If you find yourself in a situation where there are no specialists in our plan’s network
that cover a service you need, call our plan for information on where to go to get this service at in-network
cost sharing.

If you have any trouble getting information from our plan in a format that's accessible and appropriate for
you, seeing a women’s health specialist or finding a network specialist, call to file a grievance with Member
Services at (866) 314-2427 (TTY users should call 711). You can also file a complaint with Medicare by calling
1-800-MEDICARE (1-800-633-4227) or directly with the Office for Civil Rights 1-800-368-1019 or TTY
1-800-537-7697.

Su plan está obligado a garantizar que todos los servicios, tanto clínicos como no clínicos, se proporcionen
demanera competente desde el punto de vista cultural y sean accesibles para todos los afiliados, incluidos
los que tienen un nivel de inglés o una capacidad de lectura limitados, una incapacidad auditiva o un origen
cultural yétnicodiverso.Algunosejemplosdecómounplanpuedecumplir conestos requisitosdeaccesibilidad
son, entre otros, proporcionar servicios de traducción, servicios de interpretación, teletipos o conexión TTY
(teléfono de texto o teletipo).
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Nuestro plan cuenta con servicios de interpretación gratuitos disponible para responder a las preguntas de
los miembros que no hablan inglés. Es posible que nuestras comunicaciones con usted estén disponibles en
varios idiomas. Para recibir ciertos materiales en el idioma que prefiera, puede indicarlos en su solicitud de
inscripción o llamar a Servicios paramiembros (los números de teléfono están impresos en la contraportada
de este folleto). Tenga en cuenta que los materiales más largos, como este folleto, están disponibles solo en
inglés y español. También podemos brindarle información en sistema Braille, en letra grande o en formatos
alternativos de forma gratuita si lo requiere. Debemos brindarle información sobre los beneficios del plan en
un formato que sea accesible y apropiado para usted. Para obtener información de parte de nosotros en un
formato que le sea conveniente, llame Servicios para Miembros.

Nuestroplanestáobligadoaofrecer a lasmujeres afiliadas laopcióndeaccederdirectamenteaunespecialista
ensaludde lamujerdentrode la redpara los serviciosdeatenciónmédicade rutinaypreventivaparamujeres.

Si nohayproveedoresdisponiblesen la reddelplanparaunaespecialidad, es responsabilidaddelplan localizar
proveedores especializados fuera de la red que le proporcionen la atención médica necesaria. En este caso,
solo pagará los gastos compartidos dentro de la red. Si se encuentra en una situación en la que no hay
especialistas en la red del plan que cubran un servicio que usted necesita, llame al plan para que le informen
dónde acudir para obtener ese servicio con los costos de gastos compartidos dentro de la red.

Si tienealgúnproblemaparaobtener informacióndenuestroplanenun formatoqueseaaccesible yapropiado
para usted, para ver a especialistas en salud de lamujer o para encontrar un especialista de la red, llame para
presentar una queja ante Servicios paramiembros al (866) 314-2427 (los usuarios de TTY deben llamar al 711).
También puede presentar un reclamo ante Medicare llamando al 1-800-MEDICARE (1-800-633-4227) o
directamente ante la Oficina de Derechos Civiles al 1-800-368-1019 o TTY 1-800-537-7697.

Section 1.2 Wemust ensure that you get timely access to your covered services and drugs

You have the right to choose a primary care provider (PCP) in our plan’s network to provide and arrange for
your covered services. You also have the right to go to a women’s health specialist (such as a gynecologist)
without a referral.

You have the right to get appointments and covered services from our plan’s network of providerswithin a
reasonable amount of time. This includes the right to get timely services from specialists when you need that
care. Youalsohave the right toget yourprescriptions filledor refilledat anyof ournetworkpharmacieswithout
long delays.

If you think you aren't getting yourmedical care or Part Ddrugswithin a reasonable amount of time, Chapter 9
tells what you can do.

Section 1.3 Wemust protect the privacy of your personal health information

Federal and state lawsprotect theprivacyof yourmedical recordsandpersonal health information.Weprotect
your personal health information as required by these laws.

Your personal health information includes the personal information you gave us when you enrolled
in this plan as well as your medical records and other medical and health information.
You have rights related to your information and controlling how your health information is used. We
give youawrittennotice, calledaNoticeofPrivacyPractice, that tells about these rights andexplains
howwe protect the privacy of your health information.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 102
Chapter 8: Your rights and responsibilities



How dowe protect the privacy of your health information?

Wemake sure that unauthorized people don’t see or change your records.
Except for the circumstancesnotedbelow, ifwe intend togive your health information toanyonewho
isn’t providing your care or paying for your care,we are required to get written permission from you or
someone you have given legal power to make decisions for you first.
Thereare certainexceptions thatdon't requireus toget yourwrittenpermission first. Theseexceptions
are allowed or required by law.

We're required to releasehealth information togovernmentagencies thatarecheckingonquality
of care.
Because you're a member of our plan through Medicare, we're required to give Medicare your
health information including information about your Part D drugs. If Medicare releases your
information for research or other uses, this will be done according to federal statutes and
regulations; typically, this requires that information that uniquely identifies you not be shared.

You can see the information in your records and know how it's been shared with others

You have the right to look at your medical records held by our plan, and to get a copy of your records. We're
allowed tochargeyoua fee formakingcopies. Youalsohave the right toaskus tomakeadditionsor corrections
to your medical records. If you ask us to do this, we'll work with your health care provider to decide whether
the changes should bemade.

You have the right to know how your health information has been shared with others for any purposes that
aren't routine.

If youhavequestionsor concernsabout theprivacyof yourpersonal health information, callMemberServices.

Wemay use or disclose your protected health information (“PHI”) in a manner that complies with the Health
Insurance Portability and Accountability Act of 1996 (“HIPAA”). Wemay disclose your PHI to other parties as
necessary for treatment, payment, and health care operations, including without limitation to Medicare, to
other plans, to your primary care provider and other providers.

Section 1.4 Wemust give you information about our plan, our network of providers, and your
covered services

As a member of Central Health Embrace Choice Plan (HMO C-SNP), you have the right to get several kinds of
information from us.

If you want any of the following kinds of information, call Member Services:

Information about our plan. This includes, for example, information about the plan’s financial
condition.
Information about our network providers and pharmacies. You have the right to get information
about thequalificationsof theproviders andpharmacies inournetworkandhowwepay theproviders
in our network.
Information about your coverage and the rules youmust followwhen using your coverage.
Chapters3and4provide information regardingmedical services.Chapters5and6provide information
about Part D drug coverage.
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Informationaboutwhysomething isnotcoveredandwhatyoucandoabout it.Chapter9provides
information on asking for a written explanation onwhy amedical service or Part D drug isn't covered
or if your coverage is restricted.Chapter9alsoprovides informationonaskingus tochangeadecision,
also called an appeal.

Section 1.5 You have the right to know your treatment options and participate in decisions about
your care

You have the right to get full information from your doctors and other health care providers. Your providers
must explain your medical condition and your treatment choices in a way that you can understand.

You also have the right to participate fully in decisions about your health care. To help youmake decisions
with your doctors about what treatment is best for you, your rights include the following:

To know about all your choices. You have the right to be told about all treatment options
recommended for your condition, no matter what they cost or whether they're covered by our plan.
It also includesbeing told aboutprogramsourplanoffers tohelpmembersmanage theirmedications
and use drugs safely.
Toknowabout the risks. Youhave the right tobe told about any risks involved in your care. Youmust
be told in advance if any proposedmedical care or treatment is part of a research experiment. You
always have the choice to refuse any experimental treatments.
The right to say “no.” You have the right to refuse any recommended treatment. This includes the
right to leave a hospital or othermedical facility, even if your doctor advises younot to leave. You also
have the right to stop taking yourmedication. If you refuse treatment or stop takingmedication, you
accept full responsibility for what happens to your body as a result.

You have the right to give instructions about what's to be done if you can't makemedical decisions for
yourself

Sometimes people become unable to make health care decisions for themselves due to accidents or serious
illness. You have the right to say what you want to happen if you're in this situation. This means, if you want
to, you can:

Fill out a written form to give someone the legal authority tomakemedical decisions for you if
you ever become unable to make decisions for yourself.
Give your doctors written instructions about how you want them to handle your medical care if
you become unable to make decisions for yourself.

Legal documents you can use to give directions in advance of these situations are called advance directives.
Documents like a living will and power of attorney for health care are examples of advance directives.

How to set up an advance directive to give instructions:

Get a form. You can get an advance directive form from your lawyer, a social worker, or some office
supply stores. You can sometimes get advance directive forms from organizations that give people
information about Medicare.
Fill out the form and sign it. Nomatter where you get this form, it's a legal document. Consider
having a lawyer help you prepare it.
Give copies of the form to the right people.Give a copy of the form to your doctor and to the person
you name on the formwho canmake decisions for you if you can’t. Youmay want to give copies to
close friends or family members. Keep a copy at home.
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If you knowaheadof time that you're going tobehospitalized, and youhave signedanadvancedirective, take
a copy with you to the hospital.

The hospitalwill askwhether you signed an advance directive formandwhether youhave itwith you.
If you didn't sign an advance directive form, the hospital has forms available and will ask if you want
to sign one.

Filling out an advance directive is your choice (including whether you want to sign one if you're in the
hospital). According to law, no one can deny you care or discriminate against you based on whether or not
you signed an advance directive.

If your instructions aren't followed

Section 1.6 You have the right tomake complaints and ask us reconsider decisions wemade

If you have any problems, concerns, or complaints andneed to ask for coverage, ormake an appeal, Chapter 9
of this document tells what you can do. Whatever you do—ask for a coverage decision, make an appeal, or
make a complaint—we're required to treat you fairly.

Section 1.7 If you believe you're being treated unfairly or your rights aren't being respected

If you believe you've been treated unfairly or your rights haven't been respected due to your race, disability,
religion, sex, health, ethnicity, creed (beliefs), age, or national origin, call theDepartmentofHealth andHuman
Services’Office for Civil Rights at 1-800-368-1019 or TTY 1-800-537-7697, or call your local Office for Civil
Rights.

If you believe you've been treated unfairly or your rights haven't been respected, and it’s not about
discrimination, you can get help dealing with the problem you're having:

Call Member Services.
You can call the SHIP. For details, go to Chapter 2, Section 3.
Call Medicare at 1-800-MEDICARE (1-800-633-4227) (TTY 1-877-486-2048).

Section 1.8 How to get more information about your rights

There are several places where you can get more information about your rights:

You can call Member Services.
You can call the SHIP. For details, go to Chapter 2, Section 3.
You can contactMedicare.

You can visit the Medicare website to read or download the publicationMedicare Rights &
Protections. (Thepublication isavailableat:www.medicare.gov/Pubs/pdf/11534-Medicare-Rights-
and-Protections.pdf.)
Call 1-800-MEDICARE (1-800-633-4227) (TTY 1-877-486-2048).

Section 2 Your responsibilities as amember of the plan

Things you need to do as a member of our plan are listed below. For questions, call Member Services.
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Get familiar with your covered services and the rules youmust follow to get these covered
services. Use this Evidence of Coverage to learn what is covered for you and the rules you need to
follow to get your covered services.

Chapters 3 and 4 give details about medical services.
Chapters 5 and 6 give details about Part D drug coverage.

If you have any other health coverage or drug coverage in addition to our plan, you're required
to tell us. Chapter 1 tells you about coordinating these benefits.
Tell your doctor and other health care providers that you're enrolled in our plan. Show our plan
membership card whenever you get medical care or Part D drugs.
Help your doctors and other providers help you by giving them information, asking questions,
and following through on your care.

Tohelpget thebest care, tell yourdoctors andotherhealthproviders about yourhealthproblems.
Follow the treatment plans and instructions you and your doctors agree on.
Make sure your doctors know all the drugs you're taking, including over-the-counter drugs,
vitamins, and supplements.
If you have questions, be sure to ask and get an answer you can understand.

Be considerate.We expect our members to respect the rights of other patients. We also expect you
to act in a way that helps the smooth running of your doctor’s office, hospitals, and other offices.
Pay what you owe. As a plan member, you're responsible for these payments:

Youmust continue to pay a premium for your Medicare Part B to stay a member of our plan.
For most of your medical services or drugs covered by our plan, youmust pay your share of the
cost when you get the service or drug.
If you are required to pay a late enrollment penalty, youmust pay the penalty to keep your
prescription drug coverage.
If you're required to pay the extra amount for Part D because of your yearly income, youmust
continue to pay the extra amount directly to the government to stay a member of our plan.

If youmovewithinourplanservicearea,weneed toknow sowecankeepyourmembership record
up to date and know how to contact you.
If youmove outside our plan service area, you can't stay amember of our plan.
If you move, tell Social Security (or the Railroad Retirement Board).
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CHAPTER 9:
If you have a problem or complaint (coverage
decisions, appeals, complaints)
Section 1 What to do if you have a problem or concern

This chapter explains 2 types of processes for handling problems and concerns:

For some problems, you need to use the process for coverage decisions and appeals.
For other problems, you need to use the process for making complaints (also called grievances).

Both processes have been approved by Medicare. Each process has a set of rules, procedures, and deadlines
that must be followed by us and by you.

The information in this chapter will help you identify the right process to use and what to do.

Section 1.1 Legal terms

There are legal terms for someof the rules, procedures, and types of deadlines explained in this chapter.Many
of these terms are unfamiliar tomost people. Tomake things easier, this chapter usesmore familiar words in
place of some legal terms.

However, it's sometimes important to know the correct legal terms. To help you knowwhich terms to use to
get the right help or information, we include these legal terms when we give details for handling specific
situations.

Section 2 Where to get more information and personalized help

We're always available to help you. Even if you have a complaint about our treatment of you, we're obligated
to honor your right to complain. You should always call Member Services at (866) 314-2427 (TTY users call 711)
for help. In some situations, youmay also want help or guidance from someone who is not connected with
us. Two organizations that can help you are:

State Health Insurance Assistance Program (SHIP)

Each state has a government programwith trained counselors. The program is not connected with us or with
any insurancecompanyorhealthplan.Thecounselorsat thisprogramcanhelpyouunderstandwhichprocess
you shoulduse tohandleaproblemyou'rehaving. They canalsoanswerquestions, give youmore information,
and offer guidance on what to do.

The services of SHIP counselors are free.

Medicare

You can also contact Medicare for help.

Call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users call 1-877-486-2048.
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Visit www.Medicare.gov.

Section 3 Which process to use for your problem

Is your problem or concern about your benefits or coverage?

This includes problems about whether medical care (medical items, services and/or Part B drugs) are
covered or not, the way they are covered, and problems related to payment for medical care.

Yes.

Go to Section 4, A guide to the basics of coverage decisions and appeals.

No.

Go toSection10Howtomakeacomplaintaboutqualityof care,waiting times, customerservice
or other concerns.

Coverage decisions and appeals

Section 4 A guide to coverage decisions and appeals

Coverage decisions and appeals deal with problems about your benefits and coverage for your medical care
(services, items, and Part B drugs, including payment). To keep things simple, we generally refer to medical
items, services, andMedicarePartBdrugsasmedical care. Youuse thecoveragedecisionandappealsprocess
for issues such as whether something is covered or not and the way in which something is covered.

