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Evidence of Coverage for 2026

Your Medicare Health Benefits and Services as a Member of our plan

This document gives the details of your Medicare health coverage from January 1 - December 31,
2026.

ﬁ This is an important legal document. Keep it in a safe place.

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

e Our plan premium and cost-sharing

e Our medical benefits
e How to file a complaint if you’re not satisfied with a service or treatment

e How to contact us
e Other protections required by Medicare law

For questions about this document, call Customer Service at 1-866-314-8188
(TTY users call 711). Hours are 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept.
This call is free.

This plan, AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPQO), is insured through
UnitedHealthcare Insurance Company or one of its affiliates. (When this Evidence of Coverage
says “we,” “us,” or “our,” it means UnitedHealthcare. When it says “plan” or “our plan,” it means
AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO).)

UnitedHealthcare Insurance Company pays royalty fees to AARP for the use of its intellectual
property. These fees are used for the general purposes of AARP. AARP and its affiliates are not
insurers. You do not need to be an AARP member to enroll. AARP encourages you to consider
your needs when selecting products and does not make specific product or pharmacy
recommendations for individuals.

UnitedHealthcare does not discriminate on the basis of race, color, national origin, sex, age, or
disability in health programs and activities.

UnitedHealthcare provides free services to help you communicate with us such as documents in
other languages, Braille, large print, audio, or you can ask for an interpreter. Please contact our
Customer Service number at 1-866-314-8188 for additional information (TTY users should call
711). Hours are 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept.

UnitedHealthcare ofrece servicios gratuitos para ayudarle a que se comunique con nosotros. Por
ejemplo, documentos en otros idiomas, braille, en letra grande o en audio. O bien, usted puede
pedir un intérprete. Para obtener mas informacién, llame a Servicio al Cliente al 1-866-314-8188,
para obtener informacion adicional (los usuarios de TTY deben llamar al 711). El horario es 7 a.m.

OMB Approval 0938-1051 (Expires: August 31, 2026)



a 10 p.m. hora del Centro: los 7 dias de la semana, de octubre a marzo; de lunes a viernes, de
abril a septiembre.

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

Our provider network can change at any time. You’ll get notice about any changes that can affect
you at least 30 days in advance.

OMB Approval 0938-1051 (Expires: August 31, 2026)
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Chapter 1:

Get started as a member

Section 1 You’re a member of AARP® Medicare Advantage Patriot No
Rx NJ-MA2 (PPO)

Section 1.1 You’re enrolled in AARP® Medicare Advantage Patriot No Rx NJ-MA2
(PPO), which is a Medicare PPO

You’re covered by Medicare, and you chose to get your Medicare health coverage through our
plan, AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO). Our plan covers all Part A and Part
B services. However, cost-sharing and provider access in this plan are different from Original
Medicare.

AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO) is a Medicare Advantage PPO Plan (PPO
stands for Preferred Provider Organization). Like all Medicare health plans, this Medicare PPO is
approved by Medicare and run by a private company. This plan doesn’t include Part D drug
coverage.

Section 1.2 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how AARP® Medicare Advantage
Patriot No Rx NJ-MA2 (PPO) covers your care. Other parts of this contract include your enroliment
form, 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 months you’re enrolled in the plan between January 1, 2026 and
December 31, 2026.

Medicare allows us to make changes to plans we offer each calendar year. This means we can
change the costs and benefits of the plan after December 31, 2026. We can also choose to stop
offering the plan, or to offer it in a different service area, after December 31, 2026.

Medicare (the Centers for Medicare & Medicaid Services) must approve our plan 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 are eligible for membership in our plan as long as you meet all these conditions:
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¢ You have both Medicare Part A and Medicare Part B

e 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 are physically located
in it.

e You’re a United States citizen or are lawfully present in the United States

Section 2.2 Plan service area for AARP® Medicare Advantage Patriot No Rx NJ-
MA2 (PPO)

Our plan is only available to individuals who live in our plan service area. To stay a member of our
plan, you must continue to live in our plan service area. The service area is described below.

Our service area includes these counties in New Jersey: Atlantic, Bergen, Burlington, Camden,
Cape May, Cumberland, Essex, Gloucester, Hudson, Hunterdon, Mercer, Middlesex, Monmouth,
Morris, Ocean, Passaic, Salem, Somerset, Sussex, Union, Warren.

If you move out of our plan’s service area, you can’t stay a member of this plan. Call Customer
Service at 1-866-314-8188 (TTY users call 711)to see if we have a plan in your new area.

When you move, you’ll have a Special Enrollment Period to either switch to Original Medicare or
enroll in a Medicare 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

You must 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 AARP® Medicare
Advantage Patriot No Rx NJ-MA2 (PPO) if you’re not eligible to stay a member of our plan on this
basis. AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO) must disenroll you if you do not
meet this requirement.

Section 3 Important membership materials

Section 3.1 Your UnitedHealthcare UCard

Use your UnitedHealthcare UCard® whenever you get services covered by our plan. You should
also show the provider your Medicaid card, if you have one. Sample UnitedHealthcare UCard:
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0 UnitedHealthcare

MEMBER A SAMPLE Benefit Award Card #: 9999 9999 9999 9999  XXX: XXX Exp: ¥~
enefit Award Card #: : Xp:

Member ID 123456789-N0 Printed: XX-XX-XXXX P

Sample Plan Nam=~ For Members: myuhcmedicare.com

1_-388-888-3888, ™ "1
Gr ) Nunber: X W J0C 00 rayer ID: XXXXX Terms and Conditions XXX**  XX> . XX.
| - Providers: uhcprc  r.con

Rxbu.. . i Part B Drugs Only

99 Lo XXX Me aiis:PC O. 999 Zi  \¢ E, LIATE, 99999-9999
Par. im: R) 0. 50X 99999, CITY, ST 99999-9999

@' For Pharm. stc  -888-u05-8888

DON'T use your red, white and blue Medicare card for covered medical services while you are a
member of this plan. If you use your Medicare card instead of your UnitedHealthcare UCard, you
may have to pay the full cost of medical services yourself. Keep your Medicare card in a safe place.
You may 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 your UnitedHealthcare UCard is damaged, lost, or stolen, call Customer Service at
1-866-314-8188 (TTY users call 711) right away and we'll send you a new card.

Section 3.2 Provider Directory

The Provider Directory, available at myAARPMedicare.com, lists our current network providers
and durable medical equipment suppliers. 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 agreement with us to accept our payment and any plan cost-
sharing as payment in full.

As a member of our plan, you can choose to get care from out-of-network providers. Our plan will
cover services from either in-network or out-of-network providers, as long as the services are
covered benefits and medically necessary. However, if you use an out-of-network provider, your
share of the costs for your covered services may be higher. Go to Chapter 3 for more specific
information.

Get the most recent list of providers and suppliers on our website at myAARPMedicare.com.

If you don’t have a Provider Directory, you can ask for a copy (electronically or in paper form) from
Customer Service at 1-866-314-8188 (TTY users call 711). Requested paper Provider Directories
will be mailed to you within 3 business days.