Asking for coverage decisions before you get services

If you want to know if we’ll cover medical care before you get it, you can ask us to make a coverage decision
for you. A coverage decision is a decision wemake about your benefits and coverage or about the amount
we'll pay for your medical care. For example, if our plan network doctor refers you to amedical specialist not
inside the network, this referral is considered a favorable coverage decision unless either you or your network
doctor can show that you got a standard denial notice for this medical specialist, or the Evidence of Coverage
makes it clear that the referred service is never covered under any condition. You or your doctor can also
contact us and ask for a coverage decision if your doctor is unsure whether we’ll cover a particular medical
service or refuses to provide medical care you think you need.

In limited circumstances a request for a coverage decision will be dismissed, which means we won’t review
the request. Examples of when a request will be dismissed include if the request is incomplete, if someone
makes the request on your behalf but isn’t legally authorized to do so or if you ask for your request to be
withdrawn. If we dismiss a request for a coverage decision, we’ll send a notice explainingwhy the requestwas
dismissed and how to ask for a review of the dismissal.

Wemake a coverage decision whenever we decide what’s covered for you and howmuch we pay. In some
cases, wemight decide medical care isn’t covered or is no longer covered for you. If you disagree with this
coverage decision, you canmake an appeal.
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Making an appeal

If we make a coverage decision, whether before or after you get a benefit, and you aren’t satisfied, you can
appeal thedecision. Anappeal is a formalwayof askingus to reviewandchangeacoveragedecisionwemade.
Under certain circumstances, you can ask for an expedited or fast appeal of a coverage decision. Your appeal
is handled by different reviewers than those whomade the original decision.

When you appeal a decision for the first time, this is called a Level 1 appeal. In this appeal, we review the
coverage decision wemade to check to see if we properly followed the rules. When we complete the review,
we give you our decision.

In limited circumstances a request for a Level 1 appeal will be dismissed, which means we won’t review the
request. Examples of when a request will be dismissed include if the request is incomplete, if someonemakes
the request on your behalf but isn’t legally authorized to do so, or if you ask for your request to bewithdrawn.
If we dismiss a request for a Level 1 appeal, we'll send a notice explaining why the request was dismissed and
how to ask for a review of the dismissal.

If we say no to all or part of your Level 1 appeal formedical care, your appeal will automatically go to a Level 2
is conducted by an independent review organization not connected to us.

You don’t need to do anything to start a Level 2 appeal. Medicare rules requirewe automatically send
your appeal for medical care to Level 2 if we don’t fully agree with your Level 1 appeal.
Go to Section 5.4 for more information about Level 2 appeals for medical care.
Part D appeals are discussed further in Section 6.

If you aren't satisfied with the decision at the Level 2 appeal, youmay be able to continue through additional
levels of appeal (this chapter explains the Level 3, 4, and 5 appeals processes).

Section 4.1 Get help asking for a coverage decision or making an appeal

Here are resources if you decide to ask for any kind of coverage decision or appeal a decision:

Call Member Services at (866) 314-2427 (TTY users call 711)
Get free help from your State Health Insurance Assistance Program
Your doctor canmake a request for you. If your doctor helps with an appeal past Level 2, they need
to be appointed as your representative. Call Member Services at (866) 314-2427 (TTY users call 711)
and ask for the Appointment of Representative form. (The form is also available onMedicare’s website
at www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms1696.pdf.)

For medical care or Part B drugs, your doctor can ask for a coverage decision or a Level 1 appeal
on your behalf. If your appeal is denied at Level 1, it will be automatically forwarded to Level 2.
ForPartDdrugs, yourdoctororotherprescriber canask for a coveragedecisionor aLevel 1 appeal
on your behalf. If your Level 1 appeal is denied your doctor or prescriber can ask for a Level 2
appeal.

You can ask someone to act on your behalf. You can name another person to act for you as your
representative to ask for a coverage decision or make an appeal.

If you want a friend, relative, or other person to be your representative, call Member Services at
(866) 314-2427 (TTY users call 711) and ask for the Appointment of Representative form. (The form
is also available on Medicare’s website at www.cms.gov/Medicare/CMS-Forms/CMS-Forms/
downloads/cms1696.pdf.) This form gives that person permission to act on your behalf. It must
be signed by you and by the person you want to act on your behalf. You must give us a copy of
the signed form.
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We can accept an appeal request from a representative without the form, but we can’t complete
our review until we get it. If we don’t get the form before our deadline for making a decision on
yourappeal, yourappeal requestwill bedismissed. If thishappens,we’ll sendyouawrittennotice
explaining your right toask the independent revieworganization to reviewourdecision todismiss
your appeal.

You also have the right to hire a lawyer. You can contact your own lawyer, or get the name of a
lawyer from your local bar association or other referral service. There are groups that will give you
free legal services if you qualify. However, you aren't required to hire a lawyer to ask for any kind
of coverage decision or appeal a decision.

Section 4.2 Rules and deadlines for different situations

There are 4 different situations that involve coverage decisions and appeals. Each situation has different rules
and deadlines. We give the details for each of these situations:

Section 5: Medical care: How to ask for a coverage decision or make an appeal
Section 6: Part D drugs: How to ask for a coverage decision or make an appeal
Section 7How to ask us to cover a longer inpatient hospital stay if you think you're being discharged
too soon
Section8: Howtoaskus tokeepcovering certainmedical services if you thinkyour coverage is ending
too soon (Applies only to these services: home health care, skilled nursing facility care, and
Comprehensive Outpatient Rehabilitation Facility (CORF) services)

If you’re not surewhich informationapplies to you, callMember Services at (866) 314-2427 (TTYusers call 711).
You can also get help or information from your SHIP.

Section 5 Medical care: How to ask for a coverage decision or make an appeal

Section 5.1 What to do if you have problems getting coverage for medical care or want us to pay
you back for our share of the cost of your care

Your benefits formedical care are described in Chapter 4 in theMedical Benefits Chart. In some cases, different
rules apply toa request for aPartBdrug. In those cases,we'll explainhowthe rules forPartBdrugsaredifferent
from the rules for medical items and services.

This section tells what you can do if you're in any of the 5 following situations:

1. You aren't getting certainmedical care youwant, and you believe this is covered by our plan. Ask for
a coverage decision. Section 5.2.

2. Our plan won't approve the medical care your doctor or other medical provider wants to give you,
and you believe this care is covered by our plan. Ask for a coverage decision. Section 5.2.

3. You got medical care that you believe should be covered by our plan, but we said we won't pay for
this care.Make an appeal. Section 5.3.

4. You got and paid for medical care that you believe should be covered by our plan, and you want to
ask our plan to reimburse you for this care. Send us the bill. Section 5.5.
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5. You're told that coverage for certain medical care you've been getting that we previously approved
will be reducedor stopped, andyoubelieve that reducingor stopping this care couldharmyourhealth.
Make an appeal. Section 5.3.

Note: If the coverage that will be stopped is for hospital care, home health care, skilled nursing
facilitycare,orComprehensiveOutpatientRehabilitationFacility (CORF)services, go toSections
7 and 8. Special rules apply to these types of care.

Section 5.2 How to ask for a coverage decision

Legal Terms:

A coverage decision that involves your medical care is called an organization determination.

A fast coverage decision is called an expedited determination.

Step 1: Decide if you need a standard coverage decision or a fast coverage decision.

A standard coverage decision is usually made within 7 calendar days when themedical item or service
is subject to our prior authorization rules, 14 calendar days for all other medical items and services, or
72hours forPartBdrugs.A fast coveragedecision isgenerallymadewithin72hours, formedical services,
or 24 hours for Part B drugs. To get a fast coverage decision, youmust meet 2 requirements:

Youmay only ask for coverage for medical items and/or services (not requests for payment for items
and/or services you already got.
You can get a fast coverage decision only if using the standard deadlines could cause serious harm to
your health or hurt your ability to regain function.

If your doctor tells us that your health requires a fast coverage decision, we'll automatically agree to
give you a fast coverage decision.

If you ask for a fast coveragedecision on your own,without your doctor’s support,we'll decidewhether
yourhealth requires thatwegiveyoua fast coveragedecision. Ifwedon't approvea fast coveragedecision,
we'll send you a letter that:

Explains that we'll use the standard deadlines.
Explains if your doctor asks for the fast coveragedecision,we'll automatically give youa fast coverage
decision.
Explains that youcan file a fast complaint aboutourdecision togive youa standard coveragedecision
instead of the fast coverage decision you asked for.

Step 2: Ask our plan tomake a coverage decision or fast coverage decision.

Start by calling,writing, or faxingourplan tomakeyour request for us toauthorizeorprovide coverage
for the medical care you want. You, your doctor, or your representative can do this. Chapter 2 has
contact information.
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Step 3: We consider your request for medical care coverage and give you our answer.

For standard coverage decisions we use the standard deadlines.

Thismeanswe'll give you an answerwithin 7 calendar days afterwe get your request for amedical item
or service that is subject to your prior authorization rules. If your requestedmedical item or service is
not subject to our prior authorization rules, we’ll give you an answer within 14 calendar days after we
get your request. If your request is for a Part B drug, we’ll give you an answer within 72 hours after we
get your request.

However, if you ask formore time, or if we needmore information thatmay benefit you,wecan take
up to 14more days if your request is for amedical item or service. If we take extra days, we'll tell you
in writing. We can’t take extra time to make a decision if your request is for a Part B drug.
If you believe we shouldn't take extra days, you can file a fast complaint. We'll give you an answer to
your complaint as soon as wemake the decision. (The process for making a complaint is different
fromtheprocess for coveragedecisionsandappeals. Go toSection10 for informationoncomplaints.)

For fast coverage decisions we use an expedited timeframe.

A fast coverage decisionmeans we'll answer within 72 hours if your request is for amedical item or
service. If your request is for a Part B drug, we'll answer within 24 hours.

However, if you ask formore time, or if we needmore information thatmay benefit you,wecan take
up to 14more calendar days if your request is for a medical item or service. If we take extra days,
we'll tell you inwriting.We can’t take extra time tomake a decision if your request is for a Part B drug.
If you believe we shouldn't take extra days, you can file a fast complaint. (Go to Section 10 for
information on complaints.) We'll call you as soon as wemake the decision.
If our answer is no topart or all ofwhat you asked for,we'll send youawritten statement that explains
why we said no.

Step 4: If we say no to your request for coverage for medical care, you can appeal.

If we say no, you have the right to ask us to reconsider this decision bymaking an appeal. Thismeans
asking again to get themedical care coverage youwant. If youmake an appeal, itmeans you're going
on to Level 1 of the appeals process.

Section 5.3 How tomake a Level 1 appeal

Legal Terms:

An appeal to our plan about a medical care coverage decision is called a plan reconsideration.

A fast appeal is also called an expedited reconsideration.

Step 1: Decide if you need a standard appeal or a fast appeal.

A standard appeal is usuallymadewithin 30 days or 7 days for Part B drugs. A fast appeal is generally
made within 72 hours.

If you're appealing a decision, wemade about coverage for care, you and/or your doctor need to
decide if you need a fast appeal. If your doctor tells us that your health requires a fast appeal, we'll
give you a fast appeal.
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The requirements for gettinga fast appeal are the sameas those for gettinga fast coveragedecision
in Section 5.2.

Step 2: Ask our plan for an appeal or a fast appeal

If you're asking for a standard appeal, submit your standard appeal in writing. Chapter 2 has
contact information.
If you're asking for a fast appeal,make your appeal inwriting or call us. Chapter 2 has contact
information.
Youmustmakeyourappeal requestwithin65calendardays fromthedateon thewrittennotice
we sent to tell you our answer on the coverage decision. If youmiss this deadline and have a good
reason for missing it, explain the reason your appeal is late when youmake your appeal. Wemay
give youmore time to make your appeal. Examples of good cause may include a serious illness
thatpreventedyou fromcontactingusor ifweprovidedyouwith incorrector incomplete information
about the deadline for asking for an appeal.
Youcanask foracopyof the informationregardingyourmedicaldecision.Youandyourdoctor
may addmore information to support your appeal.

Step 3: We consider your appeal and we give you our answer.

When our plan is reviewing your appeal, we take a careful look at all the information. We check to
see if we followed all the rules when we said no to your request.
We'll gather more information if needed andmay contact you or your doctor.

Deadlines for a fast appeal

For fast appeals, wemust give you our answerwithin 72 hours after we get your appeal. We'll
give you our answer sooner if your health requires us to.

If you ask formore time, or if we needmore information thatmay benefit you, we can take up
to 14more calendar days if your request is for amedical itemor service. If we take extra days,
we'll tell you in writing. We can’t take extra time if your request is for a Part B drug.
If we don't give you an answer within 72 hours (or by the end of the extended time period if
we took extra days), we're required to automatically send your request on to Level 2 of the
appeals process,where itwill be reviewedby an independent revieworganization. Section 5.4
explains the Level 2 appeal process.

If ouranswer isyes topartorallofwhatyouaskedfor,wemustauthorizeorprovide thecoverage
we agreed to within 72 hours after we get your appeal.
If our answer is no to part or all of what you asked for,we'll automatically forward your appeal
to the independent revieworganization for a Level 2 appeal. The independent revieworganization
will notify you in writing when it gets your appeal.

Deadlines for a standard appeal

For standard appeals, wemust give you our answerwithin 30 calendar days after we get your
appeal. If your request is for a Part B drug you didn’t get yet, we’ll give you our answerwithin 7
calendar days after we receive your appeal. We’ll give you our decision sooner if your health
condition requires us to.
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If you ask for more time, or if we needmore information that may benefit you,we can take
up to 14more calendar days if your request is for a medical item or service. If we take extra
days, we'll tell you in writing. We can’t take extra time tomake a decision if your request is for
a Part B drug.
If you believe we shouldn't take extra days, you can file a fast complaint. When you file a fast
complaint, we'll give you an answer to your complaint within 24 hours. (Go to Section 10 of
this chapter for information on complaints.)
If we don't give you an answer by the deadline (or by the end of the extended time period),
we'll send your request to a Level 2 appeal, where an independent review organization will
review the appeal. Section 5.4 explains the Level 2 appeal process.

If ouranswer isyes topartorallofwhatyouaskedfor,wemustauthorizeorprovide thecoverage
within 30 calendar days if your request is for a medical item or service, orwithin 7 calendar days
if your request is for a Part B drug.
If our plan says no to part or all of your appeal, we'll automatically send your appeal to the
independent review organization for a Level 2 appeal.

Section 5.4 The Level 2 appeal process

Legal Term:

The formal name for the independent review organization is the Independent Review Entity. It's
sometimes called the IRE.

The independent revieworganization isan independentorganizationhiredbyMedicare. It isn't connected
with us and isn't a government agency. This organization decides whether the decision wemade is correct or
if it should be changed. Medicare oversees its work.

Step 1: The independent review organization reviews your appeal.

We'll send the information about your appeal to this organization. This information is called your
case file. You have the right to ask us for a copy of your case file.
You have a right to give the independent review organization additional information to support
your appeal.
Reviewers at the independent review organization will take a careful look at all the information
about your appeal.

If you had a fast appeal at Level 1, you'll also have a fast appeal at Level 2.

For the fast appeal the independent review organization must give you an answer to your Level 2
appealwithin 72 hours of when it gets your appeal.
If your request is for a medical item or service and the independent review organization needs to
gather more information that may benefit you, it can take up to 14more calendar days. The
independent review organization can’t take extra time to make a decision if your request is for a
Part B drug.
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If you had a standard appeal at Level 1, you'll also have a standard appeal at Level 2.

For the standard appeal, if your request is for a medical item or service, the independent review
organization must give you an answer to your Level 2 appealwithin 30 calendar days of when it
gets your appeal. If your request is for a Part B drug, the independent review organization must
give you an answer to your Level 2 appealwithin 7 calendar days of when it gets your appeal.
If your request is for a medical item or service and the independent review organization needs to
gather more information that may benefit you, it can take up to 14more calendar days. The
independent review organization can’t take extra time to make a decision if your request is for a
Part B drug.

Step 2: The independent review organization gives you it's answer.

The independent review organization will tell you its decision in writing and explain the reasons for it.

If the independent review organization says yes to part or all of a request for amedical item
or service,wemust authorize the medical care coverage within 72 hours or provide the service
within 14 calendar days after we get the decision from the independent review organization for
standard requests. For expedited requests, we have 72 hours from the date we get the decision
from the independent review organization.
If the independent review organization says yes to part or all of a request for a Part B drug,
we must authorize or provide the Part B drug within 72 hours after we get the decision from the
independent review organization for standard requests. For expedited requestswe have 24
hours from the date we get the decision from the independent review organization.
If this organization says no to part or all of your appeal, it means it agrees with us that your
request (orpart of your request) for coverage formedical care shouldn’t beapproved. (This is called
upholding the decision or turning down your appeal.) In this case, the independent review
organization will send you a letter that:

Explains the decision.
Lets you know about your right to a Level 3 appeal if the dollar value of the medical care
coverage meets a certain minimum. The written notice you get from the independent review
organization will tell you the dollar amount youmust meet to continue the appeals process.
Tells you how to file a Level 3 appeal.

Step 3: If your casemeets the requirements, you choosewhether youwant to take your appeal further.

There are 3 additional levels in the appeals process after Level 2 (for a total of 5 levels of appeal).
If you want to go to a Level 3 appeal the details on how to do this are in the written notice you get
after your Level 2 appeal.
The Level 3 appeal is handled by an Administrative Law Judge or attorney adjudicator. Section 9
explains the Level 3, 4, and 5 appeals processes.

Section 5.5 If you're asking us to pay for our share of a bill you got for medical care

Chapter 7describeswhenyoumayneed toask for reimbursementor topayabill youhavegot fromaprovider.
It also tells how to send us the paperwork that asks us for payment.
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Asking for reimbursement is asking for a coverage decision from us

If you send us the paperwork asking for reimbursement, you’re asking for a coverage decision. To make this
decision, we’ll check to see if the medical care you paid for is covered. We’ll also check to see if you followed
the rules for using your coverage for medical care.

If we say yes to your request: If the medical care is covered and you followed the rules, we’ll send
you the payment for our share of the cost typically within 30 calendar days, but no later than 60
calendardaysafterweget your request. If youhaven’tpaid for themedical care,we’ll send thepayment
directly to the provider.
If we say no to your request: If the medical care is not covered, or you did not follow all the rules,
we won’t send payment. Instead, we’ll send you a letter that says we won’t pay for the medical care
and the reasons why.

If you don’t agree with our decision to turn you down, you canmake an appeal. If you make an appeal, it
means you’re asking us to change the coverage decision wemade when we turned down your request for
payment.

Tomake this appeal, followtheprocess for appeals inSection5.3. For appeals concerning reimbursement,
note:

Wemust give you our answer within 60 calendar days after we get your appeal. If you’re asking us to
pay youback formedical care you already got andpaid for, you aren’t allowed to ask for a fast appeal.
If the independent review organization decides we should pay, wemust send you or the provider the
paymentwithin30calendardays. If theanswer toyourappeal is yesat any stageof theappealsprocess
after Level 2, wemust send the payment you asked for to you or the providerwithin 60 calendar days.

Section 6 Part D drugs: How to ask for a coverage decision or make an appeal

Section 6.1 What to do if you have problems getting a Part D drug or you want us to pay you back
for a Part D drug

Your benefits include coverage for many prescription drugs. To be covered, the drug must be used for a
medically accepted indication. (Go to Chapter 5 formore information about amedically accepted indication.)
For details about Part D drugs, rules, restrictions, and costs go to Chapters 5 and 6.This section is about your
PartDdrugs only.To keep things simple,we generally saydrug in the rest of this section, insteadof repeating
covered outpatient prescription drug or Part D drug every time. We also use the term Drug List instead of List
of Covered Drugs or formulary.

If you don’t know if a drug is covered or if youmeet the rules, you can ask us. Some drugs require you
to get approval from us before we’ll cover it.
If your pharmacy tells you that your prescription can’t be filled as written, the pharmacywill give you
a written notice explaining how to contact us to ask for a coverage decision.

Part D coverage decisions and appeals

Legal Term:

An initial coverage decision about your Part D drugs is called a coverage determination.
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A coverage decision is a decision wemake about your benefits and coverage or about the amount we’ll pay
for your drugs. This section tells what you can do if you’re in any of the following situations:

Asking to cover a Part D drug that’s not on our plan’s Drug List. Ask for an exception. Section 6.2
Asking to waive a restriction on our plan’s coverage for a drug (such as limits on the amount of the
drug you can get, prior authorization criteria, or the requirement to try another drug first). Ask for an
exception. Section 6.2
Asking to pay a lower cost-sharing amount for a covered drug on a higher cost-sharing tier. Ask for
an exception. Section 6.2
Asking to get pre-approval for a drug. Ask for a coverage decision. Section 6.4
Pay for a prescription drug you already bought. Ask us to pay you back. Section 6.4

If you disagree with a coverage decision wemade, you can appeal our decision.

This section tells you both how to ask for coverage decisions and how to ask for an appeal.

Section 6.2 Asking for an exception?

Legal Terms:

Asking for coverage of a drug that's not on the Drug List is a formulary exception.

Asking for removal of a restriction on coverage for a drug is a formulary exception.

Asking to pay a lower price for a covered non-preferred drug is a tiering exception.

If a drug isn't covered in theway you'd like it to be covered, you canaskus tomakeanexception. An exception
is a type of coverage decision.

For us to consider your exception request, your doctor or other prescriber will need to explain the medical
reasonswhy you need the exception approved. Here are three examples of exceptions that you or your doctor
or other prescriber can ask us to make:

1. Covering aPartDdrug that's not onourDrug List. If we agree to cover a drug not on theDrug List, you'll
need to pay the cost-sharing amount that applies to drugs in Tier 4. You can't ask for an exception to the
cost-sharing amount we require you to pay for the drug.

2. Removing a restriction for a covered drug. Chapter 5 describes the extra rules or restrictions that apply
to certain drugs on our Drug List. If we agree to make an exception and waive a restriction for you, you
can ask for an exception to the cost-sharing amount we require you to pay for the drug.

3. Changing coverage of a drug to a lower cost-sharing tier. Every drug on our Drug List is in one of six
cost-sharing tiers. In general, the lower the cost-sharing tier number, the less you pay as your share of the
cost of the drug.

If our Drug List contains alternative drug(s) for treating yourmedical condition that are in a lower
cost-sharing tier than your drug, you can ask us to cover your drug at the cost-sharing amount
that applies to the alternative drug(s).
If thedrugyou’re taking is abrandnamedrugyoucanaskus tocover yourdrugat thecost-sharing
amount that applies to the lowest tier that contains brand name alternatives for treating your
condition.
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If the drug you’re taking is a generic drug you can ask us to cover your drug at the cost-sharing
amount thatapplies to the lowest tier that containseitherbrandorgeneric alternatives for treating
your condition.
You can't ask us to change the cost-sharing tier for any drug in Tier 5.
If we approve your tiering exception request and there's more than one lower cost-sharing tier
with alternative drugs you can’t take, you usually pay the lowest amount.

Section 6.3 Important things to know about asking for exceptions

Your doctor must tell us themedical reasons

Your doctor or other prescriber must give us a statement that explains the medical reasons you’re asking for
anexception. Fora fasterdecision, include thismedical information fromyourdoctororotherprescriberwhen
you ask for the exception.

Our Drug List typically includes more than one drug for treating a particular condition. These different
possibilities are called alternative drugs. If an alternative drug would be just as effective as the drug you’re
asking for and wouldn’t cause more side effects or other health problems, we generally won’t approve your
request for an exception. If you ask us for a tiering exception, we generally won't approve your request for an
exception unless all the alternative drugs in the lower cost-sharing tier(s) won’t work as well for you or are
likely to cause an adverse reaction or other harm.

We can say yes or no to your request

If we approve your request for an exception, our approval usually is valid until the end of our plan
year. This is trueas longas yourdoctor continues toprescribe thedrug for youand thatdrug continues
to be safe and effective for treating your condition.
If we say no to your request, you can ask for another review bymaking an appeal.

Section 6.4 How to ask for a coverage decision, including an exception

Legal term:

A fast coverage decision is called an expedited coverage determination.

Step 1: Decide if you need a standard coverage decision or a fast coverage decision.

Standardcoveragedecisionsaremadewithin72hoursafterwegetyourdoctor’s statement.Fastcoverage
decisions are made within 24 hours after we get your doctor’s statement.

If your health requires it, ask us to give you a fast coverage decision. To get a fast coverage decision,
youmust meet 2 requirements:

Youmust be asking for a drug you didn't get yet. (You can't ask for a fast coverage decision to be
paid back for a drug you have already bought.)
Using thestandarddeadlinescouldcauseseriousharmtoyourhealthorhurt yourability to function.
If your doctor or other prescriber tells us that your health requires a fast coverage decision,
we'll automatically give you a fast coverage decision.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 118
Chapter 9: If you have a problem or complaint (coverage decisions, appeals, complaints)



If you ask for a fast coverage decision on your own, without your doctor or prescriber’s
support,we'll decidewhether yourhealth requires thatwegive youa fast coveragedecision.
If we don't approve a fast coverage decision, we will send you a letter that:

Explains that we'll use the standard deadlines.
Explains if yourdoctororotherprescriberasks for the fast coveragedecision,we'll automatically
give you a fast coverage decision.
Tells you how you can file a fast complaint about our decision to give you a standard coverage
decision instead of the fast coverage decision you asked for. We'll answer your complaint
within 24 hours of receipt.

Step 2: Ask for a standard coverage decision or a fast coverage decision.

Start by calling, writing, or faxing our plan to ask us to authorize or provide coverage for the medical care
you want. You can also access the coverage decision process through our website. Wemust accept any
written request, including a request submitted on the CMS Model Coverage Determination Request Form,
which is available on our website https://centralhealthplan.com/PartD/
CoverageDeterminants?Page=Appeals. Chapter 2has contact information. Tohelpusprocess your request,
includeyourname, contact information, and information that showswhichdeniedclaim isbeingappealed.

You, your doctor (or other prescriber), or your representative can do this. You can also have a lawyer act
on your behalf. Section 4 tells how you can give written permission to someone else to act as your
representative.

If you'reasking foranexception,providethesupportingstatementwhich is themedical reasons
for theexception. Yourdoctororotherprescriber can faxormail the statement tous.Or yourdoctor
or other prescriber can tell us on the phone and follow up by faxing ormailing awritten statement
if necessary.

Step 3: We consider your request and give you our answer.

Deadlines for a fast coverage decision

Wemust generally give you our answerwithin 24 hours after we get your request.
For exceptions, we'll give you our answer within 24 hours after we get your doctor’s supporting
statement. We'll give you our answer sooner if your health requires us to.
If we don't meet this deadline, we're required to send your request to Level 2 of the appeals
process, where it will be reviewed by an independent review organization.

If our answer is yes to part or all of what you asked for,wemust provide the coverage we agreed
to within 24 hours after we get your request or doctor’s statement supporting your request.
If our answer is no to part or all of what you asked for,we'll send you a written statement that
explains why we said no. We'll also tell you how you can appeal.

Deadlines for a standard coverage decision about a drug you didn't get yet

Wemust generally give you our answerwithin 72 hours after we get your request.
For exceptions, we'll give you our answer within 72 hours after we get your doctor’s supporting
statement. We'll give you our answer sooner if your health requires us to.
If we don't meet this deadline, we're required to send your request on to Level 2 of the appeals
process, where it'll be reviewed by an independent review organization.
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If our answer is yes to part or all of what you asked for,wemust provide the coveragewe agreed
towithin 72 hours after we get your request or doctor’s statement supporting your request.
If our answer is no to part or all of what you asked for,we'll send you a written statement that
explains why we said no. We'll also tell you how you can appeal.

Deadlines for a standard coverage decision about payment for a drug you have already bought

Wemust give you our answerwithin 14 calendar days after we get your request.
If we don't meet this deadline, we're required to send your request to Level 2 of the appeals
process, where it will be reviewed by an independent review organization.

If our answer is yes to part or all of what you asked for,we're also required to make payment to
you within 14 calendar days after we get your request.
If our answer is no to part or all of what you asked for, we'll send you a written statement that
explains why we said no. We'll also tell you how you can appeal.

Step 4: If we say no to your coverage request, you canmake an appeal.

If we say no, you have the ask us to reconsider this decision by making an appeal. This means
asking again to get the drug coverage you want. If you make an appeal, it means you're going to
Level 1 of the appeals process.

Section 6.5 How tomake a Level 1 appeal

Legal Terms:

An appeal to our plan about a Part D drug coverage decision is called a plan redetermination.

A fast appeal is called an expedited redetermination.

Step 1: Decide if you need a standard appeal or a fast appeal.

A standard appeal is usually made within 7 calendar days. A fast appeal is generally made within 72
hours. If your health requires it, ask for a fast appeal.

If you're appealing a decision, wemade about a drug you didn't get yet, you and your doctor or
other prescriber will need to decide if you need a fast appeal.
The requirements for gettinga fast appeal are the sameas those for gettinga fast coveragedecision
in Section 6.4 of this chapter.

Step 2: You, your representative, doctor, or other prescriber must contact us andmake your Level 1
appeal. If your health requires a quick response, youmust ask for a fast appeal.

For standard appeals, submit a written request. Chapter 2 has contact information.
For fast appeals either submit your appeal in writing or call us at (866) 314-2427. Chapter 2
has contact information.
Wemust accept any written request, including a request submitted on the CMS Model
Redetermination Request Form, which is available on our website https://centralhealthplan.com/
PartD/CoverageDeterminants?Page=Appeals. Include your name, contact information, and
information about your claim to help us process your request.
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Youmustmakeyourappeal requestwithin65calendardays fromthedateon thewrittennotice
we sent to tell you our answer on the coverage decision. If youmiss this deadline and have a good
reason for missing it, explain the reason your appeal is late when youmake your appeal. Wemay
give youmore time to make your appeal. Examples of good cause may include a serious illness
thatpreventedyou fromcontactingusor ifweprovidedyouwith incorrector incomplete information
about the deadline for asking for an appeal.
You can ask for a copy of the information in your appeal and addmore information. You and
your doctor may addmore information to support your appeal.

Step 3: We consider your appeal and give you our answer.

When we review your appeal, we take another careful look at all of the information about your
coverage request.Wecheck to see ifwewere followingall the ruleswhenwesaidno toyour request.
Wemay contact you or your doctor or other prescriber to get more information.

Deadlines for a fast appeal

For fast appeals, wemust give you our answerwithin 72 hours after we get your appeal. We'll
give you our answer sooner if your health requires us to.

If we don't give you an answer within 72 hours, we're required to send your request to Level 2
of the appeals process, where it will be reviewed by an independent review organization.
Section 6.6 explains the Level 2 appeal process.

If ouranswer is yes topartor all ofwhatyouasked for,wemustprovide the coverageweagreed
to within 72 hours after we get your appeal.
If our answer is no to part or all of what you asked for,we'll send you a written statement that
explains why we said no and how you can appeal our decision.