Section 4 Summary of important costs
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Your costs in 2026

Monthly plan premium $0

Maximum out-of-pocket amounts From network providers:

This is the most you will pay out-of-pocket for your covered $6,700
Part A and Part B services.

(Go to Chapter 4 Section 1.2 for details.) From in-network and out-of-

network providers combined:
$10,100

Primary care office visits $0 copayment per visit (in-
network).

$58 copayment per visit (out-of-
network).

Specialist office visits $55 copayment per visit (in-
network).

$80 copayment per visit (out-of-
network).

Inpatient hospital stays $450 copayment each day for
days 1 to 6 (in-network).

$0 copayment for additional
Medicare covered days (in-
network).

$550 copayment each day for
days 1 to 19 (out-of-network).

$0 copayment for additional
Medicare covered days (out-of-
network).

Your costs may include the following:
¢ Plan Premium (Section 4.1)
e Monthly Medicare Part B Premium (Section 4.2)
e Optional Supplemental Benefit Premium (Section 4.3)
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Section 4.1 Plan premium

You do not pay a separate monthly plan premium for our plan.

Medicare Part B premiums differ for people with different incomes. If you have questions about
these premiums, check your copy of the Medicare & You 2026 handbook in the section called
“2026 Medicare Costs.” Download a copy from the Medicare website at (medicare.gov/medicare-
and-you) or you can 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

Many members are required to pay other Medicare premiums

As a member of AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO) you receive up to a
$130.00 reduction of your monthly Medicare Part B premium. The reduction is set up by Medicare
and administered through the Social Security Administration (SSA). Rebates apply only to amounts
you pay toward the Medicare Part B premium and are not issued on any premium amount paid by
Medicaid. Depending on how you pay your Medicare Part B premium, your reduction may be
credited to your Social Security check or credited on your Medicare Part B premium statement.
Reductions may take several months to be issued; however, you will receive a full credit for
amounts you have paid.

You must continue paying your Medicare premiums to stay a member of the plan. This
includes your premium for Part B. You may also pay a premium for Part A if you aren’t eligible for
premium-free Part A.

Section 4.3 Optional Supplemental Benefit Premium

If you signed up for extra benefits, also called “optional supplemental benefits”, you pay an
additional premium each month for these extra benefits. See Chapter 4, Section 2.1 for details.
The premium amount for the Platinum Dental Rider is $56.00.

Section 5 More information about your monthly plan premium

Section 5.1 How to pay our plan premium

There are four ways you can pay our plan premium.

Option 1: Pay by check

We will send you a monthly bill for our monthly plan premium. Make your payment payable to
UnitedHealthcare. Please see your bill for the mailing address and other information. Include your
member ID number on your check or money order. If making a payment for more than one
member, include a payment slip for each member. Include the member ID number for each
member on the check or money order. All payments must be received on or before the due date
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shown on the monthly bill. If you need your monthly bill replaced, please call Customer Service at
1-866-314-8188 (TTY users call 711).

Option 2: Electronic Funds Transfer

Instead of paying by check, you can have our monthly plan premium automatically deducted from
your checking account. Your monthly payment will be deducted around the 5th of each month. If
you wish to sign up for Electronic Funds Transfer (EFT), you may follow the instructions on your
monthly bill, or you may call Customer Service at 1-866-314-8188 (TTY users call 711).

Option 3: Paying by credit card

Instead of paying by check, you can pay our monthly plan premium with your credit card. If you
wish to sign up to use your credit card to pay our monthly plan premium please call Customer
Service at 1-866-314-8188 (TTY users call 711).

Option 4: Have plan premium deducted from your monthly Social Security check
Changing the way you pay our premium

If you decide to change how you pay your premium, it can take up to 3 months for your new
payment method to take effect. While we process your new payment method, you’re still
responsible for making sure your plan premium is paid on time. Please contact Customer Service
at 1-866-314-8188 (TTY users call 711) to notify us of your premium payment option choice or if
you’d like to change your existing option.

If you have trouble paying your plan premium

Our plan premium is due in our office by the first day of the month. If we don’t get your payment by
the first day of the month, we’ll send you a notice. In addition, we have the right to pursue
collection of these premium amounts you owe.

Section 5.2 Our monthly plan premium won’t change during the year

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

Section 6 Keep our plan membership record up to date

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

The doctors, hospitals, and other providers in our plan’s network use your membership record to
know what services are covered and your cost-sharing amounts. Because of this, it’s very
important to help us keep your information up to date.

If you have any of these changes, let us know:
e Changes to your name, address, or phone number.
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e Changes in any other medical or drug insurance coverage you have (such as from your
employer, your spouse or domestic partner’'s employer, workers’ compensation, or Medicaid).

¢ Any liability claims, such as claims from an automobile accident.

e |f you’re admitted to a nursing home.

e If you get care in an out-of-area or out-of-network hospital or emergency room.
e |f your designated responsible party (such as a caregiver) changes.

e |f you participate in a clinical research study. (Note: You’re not required to tell our plan about
the clinical research studies you intend to participate in but we encourage you to do so.)

If any of this information changes, please let us know by calling Customer Service at
1-866-314-8188 (TTY users call 711).

It’s also important to contact Social Security if you move 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 you have with your benefits under our plan. This is called
Coordination of Benefits.

Once each year, we’ll send you a letter that lists any other medical or drug coverage that we know
about. Read 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 Customer Service at
1-866-314-8188 (TTY users call 711). You may need to give your plan member 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 (the “secondary
payer”) only pays if there are costs left uncovered by the primary coverage. The secondary payer
may not pay all of the uncovered costs. If you have other insurance, tell your doctor, hospital, and
pharmacy.

These rules apply for employer or union group health plan coverage:
e If you have retiree coverage, Medicare pays first.
e |f 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 that has more than 100 employees.

— If you’re over 65 and you (or your spouse or domestic partner) are still working, your group
health plan pays first if the employer has 20 or more employees or at least one employer in a
multiple employer plan that has more than 20 employees.
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e 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:
e No-fault insurance (including automobile insurance)
e Liability (including automobile insurance)
¢ Black lung benefits
e 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 AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO)
contacts

For help with claims, billing, or UCard questions, call or write to Customer Service. We’ll be happy
to help you.

Customer Service - Contact Information

Call 1-866-314-8188

Calls to this number are free.

Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept
Customer Service 1-866-314-8188 (TTY users call 711) also has free
language interpreter services for non-English speakers.

TTY 711
Calls to this number are free.
Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept

Write UnitedHealthcare Customer Service Department
P.O. Box 30770, Salt Lake City, UT 84130-0770

Website myAARPMedicare.com

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

A coverage decision is a decision we make about your benefits and coverage or about the amount
we’ll pay for your medical services. An appeal is a formal way of asking us to review and change a
coverage decision. For more information on how to ask for coverage decisions or appeals about
your medical care, go to Chapter 7.