Deadlines for a standard appeal for a drug you didn't get yet

For standard appeals, wemust give you our answerwithin 7 calendar days after we get your
appeal. We'll give you our decision sooner if you didn't get the drug yet and your health condition
requires us to do so.

If we don't give you a decision within 7 calendar days, we're required to send your request to
Level 2of theappealsprocess,where itwill be reviewedbyan independent revieworganization
Section 6.6 explains the Level 2 appeal process.

If our answer is yes topart or all ofwhat youasked for,wemust provide the coverage as quickly
as your health requires, but no later than 7 calendar days after we get your appeal.
If our answer is no to part or all of what you asked for, we'll send you a written statement that
explains why we said no and how you can appeal our decision.

Deadlines for a standard appeal about payment for a drug you already bought

Wemust give you our answerwithin 14 calendar days after we get your request.
If we don't meet this deadline, we're required to send your request to Level 2 of the appeals
process, where it will be reviewed by an independent this review organization.

If our answer is yes to part or all of what you asked for,we're also required to make payment
to you within 30 calendar days after we get your request.
If our answer is no to part or all of what you asked for, we'll send you a written statement that
explains why we said no. We'll also tell you how you can appeal.
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Step 4: If we say no to your appeal, you decide if you want to continue with the appeals process and
make another appeal.

If you decide to make another appeal, it means your appeal is going on to Level 2 of the appeals
process.

Section 6.6 How tomake a Level 2 appeal

Legal Term:

The formal name for the independent review organization is the Independent Review Entity. It is
sometimes called the IRE.

The independentrevieworganization isan independentorganizationhiredbyMedicare. It isnotconnected
with us and is not a government agency. This organization decides whether the decision wemade is correct
or if it should be changed. Medicare oversees its work.

Step 1: You (or your representative or your doctor or other prescriber) must contact the independent
review organization and ask for a review of your case.

If we say no to your Level 1 appeal, the written notice we send you will include instructions on
how tomake a Level 2 appealwith the independent review organization. These instructions will
tell who canmake this Level 2 appeal, what deadlines youmust follow, and how to reach the
independent review organization.

Youmust make your appeal request within 65 calendar days from the date on the written
notice.

Ifwedidnot completeour reviewwithin theapplicable timeframeormakeanunfavorabledecision
regarding an at-risk determination under our drug management program, we’ll automatically
forward your request to the IRE.
We'll send the information about your appeal to the independent review organization. This
information is called your case file. You have the right to ask us for a copy of your case file.
You have a right to give the independent review organization additional information to support
your appeal.

Step 2: The independent review organization reviews your appeal.

Reviewers at the independent review organizationwill take a careful look at all the information about your
appeal.

Deadlines for fast appeal

If your health requires it, ask the independent review organization for a fast appeal.
If the organization agrees to give you a fast appeal, the organization must give you an answer to
your Level 2 appealwithin 72 hours after it receives your appeal request.

Deadlines for standard appeal
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For standard appeals, the independent revieworganizationmust give you an answer to your Level
2 appealwithin 7 calendar days after it receives your appeal if it is for a drug you didn't get yet.
If you're asking us to pay you back for a drug you already bought, the independent review
organizationmust give you an answer to your Level 2 appealwithin 14 calendar days after it gets
your request.

Step 3: The independent review organization gives you it's answer.

For fast appeals:

If the independent review organization says yes to part or all of what you asked for,wemust
provide the drug coverage that was approved by the independent review organizationwithin 24
hours after we get the decision from the independent review organization.

For standard appeals:

If the independent review organization says yes to part or all of your request for coverage,
wemust provide the drug coverage that was approved by the independent review organization
within 72 hours after we get the decision from the independent review organization.
If the independent revieworganization says yes to part or all of your request to pay you back
for a drug you already bought, we're required to send payment to you within 30 calendar days
after we get the decision from the independent review organization.

What if the independent review organization says no to your appeal?

If this organization saysno topartorall of yourappeal, itmeans theyagreewithourdecisionnot toapprove
your request (or part of your request). (This is calledupholding thedecision. It is also called turningdown
your appeal.). In this case, the independent review organization will send you a letter that:

Explains the decision.
Lets you know about your right to a Level 3 appeal if the dollar value of the drug coverage you're
asking for meets a certain minimum. If the dollar value of the drug coverage you're asking for is
too low, you can't make another appeal and the decision at Level 2 is final.
Tells you the dollar value that must be in dispute to continue with the appeals process.

Step 4: If your casemeets the requirements, you choosewhether youwant to take your appeal further.

There are 3 additional levels in the appeals process after Level 2 (for a total of 5 levels of appeal).
If you want to go on to a Level 3 appeal the details on how to do this are in the written notice you
get after your Level 2 appeal decision.
The Level 3 appeal is handled by an Administrative Law Judge or attorney adjudicator. Section 9
in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 7 How to ask us to cover a longer inpatient hospital stay if you think you're
being discharged too soon

Whenyou'readmitted toahospital, youhave the right togetall coveredhospital servicesnecessary todiagnose
and treat your illness or injury.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 123
Chapter 9: If you have a problem or complaint (coverage decisions, appeals, complaints)



During your covered hospital stay, your doctor and the hospital staff will work with you to prepare for the day
you leave the hospital. They'll help arrange for care youmay need after you leave.

The day you leave the hospital is called your discharge date.
When your discharge date is decided, your doctor or the hospital staff will tell you.
If you think you're being asked to leave the hospital too soon, you can ask for a longer hospital stay,
and your request will be considered.

Section 7.1 During your inpatient hospital stay, you'll get awrittennotice fromMedicare that tells
you about your rights

Within 2 calendar days of being admitted to the hospital, you'll be given a written notice called An Important
Message from Medicare about Your Rights. Everyone with Medicare gets a copy of this notice. If you don't get
the notice from someone at the hospital (for example, a caseworker or nurse), ask any hospital employee for
it. If youneedhelp, callMemberServices (866)314-2427 (TTYusers call 711)or1-800-MEDICARE (1-800-633-4227)
(TTY users call 1-877-486-2048).

1. Read this notice carefully and ask questions if you don’t understand it. It tells you:
Your right to get Medicare-covered services during and after your hospital stay, as ordered by your
doctor. This includes the right to knowwhat these services are, whowill pay for them, andwhere you
can get them.
Your right to be involved in any decisions about your hospital stay.
Where to report any concerns you have about the quality of your hospital care.
Your right to request an immediate review of the decision to discharge you if you think you're being
discharged from the hospital too soon. This is a formal, legal way to ask for a delay in your discharge
date, so we'll cover your hospital care for a longer time.

2. You'll be asked to sign the written notice to show that you got it and understand your rights.
You or someone who is acting on your behalf will be asked to sign the notice.
Signing the notice shows only that you got the information about your rights. The notice doesn't give
your discharge date. Signing the notice doesn't mean you're agreeing on a discharge date.

3. Keepyour copyof thenotice so youhave the informationaboutmakinganappeal (or reportinga concern
about quality of care) if you need it.

If you sign the notice more than 2 calendar days before your discharge date, you'll get another copy
before you're scheduled to be discharged.
To look at a copy of this notice in advance, call Member Services at (866) 314-2427 (TTY users call 711)
or 1-800MEDICARE (1-800-633-4227). TTYusers call 1-877-486-2048. You canalso get thenoticeonline
at www.CMS.gov/Medicare/forms-notices/beneficiary-notices-initiative/ffs-ma-im.

Section 7.2 How tomake a Level 1 appeal to change your hospital discharge date

To ask us to cover your inpatient hospital services for a longer time, use the appeals process to make this
request. Before you start, understand what you need to do and what the deadlines are.

Follow the process.
Meet the deadlines.
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Ask for help if you need it. If you have questions or need help call Member Services at (866) 314-2427
(TTY users call 711). Or call your State Health Insurance Assistance Program (SHIP) for personalized
help. Legal Services of Northern CA, Inc. (Placer, Sacramento, San Joaquin and Yolo Counties),
Sourcewise Community Resource Solutions (Santa Clara County), Senior Advocacy Services (Solano
County), Stanislaus County Department of Aging and Veterans Services (Stanislaus County). SHIP
contact information is available in Chapter 2, Section 3.

During a Level 1 appeal, the Quality Improvement Organization reviews your appeal. It checks to see if
your planned discharge date is medically appropriate for you. TheQuality Improvement Organization is a
group of doctors and other health care professionals paid by the federal government to check on and help
improve the quality of care for people with Medicare. This includes reviewing hospital discharge dates for
people with Medicare. These experts aren't part of our plan.

Step 1: Contact the Quality Improvement Organization for your state and ask for an immediate review
of your hospital discharge. Youmust act quickly.

How can you contact this organization?

The written notice you got (An Important Message from Medicare About Your Rights) tells you how
toreach thisorganization.Or find thename,address, andphonenumberof theQuality Improvement
Organization for your state in Chapter 2.

Act quickly:

Tomake your appeal, youmust contact the Quality Improvement Organization before you leave
the hospital and no later thanmidnight the day of your discharge.

If youmeet thisdeadline, youcanstay in thehospitalafter yourdischargedatewithoutpaying
for itwhile you wait to get the decision from the Quality Improvement Organization.
If you don't meet this deadline, contact us. If you decide to stay in the hospital after your
planned discharge date, you may have to pay the costs for hospital care you get after your
planned discharge date.

Once you ask for an immediate review of your hospital discharge the Quality Improvement
Organization will contact us. By noon of the day after we are contacted, we'll give you a Detailed
Notice of Discharge. This notice gives your planned discharge date and explains in detail the
reasons why your doctor, the hospital, and we think it is right (medically appropriate) for you to
be discharged on that date.
You can get a sample of the Detailed Notice of Discharge by calling Member Services at (866)
314-2427 (TTY users call 711) or 1-800-MEDICARE (1-800-633-4227) (TTY users call 1-877-486-2048.)
Oryoucangetasamplenoticeonlineatwww.CMS.gov/Medicare/forms-notices/beneficiary-notices-
initiative/ffs-ma-im.

Step 2: The Quality Improvement Organization conducts an independent review of your case.

Health professionals at theQuality ImprovementOrganization (the reviewers) will ask you (or your
representative) why you believe coverage for the services should continue. You don’t have to
prepare anything in writing, but you can if you want.
The reviewers will also look at your medical information, talk with your doctor, and review
information that we and the hospital gave them.
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By noon of the day after the reviewers told us of your appeal, you'll get a written notice from us
that gives your planned discharge date. This notice also explains in detail the reasons why your
doctor, the hospital, and we think it is right (medically appropriate) for you to be discharged on
that date.

Step3:Withinone fulldayafter ithasall theneeded information, theQuality ImprovementOrganization
will give you its answer to your appeal.

What happens if the answer is yes?

If the independent revieworganization says yes,wemustkeepprovidingyourcovered inpatient
hospital services for as long as these services aremedically necessary.
You'll have to keep paying your share of the costs (such as deductibles or copayments if these
apply). In addition, there may be limitations on your covered hospital services.

What happens if the answer is no?

If the independent review organization says no, they're saying that your planned discharge date
is medically appropriate. If this happens, our coverage for your inpatient hospital services will
end at noon on the day after the Quality Improvement Organization gives you its answer to your
appeal.
If the independent revieworganization saysno to yourappeal andyoudecide to stay in thehospital,
youmay have to pay the full cost of hospital care you get after noon on the day after the Quality
Improvement Organization gives you its answer to your appeal.

Step 4: If the answer to your Level 1 appeal is no, you decide if you want tomake another appeal.

If theQuality ImprovementOrganization said no to your appeal, and you stay in the hospital after
your planned discharge date, you canmake another appeal. Making another appeal means you
are going on to Level 2 of the appeals process.

Section 7.3 How tomake a Level 2 appeal to change your hospital discharge date

During a Level 2 appeal, you ask theQuality Improvement Organization to take another look at its decision on
your first appeal. If the Quality Improvement Organization turns down your Level 2 appeal, youmay have to
pay the full cost for your stay after your planned discharge date.

Step 1: Contact the Quality Improvement Organization again and ask for another review.

Youmust ask for this reviewwithin 60 calendar days after the day the Quality Improvement
Organization said no to your Level 1 appeal. You can ask for this review only if you stay in the
hospital after the date your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your situation.

Reviewers at the Quality Improvement Organization will take another careful look at all the
information about your appeal.
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Step 3:Within 14 calendar days of receipt of your request for a Level 2 appeal, the reviewerswill decide
on your appeal and tell you it's decision.

If the independent review organization says yes:

Wemust reimburse you for our share of the costs of hospital care you got since noon on the day
after the date your first appeal was turned down by the Quality Improvement Organization.We
mustcontinueprovidingcoverage foryour inpatienthospital care foras longas it ismedically
necessary.
You must continue to pay your share of the costs and coverage limitations may apply.

If the independent review organization says no:

It means they agree with the decision they made on your Level 1 appeal. This is called upholding
the decision.
The notice you get will tell you in writing what you can do if you want to continue with the review
process.

Step 4: If the answer is no, you need to decide whether you want to take your appeal further by going
to Level 3.

There are 3 additional levels in the appeals process after Level 2 (for a total of 5 levels of appeal).
If you want to go to a Level 3 appeal, the details on how to do this are in the written notice you get
after your Level 2 appeal decision.
The Level 3 appeal is handled by an Administrative Law Judge or attorney adjudicator. Section 9
in this chapter tells more about Levels 3, 4, and 5 of the appeals process.

Section 8 How to ask us to keep covering certain medical services if you think your
coverage is ending too soon

When you're getting covered home health services, skilled nursing care, or rehabilitation care
(ComprehensiveOutpatientRehabilitationFacility) youhave the right tokeepgetting your services for that
type of care for as long as the care is needed to diagnose and treat your illness or injury.

When we decide it's time to stop covering any of these 3 types of care for you, we are required to tell you in
advance. When your coverage for that care ends,we'll stop paying our share of the cost for your care.

If you think we're ending the coverage of your care too soon, you can appeal our decision. This section tells
you how to ask for an appeal.

Section 8.1 We'll tell you in advance when your coverage will be ending

Legal Term:

Notice of Medicare Non-Coverage. It tells you how you can ask for a fast-track appeal. Asking for a
fast-track appeal is a formal, legal way to ask for a change to our coverage decision about when to stop
your care.

1. You get a notice in writing at least 2 calendar days before our plan is going to stop covering your care.
The notice tells you:
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The date when we'll stop covering the care for you.
How to ask for a fast track appeal to ask us to keep covering your care for a longer period of time.

2. You, or someone who is acting on your behalf, will be asked to sign the written notice to show that
you got it. Signing the notice shows only that you have got the information about when your coverage
will stop. Signing it doesn't mean you agreewith our plan’s decision to stop care.

Section 8.2 How tomake a Level 1 appeal to have our plan cover your care for a longer time

If you want to ask us to cover your care for a longer period of time, you will need to use the appeals process
to make this request. Before you start, understand what you need to do and what the deadlines are.

Follow the process.
Meet the deadlines.
Ask for help if youneed it. If youhavequestions or needhelp, callMember Services at (866) 314-2427
(TTY users call 711). Or call your State Health Insurance Assistance Program (SHIP) for personalized
help. SHIP contact information is available in Chapter 2, Section 3.

During a Level 1 appeal, theQuality ImprovementOrganization reviews your appeal. It decides if the end
date for your care is medically appropriate

TheQuality Improvement Organization is a group of doctors and other health care experts paid by the
federal government to checkonandhelp improve thequality of care forpeoplewithMedicare. This includes
reviewing plan decisions aboutwhen it’s time to stop covering certain kinds ofmedical care. These experts
aren't part of our plan.