Coverage Decisions for Medical Care - Contact Information

Call 1-866-314-8188
Calls to this number are free.
Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept

TTY 711
Calls to this number are free.
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Coverage Decisions for Medical Care - Contact Information

Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept

Fax 1-888-950-1170

Write UnitedHealthcare Customer Service Department (Organization
Determinations)
P.O. Box 30770, Salt Lake City, UT 84130-0770

Website myAARPMedicare.com

Appeals for Medical Care - Contact Information

Call

1-866-314-8188

Calls to this number are free.

Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept
For fast/expedited appeals for medical care:

1-877-262-9203

Calls to this number are free.

Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept

TTY

711
Calls to this number are free.
Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept

Fax

For fast/expedited appeals only:
1-866-373-1081

Write

UnitedHealthcare Appeals and Grievances Department
P.O. Box 6106, MS CA120-0360, Cypress, CA 90630-0016

Website

myAARPMedicare.com

How to make a complaint about your medical care

You can make a complaint about us or one of our network providers, including a complaint about
the quality of your care. This type of complaint doesn’t involve coverage or payment disputes. For
more information on how to make a complaint about your medical care, go to Chapter 7.

Complaints about Medical Care - Contact Information

Call

1-866-314-8188
Calls to this number are free.

13
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Complaints about Medical Care - Contact Information

Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept
For fast/expedited complaints about medical care:

1-877-262-9203

Calls to this number are free.

Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept

TTY 711

Calls to this number are free.

Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept
Fax For fast/expedited complaints only:

1-866-373-1081
Write UnitedHealthcare Appeals and Grievances Department

P.O. Box 6106, MS CA120-0360, Cypress, CA 90630-0016

Medicare website

To submit a complaint about AARP® Medicare Advantage Patriot No Rx
NJ-MAZ2 (PPO) directly to Medicare, go to Medicare.gov/my/medicare-
complaint.

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

If you got a bill or paid for services (like a provider bill) you think we should pay for, you may need
to ask us for reimbursement or to pay the provider bill. Go to Chapter 5 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 7 for more information.

Payment Requests - Contact Information

Call

1-866-314-8188
Calls to this number are free.
Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept

TTY

711
Calls to this number are free.
Hours of Operation: 7 a.m.-10 p.m. CT: 7 Days Oct-Mar; M-F Apr-Sept

Write

Medical claims payment requests:
UnitedHealthcare
P.O. Box 31362, Salt Lake City, UT 84131-0362

Website

myAARPMedicare.com

14
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Section 2

Get help from Medicare

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

Call 1-800-MEDICARE, (1-800-633-4227)
Calls to this number are free.
24 hours a day, 7 days a week.
TTY 1-877-486-2048
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 Chat live at Medicare.gov/talk-to-someone.
Write Write to Medicare at PO Box 1270, Lawrence, KS 66044
Website Medicare.gov

e 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.

¢ Find out what Medicare covers, including preventive services (like
screenings, shots or vaccines, and yearly “Wellness” visits).

e Get Medicare appeals information and forms.

e 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.

e Look up helpful websites and phone numbers.

You can also visit Medicare.gov to tell Medicare about any complaints you
have about AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO).

To submit a complaint to Medicare, go to Medicare.gov/my/medicare-
complaint. Medicare takes your complaints seriously and will use this
information to help improve the quality of the Medicare program.
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Section 3 State Health Insurance Assistance Program (SHIP)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselors in every state that offers free help, information, and answers to your Medicare
questions. In your state, the SHIP is called New Jersey State Health Insurance Assistance Program
(SHIP).

Your SHIP is an independent state program (not connected 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.

SHIP counselors can help you understand your Medicare rights, make complaints about your
medical care or treatment, and straighten out problems with your Medicare bills. SHIP counselors
can also help you with Medicare questions or problems, and help you understand your Medicare
plan choices, and answer questions about switching plans.

State Health Insurance Assistance Program (SHIP) - Contact Information
New Jersey
New Jersey State Health Insurance Assistance Program (SHIP)

Call 1-800-792-8820

TTY 711

Write P.O. Box 715, Trenton, NJ 08625-0715

Website www.nj.gov/humanservices/doas/services/q-z/ship/index.shtml
Section 4 Quality Improvement Organization (QIO)

A designated Quality Improvement Organization (QIO) serves people with Medicare in each state.
For New Jersey, the Quality Improvement Organization is called Commence Health BFCC-QIO
Program.

Your state’s Quality Improvement Organization has a group of doctors and other health care
professionals paid by Medicare to check on and help improve the quality of care for people with
Medicare. The state’s Quality Improvement Organization is an independent organization. It’s not
connected with our plan.
Contact your state’s Quality Improvement Organization 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 wrong medication, unnecessary tests or procedures, or a misdiagnosis.
¢ You think coverage for your hospital stay is ending too soon.

¢ You think coverage for your home health care, skilled nursing facility care, or Comprehensive
Outpatient Rehabilitation Facility (CORF) services is ending too soon.
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Quality Improvement Organization (QIO) - Contact Information
New Jersey
Commence Health BFCC-QIO Program

Call 1-866-815-5440
9 a.m. -5 p.m. local time, Monday - Friday; 10 a.m. - 4 p.m. local time,
weekends and holidays

TTY 711
This number requires special telephone equipment and is only for people
who have difficulties hearing or speaking.

Write P.O. Box 2687, Virginia Beach, VA 23450

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

Section 5 Social Security

Social Security determines Medicare eligibility and handles Medicare enrollment.

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

Social Security - Contact Information

Call 1-800-772-1213
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.

TTY 1-800-325-0778
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.

Website SSA.gov

Section 6 Medicaid
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Medicaid is a joint federal and state government program that helps with medical costs for certain
people with 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 (like deductibles, coinsurance, and copayments). (Some people with QMB
are also eligible for full Medicaid benefits (QMB+).)

¢ Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums. (Some
people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

¢ Qualifying Individual (Ql): 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 your state Medicaid
agency.

State Medicaid Program - Contact Information

New Jersey

Department of Human Services Division of Medical Assistance &
Health Services (Medicaid)

Call 1-800-701-0710
8 a.m. - 8 p.m. ET, Monday and Thursday; 8 a.m. - 5 p.m. ET, Tuesday,
Wednesday and Friday

TTY 711
This number requires special telephone equipment and is only for people
who have difficulties hearing or speaking.

Write P.O. Box 712, Trenton, NJ 08625-0712

Website https://www.state.nj.us/humanservices/dmahs/

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

The AIDS Drug Assistance Program (ADAP) helps people living with HIV/AIDS access life-saving
HIV medications. Medicare Part D drugs that are also on the ADAP formulary qualify for
prescription cost-sharing help through the State.

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, please 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 the state ADAP office listed below.
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AIDS Drug Assistance Program (ADAP) - Contact Information
New Jersey AIDS Drug Distribution Program (ADDP)

Call 1-877-613-4533
8 a.m.-4:30 p.m. local time, Monday-Friday
Website http://www.state.nj.us/health/hivstdtb/hiv-aids/medications.shtml
Section 7 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 Medicare through
the Railroad Retirement Board, let them know if you move or change your mailing address. For
questions about your benefits from the Railroad Retirement Board, contact the agency.

Railroad Retirement Board (RRB) - Contact Information

Call 1-877-772-5772

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 on
Wednesday.

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

TTY 1-312-751-4701

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

Calls to this number aren’t free.

Website RRB.gov

Section 8 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 Customer Service 1-866-314-8188 (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 enroliment 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.
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Chapter 3:

Using our plan for your medical services

Section 1 How to get medical care as a member of our plan

This chapter explains what you need to know about using our plan to get your medical care
covered. For details on what medical care our plan covers and how much 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.

e 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 have arranged for these providers to
deliver covered services to members 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.

e Covered services include all the medical care, health care services, supplies, and equipment
that are covered by our plan. Your covered services for medical care are listed in the Medical
Benefits Chart in Chapter 4.

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

As a Medicare health plan, AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPQO) must cover all
services covered by Original Medicare and follow Original Medicare’s coverage rules.

The plan will generally cover your medical care as long as:
e The care you get is included in our plan’s Medical Benefits Chart in Chapter 4.
¢ The care you get is considered medically necessary. “Medically necessary” means that the

services, supplies, equipment, or Part B prescription drugs are needed for the prevention,
diagnosis, or treatment of your medical condition and meet accepted standards of medical
practice.
¢ You get your care from a provider who’s eligible to provide services under Original
Medicare. As a member of our plan, you can get care from either a network provider or an out-
of-network provider (go to Section 2 for more information).
— The providers in our network are listed in the Provider Directory (myAARPMedicare.com).
— If you use an out-of-network provider, your share of the costs for your covered services may
be higher.
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— Note: While you can get your care from an out-of-network provider, the provider must be
eligible to participate in Medicare. Except for emergency care, we can’t pay a provider who
has opted out of or been excluded or precluded from the Medicare Program. If you go to a
provider who isn’t eligible to participate in Medicare, you’ll be responsible for the full cost of
the services you get. Check with your provider before getting services to confirm that they’re
eligible to participate in Medicare.

Section 2 Use network and out-of-network providers to get medical
care
Section 2.1 You may choose a primary care provider (PCP) to provide and oversee

your medical care

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

What is a PCP?

A primary care provider (PCP) is a network physician who is selected by you to provide and
coordinate your covered services.

What types of providers may act as a PCP?

PCPs are generally physicians specializing in Internal Medicine, Family Practice or General
Practice.

What is the role of my PCP?

Your relationship with your PCP is an important one because your PCP is responsible for the
coordination of your health care and is also responsible for your routine health care needs. You
may want to ask your PCP for assistance in selecting a network specialist and follow-up with your
PCP after any specialist visits. It is important for you to develop and maintain a relationship with
your PCP.

How to choose a PCP
You select a PCP from the Provider Directory at the time of your enroliment. You may, however,
visit any network provider you choose.

For a copy of the most recent Provider Directory, or for help in selecting a PCP, call Customer
Service or visit the website listed in Chapter 2 of this booklet for the most up-to-date information
about our network providers.

If you do not select a PCP at the time of enroliment, we may pick one for you. You may change
your PCP at any time. See “Changing your PCP” below.

How to change your PCP

You can change your PCP for any reason, at any time. It’s also possible that your PCP might leave
our plan’s network of providers and you’d need to choose a new PCP in our plan or you’ll pay more
for covered services.
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If you want to change your PCP, call Customer Service or go online. If the PCP is accepting
additional plan members, the change will become effective on the first day of the following month.

Section 2.2 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

If you use an out-of-network provider, your share of the costs for your covered services will be as
shown in the Benefits Chart in Chapter 4 under “Out-of-Network.” You pay the out-of-network cost-
sharing even if you received a referral for the services, or if you requested a pre-visit coverage
decision from us. However, in the event that no contracted network provider is available, you can
ask to access care at in-network cost-sharing from an out-of-network provider. Call Customer
Service to let us know if you need to see an out-of-network provider, or to get help finding an in-
network provider. (Phone numbers for Customer Service are printed on the cover of this booklet.)

Even though your PCP is trained to handle the majority of common health care needs, there may
be a time when you feel that you need to see a network specialist. You do not need a referral from
your PCP to see a network specialist or behavioral/mental health provider. Although you do not
need a referral from your PCP to see a network specialist, your PCP can recommend an
appropriate network specialist for your medical condition, answer questions you have regarding a
network specialist’s treatment plan and provide follow-up health care as needed. For coordination
of care, we recommend you notify your PCP when you see a network specialist.

Please refer to the Provider Directory for a listing of plan specialists available through your
network, or you may consult the Provider Directory online at the website listed in Chapter 2 of this
booklet.

When a specialist or another network provider leaves our plan

It is important that you know that we may make 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:

e Even though our network of providers may change during the year, Medicare requires that you
have uninterrupted access to qualified doctors and specialists.

e We’ll notify you that your provider is leaving our plan so that you have time to choose a new
provider.
— 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.
— 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 them within the past 3 months.

e We’ll help you choose a new qualified in-network provider for continued care.
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e If you’re undergoing medical 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
S0 you can continue to get care.

e We’ll give you information about available enroliment periods and options you may have for
changing plans.

e When an in-network provider or benefit is unavailable or inadequate to meet your medical
needs, we’ll arrange for any medically necessary covered benefit outside of our provider
network at in-network cost sharing.

e |f 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.

e |f you believe we haven’t furnished you with a qualified provider to replace your previous
provider or that your care isn’t being appropriately managed, you have the right to file a quality-
of-care complaint to the QIO, a quality-of-care grievance to our plan, or both (go to Chapter 7).

You may call Customer Service for assistance at the number listed in Chapter 2 of this booklet.

Some services require prior authorization from the plan in order to be covered. Obtaining prior
authorization is the responsibility of the PCP or treating provider. Services and items requiring prior
authorization are listed in Medical Benefits Chart in Chapter 4, Section 2.

Section 2.3 How to get care from out-of-network providers

As a member of our plan, you can choose to get care from out-of-network providers. However,
providers that don’t contract with us are under no obligation to treat you, except in emergency
situations. Our plan will cover services from either network or out-of-network providers, as long as
the services are covered benefits and medically necessary. However, if you use an out-of-network
provider, your share of the costs for covered services may be higher. Here are more important
things to know about using out-of-network providers:

e You can get your care from an out-of-network provider, however, in most cases that provider
must be eligible to participate in Medicare. Except for emergency care, we can’t pay a provider
who has opted out of or been excluded or precluded from the Medicare Program. If you get
care from a provider who isn’t eligible to participate in Medicare, you’ll be responsible for the
full cost of the services you get. Check with your provider before receiving services to confirm
that they are eligible to participate in Medicare.