Step1:MakeyourLevel1appeal: contact theQuality ImprovementOrganizationandaskfora fast-track
appeal. Youmust act quickly.

How can you contact this organization?

Thewrittennoticeyougot (NoticeofMedicareNon-Coverage) tells youhowtoreachthisorganization.
Or find the name, address, and phone number of the Quality Improvement Organization for your
state in Chapter 2.

Act quickly:

Youmust contact the Quality Improvement Organization to start your appeal by noon of the day
before the effective date on the Notice of Medicare Non-Coverage.
If you miss the deadline, and you wish to file an appeal, you still have appeal rights. Contact your
Quality Improvement Organization using the contact information on the Notice of Medicare
Non-coverage. The name, address, and phone number of the Quality Improvement Organization
for your state may also be found in Chapter 2.

Step 2: The Quality Improvement Organization conducts an independent review of your case.

Legal Term:

Detailed Explanation of Non-Coverage. Notice that gives details on reasons for ending coverage.

What happens during this review?
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Health professionals at theQuality ImprovementOrganization (the reviewers)will ask you, or your
representative, why you believe coverage for the services should continue. You don’t have to
prepare anything in writing, but you can if you want.
The independent review organization will also look at your medical information, talk with your
doctor, and review information our plan gives them.
By the end of the day the reviewers tell us of your appeal, you'll get the Detailed Explanation of
Non-Coverage fromus that explains in detail our reasons for ending our coverage for your services.

Step 3: Within one full day after they have all the information they need; the reviewers will tell you it's
decision.

What happens if the reviewers say yes?

If the reviewers say yes to your appeal, thenwemust keep providing your covered services for
as long as it's medically necessary.
You'll have to keep paying your share of the costs (such as deductibles or copayments, if these
apply). There may be limitations on your covered services.

What happens if the reviewers say no?

If the reviewers say no, then your coverage will end on the date we told you.
If youdecide tokeepgetting thehomehealth care, or skillednursing facility care, orComprehensive
Outpatient Rehabilitation Facility (CORF) services after this date when your coverage ends, you'll
have to pay the full cost of this care yourself.

Step 4: If the answer to your Level 1 appeal is no, you decide if you want tomake another appeal.

If reviewers say no to your Level 1 appeal – and you choose to continue getting care after your
coverage for the care has ended – then you canmake a Level 2 appeal.

Section 8.3 How tomake a Level 2 appeal to have our plan cover your care for a longer time

During a Level 2 Appeal, you ask the Quality Improvement Organization to take another look at the decision
on your first appeal. If the Quality Improvement Organization turns down your Level 2 appeal, youmay have
to pay the full cost for your home health care, or skilled nursing facility care, or Comprehensive Outpatient
Rehabilitation Facility (CORF) services after the date when we said your coverage would end.

Step 1: Contact the Quality Improvement Organization again and ask for another review.

Youmust ask for this reviewwithin60calendardaysafter thedaywhen theQuality Improvement
Organization said no to your Level 1 appeal. You can ask for this review only if you continued
getting care after the date your coverage for the care ended.

Step 2: The Quality Improvement Organization does a second review of your situation.

Reviewers at the Quality Improvement Organization will take another careful look at all the
information about your appeal.

Step 3: Within 14 calendar days of receipt of your appeal request, reviewers will decide on your appeal
and tell you it's decision.

What happens if the independent review organization says yes?
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Wemust reimburse you for our share of the costs of care you got since the date when we said
your coverage would end.Wemust continue providing coverage for the care for as long as it's
medically necessary.
Youmust continue topay your shareof the costs and theremaybe coverage limitations that apply.

What happens if the independent review organization says no?

It means they agree with the decision made to your Level 1 appeal.
The notice you get will tell you in writing what you can do if you want to continue with the review
process. It will give you details about how to go to the next level of appeal, which is handled by an
Administrative Law Judge or attorney adjudicator.

Step 4: If the answer is no, you'll need to decide whether you want to take your appeal further.

There are 3 additional levels of appeal after Level 2, for a total of 5 levels of appeal. If you want to
go on to a Level 3 appeal, the details on how to do this are in the written notice you get after your
Level 2 appeal decision.
The Level 3 appeal is handled by an Administrative Law Judge or attorney adjudicator. Section 9
tells more about Levels 3, 4, and 5 of the appeals process.

Section 9 Taking your appeal to Levels 3, 4, and 5

Section 9.1 Appeal Levels 3, 4, and 5 for Medical Service Requests

This section may be right for you if youmade a Level 1 appeal and a Level 2 appeal, and both of your appeals
were turned down.

If the dollar value of the itemormedical service you appealedmeets certainminimum levels, youmay be able
to go on to additional levels of appeal. If the dollar value is less than theminimum level, you can't appeal any
further. The written response you get to your Level 2 appeal will explain how tomake a Level 3 appeal.

For most situations that involve appeals, the last 3 levels of appeal work in much the same way as the first 2
levels. Here's who handles the review of your appeal at each of these levels.

Level 3 appeal

An Administrative Law Judge or an attorney adjudicator who works for the federal government will review
your appeal and give you an answer.

If the Administrative Law Judge or attorney adjudicator says yes to your appeal, the appeals
processmay ormay not be over. Unlike a decision at a Level 2 appeal, we have the right to appeal
a Level 3 decision that's favorable to you. If we decide to appeal, it will go to a Level 4 appeal.

If we decide not to appeal, wemust authorize or provide you with the medical care within 60
calendar days after we get the Administrative Law Judge’s or attorney adjudicator’s decision.
If we decide to appeal the decision, we'll send you a copy of the Level 4 appeal request with any
accompanying documents. Wemay wait for the Level 4 appeal decision before authorizing or
providing the medical care in dispute.

If the Administrative Law Judge or attorney adjudicator says no to your appeal, the appeals
processmay ormay not be over.

If you decide to accept the decision that turns down your appeal, the appeals process is over.
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If you don't want to accept the decision, you can continue to the next level of the review process.
The notice you get will tell you what to do for a Level 4 appeal.

Level 4 appeal

The Medicare Appeals Council (Council) will review your appeal and give you an answer. The Council is part
of the federal government.

If the answer is yes, or if the Council denies our request to review a favorable Level 3 appeal
decision, the appeals processmay ormay not be over. Unlike a decision at Level 2, we have the
right to appeal a Level 4 decision that is favorable to you.We'll decidewhether to appeal this decision
to Level 5.

If we decide not to appeal the decision, wemust authorize or provide you with the medical care
within 60 calendar days after getting the Council’s decision.
If we decide to appeal the decision, we'll let you know in writing.

If the answer is no or if the Council denies the review request, the appeals processmay ormay
not be over.

If you decide to accept this decision that turns down your appeal, the appeals process is over.
If youdon'twant toaccept thedecision, youmaybeable to continue to thenext level of the review
process. If the Council says no to your appeal, the notice you get will tell you whether the rules
allow you to go to a Level 5 appeal and how to continue with a Level 5 appeal.

Level 5 appeal

A judge at the Federal District Courtwill review your appeal.

A judge will review all the information and decide yes or no to your request. This is a final answer.
There are nomore appeal levels after the Federal District Court.

Section 9.2 Appeal Levels 3, 4 and 5 for Part D Drug Requests

This section may be right for you if youmade a Level 1 appeal and a Level 2 appeal, and both of your appeals
were turned down.

If the value of the drug you appealed meets a certain dollar amount, youmay be able to go on to additional
levels of appeal. If the dollar amount is less, you can't appeal any further. Thewritten response you get to your
Level 2 appeal will explain who to contact and what to do to ask for a Level 3 appeal.

For most situations that involve appeals, the last 3 levels of appeal work in much the same way as the first 2
levels. Here's who handles the review of your appeal at each of these levels.

Level 3 appeal

AnAdministrativeLawJudgeoranattorneyadjudicatorwhoworks for the federalgovernmentwill review
your appeal and give you an answer.

If the answer is yes, the appeals process is over. Wemust authorize or provide thedrug coverage
that was approved by the Administrative Law Judge or attorney adjudicatorwithin 72 hours (24
hours for expedited appeals) or make payment no later than 30 calendar days after we get the
decision.
If the answer is no, the appeals processmay ormay not be over.

If you decide to accept the decision that turns down your appeal, the appeals process is over.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 131
Chapter 9: If you have a problem or complaint (coverage decisions, appeals, complaints)



If you don't want to accept the decision, you can continue to the next level of the review process.
The notice you get will tell you what to do for a Level 4 appeal.

Level 4 appeal

The Medicare Appeals Council (Council) will review your appeal and give you an answer. The Council is part
of the federal government.

If the answer is yes, the appeals process is over. Wemust authorize or provide thedrug coverage
thatwasapprovedbytheCouncilwithin72hours (24hours forexpeditedappeals)ormakepayment
no later than 30 calendar days after we get the decision.
If the answer is no, the appeals processmay ormay not be over.

If you decide to accept the decision that turns down your appeal, the appeals process is over.
If youdon'twant toaccept thedecision, youmaybeable to continue to thenext level of the review
process. If the Council says no to your appeal or denies your request to review the appeal, the
notice will tell you whether the rules allow you to go on to a Level 5 appeal. It will also tell you
who to contact and what to do next if you choose to continue with your appeal.

Level 5 appeal

A judge at the Federal District Courtwill review your appeal.

A judge will review all the information and decide yes or no to your request. This is a final answer.
There are nomore appeal levels after the Federal District Court.

Making complaints

Section 10 How tomake a complaint about quality of care, waiting times, customer
service, or other concerns

Section 10.1 What kinds of problems are handled by the complaint process?

The complaint process isonlyused for certain typesof problems.This includesproblemsaboutquality of care,
waiting times, and customer service. Here are examples of the kinds of problems handled by the complaint
process.

ExampleComplaint

Quality of your medical care Are you unhappy with the quality of the care you got (including care
in the hospital)?

Respecting your privacy Did someone not respect your right to privacy or share confidential
information?

Disrespect, poor customer
service, or other negative
behaviors

Has someone been rude or disrespectful to you?
Are you unhappy with our Member Services?
Do you feel you're being encouraged to leave our plan?

Waiting times Are you having trouble getting an appointment, or waiting too long
to get it?

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 132
Chapter 9: If you have a problem or complaint (coverage decisions, appeals, complaints)



ExampleComplaint

Haveyoubeenkeptwaiting too longbydoctors, pharmacists, orother
health professionals? Or by ourMember Services or other staff at our
plan?

Examples include waiting too long on the phone, in the waiting
or exam room, or getting a prescription.

Cleanliness Are youunhappywith the cleanlinessor conditionof a clinic, hospital,
or doctor’s office?

Information you get from us Did we fail to give you a required notice?
Is our written information hard to understand?

If you asked for a coverage decision ormade an appeal, and you thinkwe
aren't responding quickly enough, you canmake a complaint about our
slowness. Here are examples:

Timeliness
(These typesof complaintsareall
about the timeliness of our
actionsabout coveragedecisions
and appeals)

Youaskedus for a fast coveragedecisionor a fast appeal, andwe said
no; you canmake a complaint.
You believe we aren't meeting the deadlines for coverage decisions
or appeals; you canmake a complaint.
You believe we aren't meeting deadlines for covering or reimbursing
you for certainmedical itemsor servicesordrugs thatwereapproved;
you canmake a complaint.
You believewe failed tomeet required deadlines for forwarding your
case to the independent review organization; you canmake a
complaint.

Section 10.2 How tomake a complaint

Legal Terms:

A complaint is also called a grievance.

Making a complaint is called filing a grievance.

Using the process for complaints is called using the process for filing a grievance.

A fast complaint is called an expedited grievance.

Step 1: Contact us promptly – either by phone or in writing.

Calling Member Services at (866) 314-2427 (TTY users call 711) is usually the first step. If there's
anything else you need to do, Member Services will let you know.
If you don't want to call (or you called andweren't satisfied), you can put your complaint in
writing and send it to us. If you put your complaint in writing, we'll respond to your complaint in
writing.
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Thecomplaintmustbe submittedwithin60daysof theeventor incident. Please includenames, dates,
anda completedescriptionof yourproblem in your letter.Wemust address your complaint asquickly
as your case requires based on your health status, but no later than 30 days after receiving your
complaint. Wemay extend the time frame by up to 14 days if you ask for the extension, or if we justify
a need for additional information and the delay is in your best interest. If you aremaking a complaint
becausewedenied your request for a “fast coveragedecision” or a “fast appeal,”wewill consider this
as a “fast complaint” and give you an answer within 24 hours.
Thedeadline formakinga complaint is 60 calendar days from the timeyouhad theproblemyouwant
to complain about.

Step 2: We look into your complaint and give you our answer.

If possible, we'll answer you right away. If you call us with a complaint, wemay be able to give you
an answer on the same phone call.
Most complaints areansweredwithin30calendardays. Ifweneedmore informationand thedelay
is in your best interest or if you ask for more time,we can take up to 14more calendar days (44
calendar days total) to answer your complaint. If wedecide to take extra days,we'll tell you inwriting.
If you're making a complaint because we denied your request for a fast coverage decision or a
fast appeal, we'll automatically give you a fast complaint. If you have a fast complaint, it means
we'll give you an answer within 24 hours.
If we don't agreewith some or all of your complaint or don’t take responsibility for the problem
you're complaining about, we'll include our reasons in our response to you.

Section 10.3 You can alsomake complaints about quality of care to the Quality Improvement
Organization

When your complaint is about quality of care, you have 2 extra options:

You canmake your complaint directly to the Quality Improvement Organization. The Quality
Improvement Organization is a group of practicing doctors and other health care experts paid by the
federal government to check and improve the care given toMedicare patients. Chapter 2 has contact
information.

Or

You canmakeyour complaint toboth theQuality ImprovementOrganizationandus at the same
time.

Section 10.4 You can also tell Medicare about your complaint

You can submit a complaint about Central Health Embrace Choice Plan (HMO C-SNP) directly to Medicare. To
submit a complaint to Medicare, go to www.Medicare.gov/my/medicare-complaint. You can also call
1-800-MEDICARE (1-800-633-4227). TTY/TDD users call 1-877-486-2048.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 134
Chapter 9: If you have a problem or complaint (coverage decisions, appeals, complaints)



CHAPTER 10:
Endingmembership in our plan
Section 1 Ending your membership in our plan

Ending your membership in Central Health Embrace Choice Plan (HMO C-SNP) may be voluntary (your own
choice) or involuntary (not your own choice):

Youmight leave our plan because you decide youwant to leave. Sections 2 and 3 give information on
ending your membership voluntarily.
There are also limited situations where we're required to end your membership. Section 5 tells you
about situations when wemust end your membership.

If you're leaving our plan, our plan must continue to provide your medical care and prescription drugs and
you'll continue to pay your cost share until your membership ends.

Section 2 When can you end yourmembership in our plan?

Section 2.1 You can end yourmembership during the Open Enrollment Period

You can end your membership in our plan during theOpen Enrollment Period each year. During this time,
review your health and drug coverage and decide about coverage for the upcoming year.

The Open Enrollment Period is fromOctober 15 to December 7.
Choose tokeepyour current coverageormake changes to your coverage for theupcomingyear.
If you decide to change to a new plan, you can choose any of the following types of plans:

Another Medicare health plan, with or without drug coverage, or
Original Medicarewith a separate Medicare drug plan,
Original Medicarewithout a separate Medicare drug plan.

If you choose this option and receive Extra Help, Medicare may enroll you in a drug plan,
unless you opt out of automatic enrollment.