¢ When you obtain services out-of-network within the United States, we will pay for covered
services using Original Medicare rules. Under Original Medicare, providers can choose whether
to accept Medicare assignment. Assignment means that the doctor, provider, or supplier has
signed an agreement with Medicare to accept the Medicare-approved amount as full payment
for covered services. Most doctors, providers, and suppliers accept assignment, but you should
always check to make sure. You may also want to find out how much you have to pay for each
service or supply before you get it. To determine whether non-network doctors or suppliers
accept assignment (participate in Medicare), contact Medicare (See Chapter 2, Section 2 of this
Evidence of Coverage).

e You don’t need a referral or prior authorization when you get care from out-of-network
providers. However, before getting services from out-of-network providers, ask for a pre-visit
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coverage decision to confirm that the services you get are covered and are medically necessary
(go to Chapter 7, Section 4). This is important because:

— Without a pre-visit coverage decision, and if our plan later determines that the services aren’t
covered or weren’t medically necessary, our plan may deny coverage and you’ll be
responsible for the entire cost. If we say we won’t cover the services you got, you have the
right to appeal our decision not to cover your care (go to Chapter 7).

e [t is best to ask an out-of-network provider to bill our plan first. But, if you have already paid for
the covered services, we’ll reimburse you for our share of the cost for covered services. Or if an
out-of-network provider sends you a bill that you think we should pay, you can send it to us for
payment (go to Chapter 5).

e If you are using an out-of-network provider for emergency care, urgently needed services, or
out-of-area dialysis, you may not have to pay a higher cost-sharing amount (go to Section 3).

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

Section 3.1 Get care if you have a medical emergency

A medical emergency is when you, or any other prudent layperson with an average knowledge of
health and medicine, believe that you have medical symptoms that require immediate medical
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. The medical
symptoms may 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 emergency
medical care whenever you need it, anywhere in the world.

Covered services in a medical emergency

Our plan covers ambulance services in situations where getting to the emergency room in any
other way 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.

When you receive emergency care in the United States, 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 and make plans for additional care. Your follow-up care will
be covered by our plan. If you get your follow-up care from out-of-network providers, you’ll pay the
higher out-of-network cost-sharing.

When you receive emergency care outside of the United States under the worldwide emergency
benefit, only the medical services directly related to the immediate medical emergency are covered
while you remain in a foreign country. Follow-up care received outside of the United States after
your condition has been stabilized is generally not covered, even if the care is related to the original
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emergency. Coverage is limited to emergency services required to stabilize your condition. Any
care received beyond stabilization must occur within the United States to be eligible for coverage.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go in
for emergency care - thinking that your health is in serious danger - and the doctor may say that it
wasn’t a medical emergency after all. If it turns out that it wasn’t an emergency, as long as you
reasonably thought your health was in serious danger, we’ll cover your care.

However, after the doctor has said that it wasn’t an emergency, the amount of cost-sharing that
you pay will depend on whether you get the care from network providers or out-of-network
providers. If you get the care from network providers, your share of the costs will usually be lower
than if you get the care from out-of-network providers.

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 to get this service from network providers. Examples of urgently
needed services are unforeseen 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 services even if you’re outside our plan’s service area or our plan
network is temporarily unavailable.

Our plan covers worldwide emergency and urgently needed services outside the United States
under the following circumstances: emergency services, including emergency or urgently needed
care and emergency ambulance transportation from the scene of an emergency to the nearest
medical treatment facility within the foreign country. Transportation back to the United States from
another country is not covered, regardless of whether that transportation is via ambulance or some
other method of transportation. Any pre-scheduled services, scheduled appointments, pre-planned
treatments (including dialysis for an ongoing condition) and/or elective procedures are not covered
outside of the United States.

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: uhc.com/disaster-relief-info or contact Customer Service 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.

Section 4 What if you’re billed directly for the full cost of covered
services?
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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, you can ask us to pay our share of the cost of covered services. Go to
Chapter 5 for information about what to do.

Section 4.1 If services aren’t covered by our plan, you must pay the full cost

Our plan 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, 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. For example, if your plan covers one
routine physical exam per year and you receive that routine physical but choose to have a second
routine physical within the same year, you pay the full cost of the second routine physical. Any
amounts that you pay after you have reached the benefit limitation do not count toward your annual
out-of-pocket maximum. (See Chapter 4 for more information on your plan’s out-of-pocket
maximum.)

Section 5 Medical services in a clinical research study

Section 5.1 What is a clinical research study

A clinical research study (also called a “clinical trial”) is a way that doctors and scientists test new
types of medical care, like how well a new cancer drug works. Certain clinical research studies are
approved by Medicare. Clinical research studies approved by Medicare 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 pays most of the costs for the
covered services you get as part of the study. If you tell us that you are in a qualified clinical trial,
you’re only responsible for in-network cost-sharing for the services in that trial. If you paid more - 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 how much you paid.

If you want to participate in any Medicare-approved clinical research study, you don’t need to tell
us or to get approval from us or your PCP. 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
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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:

e Room and board for a hospital stay that Medicare would pay for even if you weren’t in a study.
e An operation or other medical procedure if it’s part of the research study.
e 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 a member of
our plan. This means you’ll pay the same amount for services you get as part of the study as you
would if you got these services from our plan. However, you must submit documentation showing
how much cost sharing you paid. Go to Chapter 5 for more 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 our plan. In this case, Original Medicare would pay $80 for the test,
and you would pay the $20 copayment required under Original Medicare. You would notify our
plan that you got a qualified clinical trial service and submit documentation (like a provider bill)
to our plan. Our plan would then directly pay you $10. This makes 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:
e 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.

e [tems 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.

e [tems and services provided by the research sponsors free of charge for people in the trial.

Get more information about joining a clinical research study

Get more information about joining a clinical research study in the Medicare publication Medicare
and Clinical Research Studies, available at Medicare.gov/coverage/clinical-research-studies. You
can also call 1-800-MEDICARE (1-800-633-4227), TTY users call 1-877-486-2048.

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 religious non-medical health care institution is a facility that provides care for a condition that
would ordinarily be treated in a hospital or skilled nursing facility. If getting care in a hospital or a
skilled nursing facility is against a member’s religious beliefs, we’ll instead cover care in a religious
non-medical health care institution. This benefit is provided only for Part A inpatient services (non-
medical health care services).
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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, you must sign a legal document
that says you’re conscientiously opposed to getting medical treatment that is non-excepted.
* Non-excepted medical care or treatment is any medical care or treatment that’s voluntary and
not required by any federal, state, or local law.
e Excepted medical 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.
e Our plan only covers non-religious aspects of care.

e If you get services from this institution provided to you in a facility, the following conditions
apply:
— You must have a medical condition that would allow you to receive covered services for
inpatient hospital care or skilled nursing facility care.
- and - you must get approval in advance from our plan before you’re admitted to the facility,
or your stay won’t be covered.

You are covered for unlimited days in the hospital, as long as your stay meets Medicare coverage
guidelines. The coverage limits are described under inpatient hospital care in the medical benefits
chart in Chapter 4.

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

Durable medical equipment (DME) includes items like oxygen equipment and supplies,
wheelchairs, walkers, powered mattress systems, crutches, diabetic supplies, speech generating
devices, IV infusion pumps, 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
you must rent.

In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for 13 months. As a member of our plan, you usually won’t get
ownership of rented DME items no matter how many copayments you make for the item while
a member of our plan. You won’t get ownership even if you made up to 12 consecutive payments
for the DME item under Original Medicare before you joined our plan. Under some limited
circumstances, we’ll transfer ownership of the DME item to you. Call Customer Service at
1-866-314-8188 (TTY users call 711) for more information.

What happens to payments you made for durable medical equipment if you switch to Original
Medicare?
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If you didn’t get ownership of the DME item while in our plan, you’ll have to make 13 new
consecutive payments after you switch to Original Medicare to own the DME item. The payments
you made while enrolled in our plan don’t count towards these 13 payments.

Example 1: You made 12 or fewer consecutive payments for the item in Original Medicare and then
joined our plan. The payments you made in Original Medicare don’t count.

Example 2: You made 12 or fewer consecutive payments for the item in Original Medicare and then
joined our plan. You didn’t get ownership of the item while in our plan. You then go back to Original
Medicare. You’ll have to make 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, and maintenance

If you qualify for Medicare oxygen equipment coverage our plan will cover:
¢ Rental of oxygen equipment
e Delivery of oxygen and oxygen contents
e Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents
e Maintenance and repairs of oxygen equipment

If you leave our plan or no longer medically require oxygen equipment, 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 24 months the supplier provides the
equipment and maintenance (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 and
what you pay)

Section 1 Understanding your out-of-pocket costs for covered
services

The Medical Benefits Chart lists your covered services and shows how much you pay for each
covered service as a member of AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO). 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 you may pay for covered services

Types of out-of-pocket costs you may pay for covered services include.

e Copayment: the fixed amount you pay each time you get certain medical services. You pay a
copayment at the time you get the medical service. (The Medical Benefits Chart tells you more
about your copayments.)

e Coinsurance: the percentage you pay of the total cost of certain medical services. You pay a
coinsurance at the time you get the medical service. (The Medical Benefits Chart tells you more
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 What’s the most you’ll pay for Medicare Part A and Part B covered
medical services?

Under our plan, there are 2 different limits on what you pay out-of-pocket for covered medical
services:

e Your in-network maximum out-of-pocket amount is $6,700. This is the most you pay during
the calendar year for covered Medicare Part A and Part B services you got from network
providers. The amounts you pay for copayments and coinsurance for covered services from
network providers count toward this in-network maximum out-of-pocket amount. The amounts
you pay for plan premiums, and services from out-of-network providers don’t count toward your
in-network maximum out-of-pocket amount. In addition, amounts you pay for some services
don’t count toward your in-network maximum out-of-pocket amount. These services are marked
with an asterisk in the Medical Benefits Chart. If you pay $6,700 for covered Part A and Part B
services from network providers, you won’t have any out-of-pocket costs for the rest of the year
when you see our network providers. However, you must continue to pay our plan premium and
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the Medicare Part B premium (unless your Part B premium is paid for you by Department of
Human Services Division of Medical Assistance & Health Services (Medicaid) or another third
party).

¢ Your combined maximum out-of-pocket amount is $10,100. This is the most you pay during
the calendar year for covered Medicare Part A and Part B services you got from both in-network
and out-of-network providers. The amounts you pay for copayments and coinsurance for
covered services count toward this combined maximum out-of-pocket amount. The amounts
you pay for plan premium don’t count toward your combined maximum out-of-pocket amount.
In addition, amounts you pay for some services don’t count toward your combined maximum
out-of-pocket amount. These services are marked with an asterisk in the Medical Benefits
Chart. If you pay $10,100 for covered services, you’ll have 100% coverage and won’t have any
out-of-pocket costs for the rest of the year for covered Part A and Part B services. However, you
must continue to pay our plan premium and the Medicare Part B premium (unless your Part B
premium is paid for you by Department of Human Services Division of Medical Assistance &
Health Services (Medicaid) or another third party).

Section 1.3 Network providers aren’t allowed to balance bill you

As a member of AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO), you have an important
protection because you only have to pay your cost-sharing amount when you get services covered
by our plan. Providers can’t bill you for additional separate charges, called balance billing. This
protection 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.

Here’s how protection from balance billing works:

e 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. You’ll generally have higher
copayments when you get care from out-of-network providers.

e |f your cost-sharing is a coinsurance (a percentage of the total charges), then you never pay
more than that percentage. However, your cost depends on which type of provider you see:

— If you get covered services from a network provider, you pay the coinsurance percentage
multiplied 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.

— If you get covered services from an out-of-network provider who doesn’t participate with
Medicare, then you pay the coinsurance percentage multiplied by the Medicare payment
rate for non-participating providers.

e |f you think a provider has “balance billed” you, call Customer Service at 1-866-314-8188 (TTY
users call 711).

Section 2 The Medical Benefits Chart shows your medical benefits and
costs
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The Medical Benefits Chart on the next pages lists the services AARP® Medicare Advantage Patriot
No Rx NJ-MAZ2 (PPO) covers and what you pay out-of-pocket for each service. The services listed in
the Medical Benefits Chart are covered only when these requirements are met:

¢ Your Medicare-covered services must be provided according to Medicare coverage guidelines.

e Your services (including medical care, services, supplies, equipment, and Part B drugs) must
be medically necessary. “Medically necessary” means that the services, supplies, or Part B
drugs are needed for the prevention, diagnosis, or treatment of your medical condition and
meet accepted standards of medical practice.

e For new enrollees, your MA coordinated care plan must provide a minimum 90-day transition
period, during which time the new MA plan can’t require prior authorization for any active
course of treatment, even if the course of treatment was for a service that commenced with an
out-of-network provider.

¢ You have a Primary care provider (a PCP) providing and overseeing your care.

e Some services listed in the Medical Benefits Chart are covered as in-network services only if
your doctor or other network provider gets approval from us in advance (sometimes called prior
authorization).

— Covered services that may need approval in advance to be covered as in-network services
are marked by a double dagger (") in the Medical Benefits Chart.

— Network providers agree by contract to obtain prior authorization from the plan and agree
not to balance bill you.

—You never need approval in advance for out-of-network services from out-of-network
providers.

— While you don’t need approval in advance for out-of-network services, you or your doctor can
ask us to make a coverage decision in advance.

— 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:
¢ For benefits where your cost-sharing is a coinsurance percentage, the amount you pay
depends on what type of provider you get the services from:

— If you get covered services from a network provider, you pay the coinsurance percentage
multiplied by our plan’s reimbursement rate (as determined 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.

— If you get covered services from an out-of-network provider who doesn’t participate with
Medicare, you pay the coinsurance percentage multiplied by the Medicare payment rate for
non-participating providers.

e Like all Medicare health plans, we cover everything that Original Medicare covers. For some of
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these benefits, you pay more in our plan than you would in Original Medicare. For others, you
pay less. (To learn more about the coverage and costs of Original Medicare, go to your
Medicare & You 2026 handbook. View it online at www.Medicare.gov or ask for a copy by
calling 1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.)

e For preventive services covered at no cost under Original Medicare, we also cover those
services at no cost to you when you use a network provider. However, if you’re also treated or
monitored for an existing medical condition during the visit when you get the preventive
service, a copayment will apply for the care you got for the existing medical condition. See the
Medical Benefits Chart for information about your share of the out-of-network costs for these
services.

e If Medicare adds coverage for any new services during 2026, either Medicare or our plan will
cover those services.