Note: If you disenroll fromMedicare drug coverage and go without creditable prescription drug
coverage for 63 or more days in a row, youmay have to pay a Part D late enrollment penalty if you
join a Medicare drug plan later.

Your membership will end in our planwhen your new plan’s coverage starts on January 1.

Section 2.2 Youcanendyourmembershipduring theMedicareAdvantageOpenEnrollmentPeriod

You canmake one change to your health coverage during theMedicare AdvantageOpen Enrollment Period
each year.
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The Medicare Advantage Open Enrollment Period is from January 1 to March and also for new
Medicare beneficiaries who are enrolled in an MA plan, from themonth of entitlement to Part A and
Part B until the last day of the 3rd month of entitlement.
During the Medicare Advantage Open Enrollment Period you can:

Switch to another Medicare Advantage Plan with or without drug coverage.
Disenroll from our plan and get coverage through Original Medicare. If you switch to Original
Medicare during this period, you can also join a separate Medicare drug plan at the same time.

Your membership will end on the first day of the month after you enroll in a different Medicare
Advantage plan or we get your request to switch to Original Medicare. If you also choose to enroll in
a Medicare drug plan, yourmembership in the drug plan will start the first day of themonth after the
drug plan gets your enrollment request.

Section 2.3 In certain situations, youcanendyourmembershipduringaSpecial EnrollmentPeriod

In certain situations, members of Central Health Embrace Choice Plan (HMO C-SNP) may be eligible to end
their membership at other times of the year. This is known as a Special Enrollment Period.

Youmay be eligible to end yourmembership during a Special Enrollment Period if any of the following
situations apply. These are just examples. For the full list you can contact our plan, callMedicare, or visitwww.
Medicare.gov.

Usually, when youmove
If you have
If you're eligible for Extra Help paying for Medicare drug coverage
If we violate our contract with you
If you're getting care in an institution, such as a nursing home or long-term care (LTC) hospital
If you enroll in the Program of All-inclusive Care for the Elderly (PACE).

Note: If you’re in a drug management program, youmay not be able to change plans. Chapter 5, Section 10
tells youmore about drug management programs.

Enrollment time periods vary depending on your situation.

To find out if you're eligible for a Special Enrollment Period, call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTYusers call 1-877-486-2048. If you're eligible to endyourmembershipbecauseof a special
situation, you can choose to change both yourMedicare health coverage and prescription drug coverage. You
can choose:

Another Medicare health plan with or without drug coverage,
Original Medicarewith a separate Medicare drug plan, or
Original Medicarewithout a separate Medicare drug plan.

Note: If you disenroll fromMedicare drug coverage and go without creditable prescription drug coverage for
63 days ormore in a row, youmay have to pay a Part D late enrollment penalty if you join aMedicare drug plan
later.

Yourmembershipwill usually end on the first day of themonth after we get your request to change
our plan.
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If you get Extra Help fromMedicare to pay your drugs coverage costs: If you switch to Original
Medicare and don't enroll in a separate Medicare drug plan, Medicare may enroll you in a drug plan,
unless you opt out of automatic enrollment.

Section 2.4 Get more information about when you can end yourmembership

If you have questions about ending your membership you can:

Call Member Services at (866) 314-2427 (TTY users call 711)
Find the information in theMedicare & You 2026 handbook.
CallMedicare at 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048

Section 3 How to end yourmembership in our plan

The table below explains how you can end your membership in our plan.

Here's what to do:To switch from our plan to:

Another Medicare health plan Enroll in the newMedicare health plan.
You'll automatically be disenrolled from Central
Health Embrace Choice Plan (HMO C-SNP) when
your new plan’s coverage starts.

Original Medicarewith a separate Medicare
drug plan

Enroll in the newMedicare prescription drug plan.
You will automatically be disenrolled from Central
Health Embrace Choice Plan (HMO C-SNP) when
your new plan’s coverage starts.

Original Medicarewithout a separate
Medicare drug plan

Send us a written request to disenroll. Call
Member Services at (866) 314-2427 (TTY users call
711) if youneedmore informationonhowtodo this.
You can also contactMedicare at 1-800-MEDICARE
(1-800-633-4227)andask tobedisenrolled.TTYusers
call 1-877-486-2048.
You'll be disenrolled from Central Health Embrace
Choice Plan (HMO C-SNP) when your coverage in
Original Medicare starts.

Section 4 Until your membership ends, youmust keep getting your medical items,
services and drugs through our plan

Until yourmembership ends, and your newMedicare coverage begins, youmust continue to get yourmedical
services, items and prescription drugs through our plan.

Continue to use our network providers to get medical care.
Continue to use our network pharmacies or mail order to get your prescriptions filled.
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If you're hospitalized on the day your membership ends, your hospital stay will be covered by
our plan until you're discharged (even if you're discharged after your new health coverage starts).

Section 5 Central Health Embrace Choice Plan (HMO C-SNP) must end our plan
membership in certain situations

Central Health Embrace Choice Plan (HMO C-SNP) must end yourmembership in our plan if any of the
following happen:

If you no longer have Medicare Part A and Part B.
If you move out of our service area.
If you're away from our service area for more than six months.

If youmove or take a long trip, call Member Services at (866) 314-2427 (TTY users call 711) to find
out if the place you're moving or traveling to is in our plan’s area.

You do not meet the plan’s special eligibility requirements as stated in Chapter 1, Section 2.1.
Section 2.1 tells you about coverage and cost sharing during a period of deemed continued
eligibility.
Central Health Embrace Choice Plan (HMO C-SNP) is a special needs plan for people with certain
qualifying medical conditions and other requirements. Prior to the end of the first month of
enrollment. Central Health Medicare Planwill confirm from a licensed practitioner that you have
the qualifying condition necessary for enrollment into Central Health Embrace Choice Plan (HMO
C-SNP). If at that time,orat somesubsequent time, it isdeterminedyoudonothave thequalifying
condition,CentralHealthMedicarePlan is required todisenroll you fromthechronic special needs
plan. Disenrollment would be effective the first month following the month in which the plan
provides you with notification of disenrollment. You will have a Special Enrollment Period that
begins the month you lose eligibility, plus two additional months to enroll in another Medicare
Advantage Plan.

If you become incarcerated (go to prison).
If you're no longer a United States citizen or lawfully present in the United States.
If you lie or withhold information about other insurance you have that provides prescription drug
coverage.
If you intentionally giveus incorrect informationwhenyou'reenrolling inourplanand that information
affects your eligibility for our plan. (We can't make you leave our plan for this reason unless we get
permission fromMedicare first.)
If you continuously behave in a way that is disruptive andmakes it difficult for us to provide medical
care for you and othermembers of our plan. (We can't make you leave our plan for this reason unless
we get permission fromMedicare first.)
If you let someone else use yourmembership card to get medical care. (We can't make you leave our
plan for this reason unless we get permission fromMedicare first.)

If we end yourmembership because of this reason, Medicaremay have your case investigated by
the Inspector General.

If you're required topay theextraPartDamountbecauseof your incomeandyoudon'tpay it,Medicare
will disenroll you from our plan and you'll lose drug coverage.

2026 Evidence of Coverage for Central Health Embrace Choice Plan (HMO C-SNP) 138
Chapter 10: Endingmembership in our plan



If you have questions or wantmore information onwhenwe can end yourmembership, call Member Services
at (866) 314-2427 (TTY users call 711).

Section 5.1 We can't ask you to leave our plan for any health-related reason, unless you no longer
have amedical condition required for enrollment in Central Health Embrace Choice
Plan (HMO C-SNP)

In most cases, Central Health Embrace Choice Plan (HMO C-SNP) cannot ask you to leave our plan for any
health-related reason. The only time we are allowed to do this is if you no longer have the medical condition
required for enrollment in Central Health Embrace Choice Plan (HMO C-SNP).

What should you do if this happens?

If you feel you're being asked to leave our plan because of a health-related reason, call Medicare at
1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.

Section 5.2 You have the right tomake a complaint if we end yourmembership in our plan

If we end your membership in our plan, wemust tell you our reasons in writing for ending your membership.
Wemust also explain how you can file a grievance or make a complaint about our decision to end your
membership.
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CHAPTER 11:
Legal Notices
Section 1 Notice about governing law

The principal law that applies to this Evidence of Coverage document is Title XVIII of the Social Security Act
and the regulations created under the Social Security Act by the Centers for Medicare & Medicaid Services,
(CMS). In addition, other federal laws may apply and, under certain circumstances, the laws of the state you
live in. This may affect your rights and responsibilities even if the laws aren't included or explained in this
document.

Section 2 Notice about nondiscrimination

We don’t discriminate based on race, ethnicity, national origin, color, sex, age, mental or physical disability,
health status, claims experience,medical history, genetic information, evidence of insurability, or geographic
location within the service area. All organizations that provide Medicare Advantage Plans like our plan, must
obey federal laws against discrimination, including Title VI of the Civil Rights Act of 1964, the Rehabilitation
Actof1973, theAgeDiscriminationActof1975, theAmericanswithDisabilitiesAct, Section1557of theAffordable
Care Act, all other laws that apply to organizations that get federal funding, and any other laws and rules that
apply for any other reason.

If youwantmore information or have concerns about discrimination or unfair treatment, call the Department
of Health and Human Services’Office for Civil Rights at 1-800-368-1019 (TTY 1-800-537-7697) or your local
Office for Civil Rights. You can also review information from the Department of Health and Human Services’
Office for Civil Rights at www.HHS.gov/ocr/index.html.

If you have a disability and need helpwith access to care, call us atMember Services (866) 314-2427 (TTY users
call 711). If you have a complaint, such as a problemwith wheelchair access, Member Services can help.

Section 3 Notice about Medicare Secondary Payer subrogation rights

We have the right and responsibility to collect for covered Medicare services for which Medicare is not the
primary payer. According to CMS regulations at 42 CFR sections 422.108 and 423.462, Central Health Embrace
Choice Plan (HMO C-SNP), as a Medicare Advantage Organization, will exercise the same rights of recovery
that the Secretary exercises under CMS regulations in subparts B throughD of part 411 of 42 CFR and the rules
established in this section supersede any state laws.
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CHAPTER 12:
Definitions
Ambulatory Surgical Center – An Ambulatory Surgical Center is an entity that operates exclusively for the
purposeof furnishingoutpatient surgical services topatientsnot requiringhospitalizationandwhoseexpected
stay in the center doesn't exceed 24 hours.

Appeal – An appeal is something you do if you disagree with our decision to deny a request for coverage of
health care services or prescriptiondrugsor payment for services or drugs youalready got. Youmayalsomake
an appeal if you disagree with our decision to stop services that you're getting.

Balance Billing –When a provider (such as a doctor or hospital) bills a patient more than our plan’s allowed
cost-sharing amount. As amember of Central Health Embrace Choice Plan (HMOC-SNP), you only have to pay
our plan’s cost-sharing amounts when you get services covered by our plan. We don't allow providers to
balance bill or otherwise charge youmore than the amount of cost sharing our plan says youmust pay.

Benefit Period – The way that both our plan and Original Medicaremeasures your use of hospital and skilled
nursing facility (SNF) services. A benefit period begins the day you go into a hospital or skilled nursing facility.
The benefit period endswhen you are discharged. If you go into a hospital or a skilled nursing facility after one
benefit periodhas ended, a newbenefit periodbegins.Youmust pay the inpatient hospital deductible for each
benefit period. There is no limit to the number of benefit periods.

Biological Product – A prescription drug that is made from natural and living sources like animal cells, plant
cells, bacteria, or yeast. Biological products are more complex than other drugs and can't be copied exactly,
so alternative forms are called biosimilars. (go to “Original Biological Product” and “Biosimilar”).

Biosimilar – A biological product that's very similar, but not identical, to the original biological product.
Biosimilars are as safe and effective as the original biological product. Some biosimilars may be substituted
for theoriginalbiologicalproductat thepharmacywithoutneedinganewprescription (go to“Interchangeable
Biosimilar”).

Brand Name Drug – A prescription drug that is manufactured and sold by the pharmaceutical company that
originally researched and developed the drug. Brand name drugs have the same active-ingredient formula as
thegeneric versionof thedrug.However, genericdrugsaremanufacturedandsoldbyotherdrugmanufacturers
and are generally not available until after the patent on the brand name drug has expired.

Catastrophic Coverage Stage – The stage in the Part D Drug Benefit that begins when you (or other qualified
partiesonyourbehalf) have spent $2,100 forPartDcovereddrugsduring thecoveredyear.During thispayment
stage, you pay nothing for your covered Part D drugs and for excluded drugs that are covered under our
enhanced benefit.

Centers for Medicare &Medicaid Services (CMS) – The federal agency that administers Medicare.

Chronic-Care Special Needs Plan (C-SNP) – C-SNPs are SNPs that restrict enrollment to MA eligible people
who have specific severe and chronic diseases.

Coinsurance – An amount youmay be required to pay, expressed as a percentage (for example 20%) as your
share of the cost for services or prescription drugs after you pay any deductibles.
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Complaint - The formal name for making a complaint is filing a grievance. The complaint process is used
only for certain typesofproblems.This includesproblemsaboutqualityof care,waiting times, and thecustomer
service you get. It also includes complaints if our plan doesn't follow the time periods in the appeal process.

Comprehensive Outpatient Rehabilitation Facility (CORF) – A facility that mainly provides rehabilitation
services after an illness or injury, including physical therapy, social or psychological services, respiratory
therapy, occupational therapy and speech-language pathology services, and home environment evaluation
services.

Copayment (or copay) – An amount youmaybe required to pay as your share of the cost for amedical service
or supply, like a doctor’s visit, hospital outpatient visit, or a prescription drug. A copayment is a set amount
(for example $10), rather than a percentage.

Cost Sharing – Cost sharing refers to amounts that a member has to pay when services or drugs are gotten.
Cost sharing includes any combination of the following 3 types of payments: 1) any deductible amount a plan
may impose before services or drugs are covered; 2) any fixed copayment amount that a plan requires when
a specific service or drug is gotten; or 3) any coinsurance amount, a percentage of the total amount paid for
a service or drug, that a plan requires when a specific service or drug is gotten.

Cost-Sharing Tier – Every drug on the list of covered drugs is in one of 6 cost-sharing tiers. In general, the
higher the cost-sharing tier, the higher your cost for the drug.

Coverage Determination – A decision about whether a drug prescribed for you is covered by our plan and
the amount, if any, you're required to pay for the prescription. In general, if you bring your prescription to a
pharmacy and the pharmacy tells you the prescription isn’t covered under our plan, that isn’t a coverage
determination. You need to call or write to our plan to ask for a formal decision about the coverage. Coverage
determinations are called coverage decisions in this document.

Covered Drugs – The termwe use to mean all the prescription drugs covered by our plan.

Covered Services – The termwe use tomean all the health care services and supplies that are covered by our
plan.

Creditable Prescription Drug Coverage – Prescription drug coverage (for example, from an employer or
union) that is expected topay,onaverage, at least asmuchasMedicare’s standardprescriptiondrugcoverage.
Peoplewhohave thiskindof coveragewhen theybecomeeligible forMedicarecangenerally keep that coverage
without paying a penalty if they decide to enroll in Medicare prescription drug coverage later.

Custodial Care – Custodial care is personal care provided in a nursing home, hospice, or other facility setting
whenyoudon't needskilledmedical careor skillednursing care. Custodial care, providedbypeoplewhodon't
have professional skills or training, includes help with activities of daily living like bathing, dressing, eating,
getting in or out of a bed or chair, moving around, and using the bathroom. It may also include the kind of
health-related care that most people do themselves, like using eye drops. Medicare doesn’t pay for custodial
care.