6 This apple shows preventive services in the Medical Benefits Chart.

Medically Necessary - means health care services, supplies, or drugs needed for the prevention,
diagnosis, or treatment of your sickness, injury or illness that are all of the following as determined
by us or our designee, within our sole discretion:

¢ In accordance with Generally accepted standards of medical practice.

e Most appropriate, in terms of type, frequency, extent, site and duration, and considered
effective for your sickness, injury, or illness.

¢ Not mainly for your convenience or that of your doctor or other health care provider.

e Meet, but do not exceed your medical need, are at least as beneficial as an existing and
available medically appropriate alternative, and are furnished in the most cost-effective manner
that may be provided safely and effectively.

Generally accepted standards of medical practice are standards that are based on credible
scientific evidence published in peer-reviewed medical literature generally recognized by the
relevant medical community, relying primarily on controlled clinical trials, or, if not available,
observational studies from more than one institution that suggest a causal relationship between the
service or treatment and health outcomes.

If no credible scientific evidence is available, then standards that are based on Physician specialty
society recommendations or professional standards of care may be considered. We reserve the
right to consult expert opinion in determining whether health care services are Medically
Necessary. The decision to apply Physician specialty society recommendations, the choice of
expert and the determination of when to use any such expert opinion, shall be within our sole
discretion.
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Medical Benefits Chart

Covered service

What you pay in-
network

What you pay out-of-
network

Providers may ask you for more than one cost share payment if you get more than one service

at an appointment. For example:

eYour doctor will ask for a copayment for the office or urgent care center visit and additional

copayments for each x-ray that is performed while you are there.

eYour hospital may ask for separate cost-sharing for certain outpatient hospital medical
services for example but not limited to; radiological tests or Medicare Part B drugs

administered while you are there.

eThe specific cost-sharing that will apply depends on which services you receive. The
Medical benefits chart below lists the cost-sharing that applies for each specific service.

6 Abdominal aortic aneurysm
screening

A one-time (once per lifetime)

screening ultrasound for people at risk.

The plan only covers this screening if
you have certain risk factors and if you
get a referral for it from your physician,
physician assistant, nurse practitioner,
or clinical nurse specialist.

There is no coinsurance,
copayment, or
deductible for members
eligible for this
preventive screening.

50% coinsurance for
members eligible for this
preventive screening.

You pay these amounts
until you reach the out-
of-pocket maximum.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under

Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

Acupuncture for chronic low back
pain
Covered services include:

Up to 12 visits in 90 days performed
by, or under the supervision of a
physician (or other medical provider as
described below) are covered under
the following circumstances:

For the purpose of this benefit, chronic
low back pain is defined as:

el asting 12 weeks or longer;

enonspecific, in that it has no
identifiable systemic cause (i.e.,
not associated with metastatic,
inflammatory, infectious disease,
etc.);

enot associated with surgery; and
enot associated with pregnancy.

An additional 8 sessions will be
covered for patients demonstrating an
improvement. No more than 20
acupuncture treatments may be
administered annually.

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

Generally, Medicare-covered
acupuncture services are not
covered when provided by an
acupuncturist or chiropractor.

Provider Requirements:

Physicians (as defined in 1861(r)(1) of
the Social Security Act (the Act) may

You will pay the cost-
sharing that applies to
primary care services or
specialist physician
services (as described
under “Physician/
practitioner services,
including doctor’s office
visits”) depending on if
you receive services
from a primary care
physician or
specialist. ™t

You will pay the cost-
sharing that applies to
primary care services or
specialist physician
services (as described
under “Physician/
practitioner services,
including doctor’s office
visits”) depending on if
you receive services
from a primary care
physician or specialist.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service What you pay in- What you pay out-of-
network network

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:

ea master’s or doctoral level degree
in acupuncture or Oriental
Medicine from a school accredited
by the Accreditation Commission
on Acupuncture and Oriental
Medicine (ACAOM); and,

ea current, full, active, and
unrestricted license to practice
acupuncture in a State, Territory,
or Commonwealth (i.e. Puerto
Rico) of the United States, or
District of Columbia.

eBenefit is not covered when solely
provided by an independent
acupuncturist.

Auxiliary personnel furnishing
acupuncture must be under the
appropriate level of supervision of a
physician, PA, or NP/CNS as required
by Medicare.

Acupuncture services performed by
providers that do not meet CMS
acupuncture provider requirements are
not covered even in locations where
there are no providers available that
meet CMS requirements.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

Ambulance services

Medicare-covered ambulance services
within the United States, whether for an
emergency or non-emergency
situation, include fixed wing, rotary
wing, and ground ambulance services,
to the nearest appropriate facility that
can provide care if they’re furnished to
a member whose medical condition is
such that other means of
transportation could endanger the
person’s health or if authorized by our
plan. If the covered ambulance
services aren’t for an emergency
situation, it should be documented that
the member’s condition is such that
other means of transportation could
endanger the person’s health and that
transportation by ambulance is
medically required.

Outside of the United States, our
worldwide emergency benefit covers
emergency ambulance transportation
only from the scene of an emergency
to the nearest medical treatment
facility within the foreign country.
Transportation back to the United
States from another country is not
covered, regardless of whether that
transportation is via ambulance or
some other method of transportation.
Generally, you will pay the full cost of
any emergency ambulance services
received outside of the United States at
the time you receive the services and
then you will need to request

$275 copayment for each one-way Medicare-covered
ground trip.

$275 copayment for each one-way Medicare-covered
air trip.

You pay these amounts until you reach the out-of-
pocket maximum. All Medicare-covered trips (in or
out-of-network) will apply to the in-network out-of-
pocket maximum.

Your provider may need to obtain prior authorization
for non-emergency transportation.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

reimbursement from us. Payment
requests that we receive from
intermediaries, claims management
companies or third-party billers for
services that you received outside of
the United States are not reimbursable.

Annual routine physical exam

Includes comprehensive physical
examination and evaluation of status of
chronic diseases. Doesn’t include lab
tests, radiological diagnostic tests or
non-radiological diagnostic tests.
Additional cost share may apply to any
lab or diagnostic testing performed
during your visit, as described for each
separate service in this Medical
Benefits Chart. Annual Routine
Physical Exam visits do not need to be
scheduled 12 months apart but are
limited to one in or out-of-network visit
each calendar year.

$0 copayment for a
routine physical exam
each year.

50% coinsurance for a
routine physical exam
each year.”

6 Annual wellness visit

If you’ve had Part B for longer than 12
months, you can get an annual
wellness visit to develop or update a
personalized prevention plan based on
your current health and risk factors.
This is covered once every 12 months.
Doesn’t include lab tests, radiological
diagnostic tests or non-radiological
diagnostic tests. Additional cost share
may apply to any lab or diagnostic
testing performed during your visit, as

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

50% coinsurance for the
annual wellness visit.

You pay these amounts
until you reach the out-
of-pocket maximum.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under

Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

described for each separate service in
this Medical Benefits Chart.