Daily cost-sharing rate – A daily cost-sharing rate may apply when your doctor prescribes less than a full
month’s supply of certain drugs for you and you're required to pay a copayment. A daily cost-sharing rate is
the copayment divided by the number of days in amonth’s supply. Here is an example: If your copayment for
aone-monthsupplyofadrug is$30, andaone-month’s supply inourplan is30days, thenyourdaily cost-sharing
rate is $1 per day.

Deductible – The amount youmust pay for health care or prescriptions before our plan pays.

Disenroll or Disenrollment – The process of ending your membership in our plan.
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DispensingFee–A feechargedeach timeacovereddrug isdispensed topay for thecostof fillingaprescription,
such as the pharmacist’s time to prepare and package the prescription.

Dual Eligible Special Needs Plans (D-SNP) – D-SNPs enroll people who are entitled to both Medicare (Title
XVIII of the Social Security Act) andmedical assistance from a state plan under Medicaid (Title XIX). States
cover some Medicare costs, depending on the state and the person's eligibility.

Dually Eligible Individual – A person who is eligible for Medicare and Medicaid coverage.

Durable Medical Equipment (DME) – Certain medical equipment that is ordered by your doctor for medical
reasons. Examples include walkers, wheelchairs, crutches, poweredmattress systems, diabetic supplies, IV
infusion pumps, speech generating devices, oxygen equipment, nebulizers, or hospital beds ordered by a
provider for use in the home.

Emergency – Amedical emergency is when you, or any other prudent layperson with an average knowledge
of health andmedicine, believe that you have medical symptoms that require immediate medical attention
toprevent lossof life (and, if you're apregnantwoman, lossof anunbornchild), lossof a limb,or lossof function
of a limb,or lossof or serious impairment toabodily function. Themedical symptomsmaybean illness, injury,
severe pain, or a medical condition that is quickly getting worse.

EmergencyCare–Covered services that are: 1) providedbyaproviderqualified to furnishemergency services;
and 2) needed to treat, evaluate, or stabilize an emergency medical condition.

Evidence of Coverage (EOC) andDisclosure Information – This document, alongwith your enrollment form
and any other attachments, riders, or other optional coverage selected, which explains your coverage, what
wemust do, your rights, and what you have to do as a member of our plan.

Exception – A type of coverage decision that, if approved, allows you to get a drug that isn't on our formulary
(a formulary exception), or get a non-preferred drug at a lower cost-sharing level (a tiering exception). You
may also ask for an exception if our plan requires you to try another drug before getting the drug you're asking
for, if our plan requires a prior authorization for a drug and you want us to waive the criteria restriction, or if
our plan limits the quantity or dosage of the drug you're asking for (a formulary exception).

ExtraHelp –AMedicare program tohelppeoplewith limited incomeand resources payMedicare prescription
drug program costs, such as premiums, deductibles, and coinsurance.

Generic Drug – A prescription drug that's approved by the FDA as having the same active ingredient(s) as the
brand name drug. Generally, a generic drug works the same as a brand name drug and usually costs less.

Grievance - A type of complaint youmake about our plan, providers, or pharmacies, including a complaint
concerning the quality of your care. This doesn't involve coverage or payment disputes.

HomeHealth Aide – A personwho provides services that don't need the skills of a licensed nurse or therapist,
suchashelpwithpersonal care (e.g., bathing,using the toilet, dressing,or carryingout theprescribedexercises).

Hospice - Abenefit thatprovides special treatment for amemberwhohasbeenmedically certifiedas terminally
ill, meaning having a life expectancy of 6 months or less. Our plan must provide you with a list of hospices in
your geographic area. If you elect hospice and continue to pay premiums you're still a member of our plan.
You can still get all medically necessary services as well as the supplemental benefits we offer.

Hospital Inpatient Stay – A hospital stay when you have been formally admitted to the hospital for skilled
medical services. Even if you stay in the hospital overnight, youmight still be considered an outpatient.

IncomeRelatedMonthly AdjustmentAmount (IRMAA) – If yourmodified adjusted gross incomeas reported
on your IRS tax return from 2 years ago is above a certain amount, you’ll pay the standard premium amount
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and an Income Related Monthly Adjustment Amount, also known as IRMAA. IRMAA is an extra charge added
to your premium. Less than 5% of people with Medicare are affected, so most people won't pay a higher
premium.

Initial Coverage Stage – This is the stage before your out-of-pocket costs for the year have reached the
out-of-pocket threshold amount.

Initial Enrollment Period –When you're first eligible for Medicare, the period of time when you can sign up
for Medicare Part A and Part B. If you’re eligible for Medicare when you turn 65, your Initial Enrollment Period
is the 7-month period that begins 3 months before the month you turn 65, includes the month you turn 65,
and ends 3 months after the month you turn 65.

Institutional Special Needs Plan (I-SNP) – I-SNPs restrict enrollment to MA eligible people who live in the
community but need the level of care a facility offers, or who live (or are expected to live) for at least 90 days
straight in certain long-term facilities. I-SNPs include the following types of plans: Institutional-equivalent
SNPs (IE-SNPs) Hybrid Institutional SNPs (HI-SNPs), and Facility-based Institutional SNPs (FI-SNPs).

Institutional-Equivalent Special Needs Plan (IE-SNP) – An IE-SNP restricts enrollment toMA eligible people
who live in the community but need the level of care a facility offers.

Interchangeable Biosimilar – A biosimilar thatmay be used as a substitute for an original biosimilar product
at the pharmacy without needing a new prescription because it meets additional requirements about the
potential for automatic substitution. Automatic substitution at the pharmacy is subject to state law.

List of Covered Drugs (formulary or Drug List) – A list of prescription drugs covered by our plan.

Low Income Subsidy (LIS) – Go to Extra Help.

Manufacturer Discount Program – A program under which drug manufacturers pay a portion of our plan’s
full cost for covered Part D brand name drugs and biologics. Discounts are based on agreements between the
federal government and drug manufacturers.

Maximum Fair Price – The price Medicare negotiated for a selected drug.

MaximumOut-of-PocketAmount–Themost thatyoupayoutofpocketduring thecalendaryear for in-network
covered Part A and Part B services. Amounts you pay for our Medicare Part A and Part B premiums, and
prescription drugs don't count toward the maximum out-of-pocket amount.

Medicaid (or Medical Assistance) – A joint federal and state program that helps with medical costs for some
peoplewith low incomes and limited resources. StateMedicaid programs vary, butmost health care costs are
covered if you qualify for both Medicare and Medicaid.

Medically Accepted Indication – A use of a drug that is either approved by the FDA or supported by certain
references, such as the AmericanHospital Formulary ServiceDrug Information and theMicromedexDRUGDEX
Information system.

MedicallyNecessary–Services, supplies, or drugs that areneeded for theprevention, diagnosis, or treatment
of your medical condition andmeet accepted standards of medical practice.

Medicare – The federal health insurance program for people 65 years of age or older, some people under age
65with certain disabilities, and peoplewith End-Stage Renal Disease (generally thosewith permanent kidney
failure who need dialysis or a kidney transplant).

Medicare AdvantageOpenEnrollment Period – The time period fromJanuary 1 toMarch 31whenmembers
in a Medicare Advantage plan can cancel their plan enrollment and switch to another Medicare Advantage
planorget coverage throughOriginalMedicare. If youchoose to switch toOriginalMedicareduring thisperiod,
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you can also join a separate Medicare prescription drug plan at that time. The Medicare Advantage Open
Enrollment Period is also available for a 3-month period after a person is first eligible for Medicare.

MedicareAdvantage (MA)Plan –Sometimes calledMedicarePart C. Aplanofferedby aprivate company that
contractswithMedicare toprovideyouwithall yourMedicarePartAandPartBbenefits. AMedicareAdvantage
Plan can be i) an HMO, ii) a PPO, iii) a Private Fee-for-Service (PFFS) plan, or a iv) Medicare Medical Savings
Account (MSA) plan. Besides choosing from these types of plans, a Medicare Advantage. HMOor PPO plan can
also be a Special Needs Plan (SNP). In most cases, Medicare Advantage Plans also offer Medicare Part D
(prescription drug coverage). These plans are calledMedicare Advantage Plans with Prescription Drug
Coverage.

Medicare-CoveredServices –Services coveredbyMedicarePart A andPart B. AllMedicare healthplans,must
cover all the services that are covered by Medicare Part A and B. The termMedicare-Covered Services doesn't
include the extra benefits, such as vision, dental, or hearing, that a Medicare Advantage plan may offer.

Medicare Health Plan – A Medicare health plan is offered by a private company that contracts with Medicare
to provide Part A and Part B benefits to people with Medicare who enroll in our plan. This term includes all
Medicare Advantage Plans, Medicare Cost Plans, Special Needs Plans, Demonstration/Pilot Programs, and
Programs of All-inclusive Care for the Elderly (PACE).

Medicare PrescriptionDrug Coverage (Medicare Part D) – Insurance to help pay for outpatient prescription
drugs, vaccines, biologicals, and some supplies not covered by Medicare Part A or Part B.

Medication Therapy Management (MTM) program – A Medicare Part D program for complex health needs
provided to people whomeet certain requirements or are in a Drug Management Program. MTM services
usually include a discussion with a pharmacist or health care provider to reviewmedications.

Medigap(MedicareSupplement Insurance)Policy–Medicaresupplement insurancesoldbyprivate insurance
companies to fill gaps in Original Medicare. Medigap policies only work with Original Medicare. (A Medicare
Advantage Plan is not a Medigap policy.)

Member (Member of our Plan, or Plan Member) – A person with Medicare who is eligible to get covered
services, who has enrolled in our plan, andwhose enrollment has been confirmed by the Centers forMedicare
& Medicaid Services (CMS).

Member Services – A department within our plan responsible for answering your questions about your
membership, benefits, grievances, and appeals.

Network Pharmacy – A pharmacy that contracts with our plan where members of our plan can get their
prescription drug benefits. In most cases, your prescriptions are covered only if they are filled at one of our
network pharmacies.

Network Provider – Provider is the general term for doctors, other health care professionals, hospitals, and
other health care facilities that are licensed or certified by Medicare and by the state to provide health care
services.Network providers have an agreement with our plan to accept our payment as payment in full, and
in some cases to coordinate as well as provide covered services to members of our plan. Network providers
are also called plan providers.

Open Enrollment Period – The time period of October 15 until December 7 of each year whenmembers can
change their health or drug plans or switch to Original Medicare.

Organization Determination – A decision our plan makes a about whether items or services are covered or
howmuch you have to pay for covered items or services. Organization determinations are called coverage
decisions in this document.
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Original Biological Product – A biological product that has been approved by the FDA and serves as the
comparison for manufacturers making a biosimilar version. It is also called a reference product.

Original Medicare (Traditional Medicare or Fee-for-ServiceMedicare) – Original Medicare is offered by the
government, and not a private health plan like Medicare Advantage plans and prescription drug plans. Under
OriginalMedicare,Medicare services are coveredbypayingdoctors, hospitals, andother health careproviders
payment amounts established by Congress. You can see any doctor, hospital, or other health care provider
thatacceptsMedicare. Youmustpay thedeductible.Medicarepays its shareof theMedicare-approvedamount,
andyoupayyour share.OriginalMedicarehas2parts: PartA (Hospital Insurance) andPartB (Medical Insurance)
and is available everywhere in the United States.

Out-of-NetworkPharmacy – A pharmacy that doesn't have a contractwith our plan to coordinate or provide
covered drugs to members of our plan. Most drugs you get from out-of-network pharmacies aren't covered
by our plan unless certain conditions apply.

Out-of-Network Provider or Out-of-Network Facility – A provider or facility that doesn't have a contract
with our plan to coordinate or provide covered services tomembers of our plan. Out-of-network providers are
providers that aren't employed, owned, or operated by our plan.

Out-of-Pocket Costs – Go to the definition for cost sharing above. A member’s cost-sharing requirement to
pay for aportionof servicesordrugsgotten is also referred toas themember’s out-of-pocket cost requirement.

Out-of-Pocket Threshold – Themaximum amount you pay out of pocket for Part D drugs.

PACEplan–APACE (ProgramofAll-InclusiveCare for theElderly) plancombinesmedical, social, and long-term
services and supports (LTSS) for frail people to help people stay independent and living in their community
(insteadofmoving toanursinghome)as longaspossible. Peopleenrolled inPACEplansgetboth theirMedicare
and Medicaid benefits through our plan.

Part C – Go to Medicare Advantage (MA) Plan.

Part D – The voluntary Medicare Prescription Drug Benefit Program.

Part D Drugs – Drugs that can be covered under Part D. Wemay or may not offer all Part D drugs. Certain
categoriesofdrugshavebeenexcludedascoveredPartDdrugsbyCongress.Certain categoriesofPartDdrugs
must be covered by every plan.

PartDLateEnrollmentPenalty–Anamountadded toyourmonthlyplanpremiumforMedicaredrugcoverage
if yougowithout creditable coverage (coverage that's expected topay, onaverage, at least asmuchas standard
Medicare prescription drug coverage) for a continuous period of 63 days or more after you're first eligible to
join a Part D plan.

PreferredProviderOrganization (PPO)Plan–APreferredProviderOrganizationplan isaMedicareAdvantage
Plan thathasanetworkof contractedproviders thathaveagreed to treatplanmembers for a specifiedpayment
amount. A PPO plan must cover all plan benefits whether they're received from network or out-of-network
providers. Member cost sharing will generally be higher when plan benefits are gotten from out-of-network
providers. PPO plans have an annual limit on your out-of-pocket costs for services gotten from network
(preferred) providers and a higher limit on your total combined out-of-pocket costs for services from both
in-network (preferred) and out-of-network (non-preferred) providers.

Premium – The periodic payment to Medicare, an insurance company, or a health care plan for health or
prescription drug coverage.

Preventive services –Health care toprevent illness or detect illness at anearly stage,when treatment is likely
to work best (for example, preventive services include Pap tests, flu shots, and screening mammograms).
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Primary Care Provider (PCP) – The doctor or other provider you see first for most health problems. In many
Medicare healthplans, youmust see your primary careprovider before you see anyother health careprovider.

Prior Authorization – Approval in advance to get services and/or certain drugs based on specific criteria.
Covered services that needprior authorization aremarked in theMedical Benefits Chart in Chapter 4. Covered
drugs that need prior authorization are marked in the formulary and our criteria are posted on our website.

ProstheticsandOrthotics–Medicaldevices including,butnot limited to, arm,backandneckbraces; artificial
limbs; artificial eyes; anddevicesneeded to replacean internalbodypartor function, includingostomysupplies
and enteral and parenteral nutrition therapy.

Quality ImprovementOrganization (QIO) – A group of practicing doctors and other health care experts paid
by the federal government to check and improve the care given to Medicare patients.

QuantityLimits–Amanagement tool that isdesigned to limit theuseofadrug forquality, safety, orutilization
reasons. Limits may be on the amount of the drug that we cover per prescription or for a defined period of
time.

“Real-TimeBenefitTool”–Aportalor computerapplication inwhichenrolleescan lookupcomplete, accurate,
timely, clinically appropriate, enrollee-specific formulary and benefit information. This includes cost-sharing
amounts, alternative formulary medications that may be used for the same health condition as a given drug,
and coverage restrictions (Prior Authorization, Step Therapy, Quantity Limits) that apply to alternative
medications.

Referral – A written order from your primary care doctor for you to visit a specialist or get certain medical
services. Without a referral, our plan may not pay for services from a specialist.

Rehabilitation Services – These services include inpatient rehabilitation care, physical therapy (outpatient),
speech and language therapy, and occupational therapy.

Selected Drug – A drug covered under Part D for which Medicare negotiated a Maximum Fair Price.

Service Area – A geographic area where youmust live to join a particular health plan. For plans that limit
whichdoctorsandhospitals youmayuse, it’s alsogenerally theareawhereyoucanget routine (non-emergency)
services. Our plan must disenroll you if you permanently move out of our plan’s service area.

SkilledNursingFacility (SNF)Care–Skillednursingcareand rehabilitation servicesprovidedonacontinuous,
daily basis, in a skilled nursing facility. Examples of care include physical therapy or intravenous injections
that can only be given by a registered nurse or doctor.

Special Enrollment Period – A set time whenmembers can change their health or drug plan or return to
OriginalMedicare. Situations inwhich youmaybe eligible for a Special Enrollment Period include: if youmove
outside the service area, if you're getting Extra Help with your prescription drug costs, if you move into a
nursing home, or if we violate our contract with you.

Special Needs Plan – A special type of Medicare Advantage Plan that provides more focused health care for
specific groups of people, such as those who have both Medicare and Medicaid, who live in a nursing home,
or who have certain chronic medical conditions.

Step Therapy – A utilization tool that requires you to first try another drug to treat your medical condition
before we'll cover the drug your physician may have initially prescribed.

SupplementalSecurity Income(SSI) –Amonthlybenefit paidbySocial Security topeoplewith limited income
and resources who are disabled, blind, or age 65 and older. SSI benefits aren't the same as Social Security
benefits.
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Urgently Needed Services – A plan-covered service requiring immediate medical attention that’s not an
emergency is an urgently needed service if either you’re temporarily outside our plan’s service area, or it’s
unreasonable given your time, place, and circumstances to get this service fromnetwork providers. Examples
of urgently needed services are unforeseenmedical illnesses and injuries, or unexpected flare-ups of existing
conditions. Medically necessary routine provider visits (like annual checkups) aren’t considered urgently
needed even if you’re outside our plan’s service area or our plan network is temporarily unavailable.
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Additional Important Healthcare
and Member Resource Information

Non-Discrimination Notice (NDN) – Section 1557
Notice of Availability (NOA) – Language Assistance Services



Non-Discrimination Notice – Section 1557
Central Health Plan
Discrimination is against the law. Central Health Plan follows State and Federal civil rights
laws. Central Health Plan does not unlawfully discriminate, exclude people, or treat them
differently because of sex, race, color, religion, ancestry, national origin, ethnic group
identification, age, mental disability, physical disability, medical condition, genetic information,
marital status, gender, gender identity, or sexual orientation.

Central Health Plan provides:

Free aids and services in a timely manner to people with disabilities to help them
communicate better, such as:

Qualified sign language interpreters
Written information in other formats (large print, audio, accessible electronic formats,
other formats)

Free language services in a timely manner to people whose primary language is not English,
such as:

Qualified interpreters
Written information in other languages

If you need these services, contact Central Health Plan between 8:00 a.m. to 8:00 p.m. by
calling 1-866-314-2427. If you cannot hear or speak well, please call 711. Upon request, this
document can be made available to you in braille, large print, audiocassette, or electronic form.
To obtain a copy in one of these alternative formats, please call or write to:

Central Health Plan
Civil Rights Coordinator
200 Oceangate, Suite 100
Long Beach, CA 90802
By phone: 1-866-606-3889. If you cannot hear or speak well, please call 711.

HOW TO FILE A GRIEVANCE

If you believe that Central Health Plan has failed to provide these services or unlawfully
discriminated in another way on the basis of sex, race, color, religion, ancestry, national origin,
ethnic group identification, age, mental disability, physical disability, medical condition, genetic
information, marital status, gender, gender identity, or sexual orientation, you can file a grievance
with Central Health Plan’s Civil Rights Coordinator. You can file a grievance by phone, in writing,
in person, or electronically:

By phone: Contact Central Health Plan’s Civil Rights Coordinator between 8:30 a.m. to 5:30
p.m. by calling 1-866-606-3889. Or, if you cannot hear or speak well, please call 711.
In writing: Fill out a complaint form or write a letter and send it to:
Central Health Plan
Civil Rights Coordinator
200 Oceangate, Suite 100
Long Beach, CA 90802
In person: Visit your doctor’s office or Central Health Plan and say you want to file a
grievance.
Electronically: Send an email to Civil.Rights@MolinaHealthcare.com. You can also visit
Central Health Plan’s website at MolinaHealthcare.Alertline.com.



OFFICE OF CIVIL RIGHTS – CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES

You can also file a civil rights complaint with the California Department of Health Care Services,
Office of Civil Rights by phone, in writing, or electronically:

By phone: Call 916-440-7370. If you cannot speak or hear well, please call 711
(Telecommunications Relay Service).
In writing: Fill out a complaint form or send a letter to:
Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights
P.O. Box 997413
Sacramento, CA 95899-7413

Complaint forms are available at DHCS.ca.gov/Pages/Language_Access.aspx.

Electronically: Send an email to CivilRights@dhcs.ca.gov.

OFFICE OF CIVIL RIGHTS – U.S DEPARTMENT OF HEALTH AND HUMAN SERVICES

If you believe you have been discriminated against on the basis of race, color, national origin,
age, disability, or sex, you can file a civil rights complaint (grievance) with the U.S. Department
of Health and Human Services, Office for Civil Rights, by phone, in writing, or electronically:

By phone: Call 1-800-368-1019. If you cannot speak or hear well, please call TTY/TDD:
1-800-537-7697.
In writing: Fill out a complaint form or send a letter to:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

Complaint forms are available at HHS.gov/ocr/office/file/index.html.

Electronically: Visit the Office for Civil Rights Complaint Portal at
OCRportal.hhs.gov/ocr/portal/lobby.jsf.



Notice of Availability/Taglines – Section 1557
Central Health Plan

Notice of Availability of Language Assistance
Services and Auxiliary Aids and Services

English

ATTENTION: If you need help in your language call (866) 314-2427 (TTY: 711). Aids and
services for people with disabilities, like documents in braille and large print, are also
available. Call (866) 314-2427 (TTY: 711). These services are free of charge.

(Arabic)العربية

الهاتف لمستخدمي (وبالنسبة ، (866) 314-2427 ب فاتصل بلغتك، المساعدة إلى احتجت إذا الانتباه،: يرجى
مثل الإعاقة، للأشخاصذوي والخدمات المساعدات أيضًا تتوفر .(711 على الاتصال يمكنهم : TTY النصي
الهاتف لمستخدمي (وبالنسبة (866) 314-2427 ب اتصل الكبير، والخط بريل بطريقة المكتوبة المستندات

مجانية. الخدمات هذه .(711 على الاتصال يمكنهم : TTY النصي

Հայերեն (Armenian)

ՈՒՇԱԴՐՈՒԹՅՈՒՆ: Եթե Ձեզ օգնություն է հարկավոր Ձեր լեզվով, զանգահարեք (866) 314-2427 (TTY:
711)։ Կան նաև օժանդակ միջոցներ ու ծառայություններ հաշմանդամություն ունեցող անձանց համար,
օրինակ` Բրայլի գրատիպով ու խոշորատառ տպագրված նյութեր։ Զանգահարեք (866) 314-2427 (TTY:
711)։ Այդ ծառայություններն անվճար են։

(866) 314-2427

(866) 314-2427

繁體中文 (Chinese)

请注意：如果您需要以您的语言提供帮助，请致电 (866) 314-2427 (TTY: 711)。另外还
提供针对残疾人士的辅助工具和服务，，例如盲文文件和大字体文件。请致电 (866)
314-2427 (TTY: 711)。这些服务均免费提供。



فارسی (Farsi)

. د بگيري ، (866) 314-2427 (TTY: 711) با کنيد، دريافت راهنمايی خود زبان به یخواهيد م اگر : توجه
موجود ز ني درشت، چاپ و بريل خط ا ب نسخههايی مانند معلوليت، دارای مخصوصافراد خدمات و کمکها

د یشون م ارائه رايگان خدمات اين . د بگيري (866)تماس 314-2427 (TTY: 711) با . است

(866) 314-2427

(866) 314-2427

Hmoob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau (866) 314-2427 (TTY:
711). Tsis tas li ntawd, kuj tseem muaj cov kev pab txhawb thiab kev pab cuam rau cov
neeg xiam oob qhab, xws li cov ntawv su thiab luam tawm ua tus ntawv loj. Hu rau (866)
314-2427 (TTY: 711). Cov kev pab cuam no yog pab dawb xwb.

日本語 (Japanese)

注記：日本語での対応が必要な場合は(866) 314-2427 (TTY: 711)までお電話ください。
点字の資料や文字の拡大表示など、障がいをお持ちの方のためのサービスもご用意して
おります。 (866) 314-2427 (TTY: 711)までお電話ください。これらのサービスは無料
です。

한국어 (Korean)

알림: 귀하의언어로도움을받고싶으시면 (866) 314-2427 (TTY: 711) 번으로전화하십
시오. 점자나큰활자로된문서와같이장애가있는분들을위한지원및서비스도이용하
실수있습니다. (866) 314-2427 (TTY: 711) 번으로전화하십시오. 이러한서비스는무료
로제공됩니다.

(866) 314-2427

(866) 314-2427



Mien

LONGC HNYOUV JANGX LONGX OC: Beiv taux meih qiemx longc mienh tengx faan
benx meih nyei waac nor douc waac daaih lorx taux (866) 314-2427 (TTY: 711). Liouh
lorx jauv-louc tengx aengx caux nzie gong bun taux ninh mbuo wuaaic fangx mienh, beiv
taux longc benx nzangc-pokc bun hluo mbiutc aengx caux aamz mborqv benx domh sou
se mbenc nzoih bun longc. Douc waac daaih lorx (866) 314-2427 (TTY: 711). Naaiv deix
nzie weih gong-bou jauv-louc se benx wang-henh tengx mv zuqc cuotv nyaanh oc.

(866) 314-2427

(866) 314-2427

Русский (Russian)

ВНИМАНИЕ! Если вам нужна помощь на вашем родном языке, звоните по номеру
(866) 314-2427 (линия TTY: 711). Также предоставляются средства и услуги для
людей с ограниченными возможностями, например документы крупным шрифтом
или шрифтом Брайля. Звоните по номеру (866) 314-2427 (TTY: 711). Такие услуги
= бесплатны.

Español (Spanish)

ATENCIÓN: si necesita ayuda en su idioma, llame al (866) 314-2427 (TTY: 711). También
ofrecemos asistencia y servicios para personas con discapacidades, como documentos
en braille y con letras grandes. Llame al (866) 314-2427 (TTY: 711). Estos servicios son
gratuitos.

Tagalog (Filipino)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa (866) 314-2427
(TTY: 711). Mayroon ding mga tulong at serbisyo para sa mga taong may
kapansanan,tulad ng mga dokumento sa braille at malaking print. Tumawag sa (866)
314-2427 (TTY: 711). Libre ang mga serbisyong ito.

ภาษาไทย (Thai)

โปรดทราบ: หากคุณตองการความชวยเหลือเปนภาษาของคุณ กรุณาโทรศัพทไปที่หมายเลข (866
) 314-2427 (TTY: 711) น อกจากนี้ ยังพรอมใหความชวยเหลือและบริการตาง ๆ ส าหรับบุคคลที่
มีความพิการ เชน เอกสารตาง ๆ ท่ีเปนอักษรเบรลลและเอกสารท่ีพิมพดวยตัวอักษรขนาดใหญ กรุณา
โทรศัพทไปที่หมายเลข (866) 314-2427 (TTY: 711) ไมมีคาใชจายส าหรับบริการเหลานี้



Українська (Ukrainian)

УВАГА! Якщо вам потрібна допомога вашою рідною мовою, телефонуйте на номер
(866) 314-2427 (TTY: 711). Люди з обмеженими можливостями також можуть
скористатися допоміжними засобами й послугами, наприклад, отримати документи,
надруковані шрифтом Брайля та великим шрифтом. Телефонуйте на номер (866)
314-2427 (TTY: 711). Ці послуги безкоштовні.

Tiếng Việt (Vietnamese)

CHÚ Ý: Nếu quý vị cần trợ giúp bằng ngôn ngữ của mình, vui lòng gọi số (866) 314-2427
(TTY: 711). Chúng tôi cũng hỗ trợ và cung cấp các dịch vụ dành cho người khuyết tật,
như tài liệu bằng chữ nổi Braille và chữ khổ lớn (chữ hoa). Vui lòng gọi số (866) 314-2427
(TTY: 711). Các dịch vụ này đều miễn phí.









Central Health Embrace Choice Plan (HMO C-SNP) Member Services

Member Services – Contact InformationMethod
(866) 314-2427Call
Calls to this number are free. Hours are October 1 –March 31, 8 a.m. to 8 p.m. local
time, 7 days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8 p.m.
local time.
Member Services (866) 314-2427 (TTY users call 711) also has free language
interpreter services available for non-English speakers.
711
This number requires special telephone equipment and is only for people who
have difficulties with hearing or speaking.

TTY

Calls to this number are free. Hours are October 1 –March 31, 8 a.m. to 8 p.m. local
time, 7 days aweek. FromApril 1 – September 30,Monday – Friday, 8 a.m. to 8 p.m.
local time.
(310) 507-6186Fax
Molina Healthcare
Attn: Medicare Member Services
200 Oceangate Ste. 100
Long Beach, CA 90802

Write

www.centralhealthplan.comWebsite

Legal Services of Northern CA, Inc. (Placer, Sacramento, San Joaquin and Yolo Counties), Sourcewise
Community Resource Solutions (Santa Clara County), Senior Advocacy Services (Solano County),
Stanislaus County Department of Aging and Veterans Services (Stanislaus County) (California SHIP)
LegalServicesofNorthernCA, Inc. (Placer,Sacramento,SanJoaquinandYoloCounties),SourcewiseCommunity
Resource Solutions (Santa Clara County), Senior Advocacy Services (Solano County), Stanislaus County
Department of Aging and Veterans Services (Stanislaus County) is a state program that gets money from the
federal government to give free local health insurance counseling to people with Medicare.

Contact InformationMethod
Placer, Sacramento, San Joaquin and Yolo Counties:
(916) 376-8915
Santa Clara County:
(408) 350-3200
Solano County:
(707) 526-4108
Stanislaus County:
(209) 558-8698

Call

711TTY
This number requires special telephone equipment and is only for people who
have difficulty hearing or speaking.



Contact InformationMethod
Placer, Sacramento, San Joaquin and Yolo Counties:
Legal Services of Northern CA, Inc.
505 12th St, Sacramento, CA 95814
Santa Clara County:
Sourcewise Community Resource Solutions
3100 De La Cruz Boulevard, Suite 310
Santa Clara, CA 95054
Solano County:
Senior Advocacy Services
1129 Industrial Avenue, Suite 201
Petaluma, CA 94954
Stanislaus County:
Stanislaus County Dept. Aging and Veteran Services
3500 Coffee Road, Suite 19
Modesto, CA 95355

Write

https://www.aging.ca.gov/hicapWebsite

PRADisclosureStatementAccording to thePaperworkReductionAct of 1995, nopersonsare required to respond
to a collection of information unless it displays a valid OMB control number. The valid OMB control number for
this information collection is 0938-1051. If you have comments or suggestions for improving this form, please
write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore,
Maryland 21244-1850.