Note: Your first annual wellness visit
can’t take place within 12 months of
your Welcome to Medicare preventive
visit. However, you don’t need to have
had a Welcome to Medicare visit to be
covered for annual wellness visits after
you’ve had Part B for 12 months.

6 Bone mass measurement

For qualified people (generally, this
means people at risk of losing bone
mass or at risk of osteoporosis), the
following services are covered every 24
months or more frequently if medically
necessary: procedures to identify bone
mass, detect bone loss, or determine
bone quality, including a physician’s
interpretation of the results.

There is no coinsurance,
copayment, or
deductible for Medicare-
covered bone mass
measurement.

50% coinsurance for
Medicare-covered bone
mass measurement.

You pay these amounts
until you reach the out-
of-pocket maximum.

6 Breast cancer screening
(mammograms)

Covered services include:

eOne baseline mammogram
between the ages of 35 and 39

eOne screening mammaogram every
12 months for women age 40 and
older

eClinical breast exams once every
24 months

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

50% coinsurance for
covered screening
mammograms.

You pay these amounts
until you reach the out-
of-pocket maximum.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

Cardiac rehabilitation services

Comprehensive programs of cardiac
rehabilitation services that include
exercise, education, and counseling
are covered for members who meet
certain conditions with a doctor’s
order. Our plan also covers intensive
cardiac rehabilitation programs that
are typically more rigorous or more
intense than cardiac rehabilitation
programs.

$0 copayment for each
Medicare-covered
cardiac rehabilitative
visit. T

50% coinsurance for
each Medicare-covered
cardiac rehabilitative
visit.

You pay these amounts
until you reach the out-
of-pocket maximum.

Cardiovascular disease risk
reduction visit (therapy for
cardiovascular disease)

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 discuss
aspirin use (if appropriate), check your
blood pressure, and give you tips to
make sure you’re eating healthy.

There is no coinsurance,
copayment, or
deductible for the
cardiovascular disease
preventive benefit.

50% coinsurance for the
cardiovascular disease
preventive benefit.

You pay these amounts
until you reach the out-
of-pocket maximum.

6 Cardiovascular disease
screening tests

Blood tests for the detection of
cardiovascular disease (or
abnormalities associated with an
elevated risk of cardiovascular disease)
covered once every 5 years (60
months).

There is no coinsurance,
copayment, or
deductible for
cardiovascular disease
testing that is covered
once every five years.

50% coinsurance for
cardiovascular disease
testing that is covered
once every five years.

You pay these amounts
until you reach the out-
of-pocket maximum.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

6 Cervical and vaginal cancer
screening

Covered services include:

eFor all women: Pap tests and
pelvic exams are covered once
every 24 months

e|f 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

eFor asymptomatic women
between the ages of 30 and 65:
HPV testing once every 5 years, in
conjunction with the Pap test

There is no coinsurance,
copayment, or
deductible for Medicare-
covered preventive Pap
and pelvic exams.

50% coinsurance for
Medicare-covered
preventive Pap and
pelvic exams.

You pay these amounts
until you reach the out-
of-pocket maximum.

Chiropractic services
Covered services include:

eManual manipulation of the spine
to correct subluxation (when one
or more of the bones of your spine
move out of position). Manual
manipulation is a treatment that
uses hands-on pressure to gently
move your joints and tissues.

Excluded from Medicare coverage is
any service other than manual
manipulation for the treatment of
subluxation, including:

eMaintenance therapy. Chiropractic
treatment is considered
maintenance therapy when
continuous ongoing care is no

$15 copayment for each
Medicare-covered

visit. T

You pay these amounts
until you reach the out-
of-pocket maximum.

$80 copayment for each
Medicare-covered visit.

You pay these amounts
until you reach the out-
of-pocket maximum.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.



2026 Evidence of Coverage for AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO)

Chapter 4: Medical Benefits Chart (what's covered and what you pay)
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What you pay out-of-
network

What you pay in-
network

longer expected to provide clinical
improvements and the treatment
becomes supportive instead of
corrective.

eExtra charges when your
chiropractor uses a manual, hand-
held device to add controlled
pressure during treatment.

eX-rays, massage therapy, and
acupuncture (unless the
acupuncture is for the treatment of
chronic low back pain).

Chronic care management services,
including chronic pain management
and treatment plan services

If you have serious chronic conditions
and receive chronic care management
services, your provider develops a
monthly comprehensive care plan that
lists your health problems and goals,
providers, medications, community
services you have and need, and other
information about your health. Your
provider also helps coordinate your
care when you go from one health care
setting to another.

For your monthly chronic care management plan, you
will pay the cost-sharing that applies to primary care
services or specialist physician services (as
described under “Physician/practitioner services,
including doctor’s office visits”) depending on the
type of provider who developed your plan.

For any care recommended under your plan, you will
pay the applicable cost-sharing. Services
recommended under chronic pain management
plans may include (but are not limited to) primary
care services, specialist physician services, physical
therapy, occupational therapy, lab or diagnostic
tests, or prescription drugs (as described under
“Physician/practitioner services, including doctor’s
office visits”, “Outpatient rehabilitation services”,
“Outpatient diagnostic tests and therapeutic services
and supplies”, or “Medicare Part B Drugs”).'t

6 Colorectal cancer screening

50% coinsurance for a
Medicare-covered
colorectal cancer

There is no coinsurance,
copayment, or
deductible for a

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

The following screening tests are
covered:

eColonoscopy has no minimum or
maximum age limitation and is
covered once every 120 months
(10 years) for patients not at high
risk, or 48 months 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.

eComputed tomography
colonography for patients 45
years and older who are not at
high risk of colorectal cancer and
is covered when at least 59
months have passed following the
month in which the last screening
computed tomography
colonography was performed or
47 months have passed following
the month in which the last
screening flexible sigmoidoscopy
or screening colonoscopy was
performed. For patients at high
risk for colorectal cancer, payment
may be made 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

Medicare-covered
colorectal cancer
screening exam. If your
doctor finds and
removes a polyp or other
tissue during the
colonoscopy or flexible
sigmoidoscopy, the
screening exam
becomes an outpatient
diagnostic colonoscopy.

screening exam. If your
doctor finds and
removes a polyp or other
tissue during the
colonoscopy or flexible
sigmoidoscopy, the
screening exam
becomes an outpatient
diagnostic colonoscopy.

You pay these amounts
until you reach the out-
of-pocket maximum.

If you have a prior history
of colon cancer, or have
had polyps removed
during a previous
colonoscopy, ongoing
colonoscopies are
considered diagnostic
and are subject to cost
sharing as described
under the outpatient
diagnostic colonoscopy
benefit below. Therefore,
the screening
colonoscopy benefit is
not available for
members who have
signs or symptoms prior
to the colonoscopy.

A colonoscopy or
sigmoidoscopy
conducted for polyp
removal or biopsy is a
surgical procedure
subject to the outpatient

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service What you pay in- What you pay out-of-
network network
last screening colonoscopy was diagnostic colonoscopy
performed. cost sharing shown
eFlexible sigmoidoscopy for below.

patients 45 years and older. Once
every 120 months 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.

eScreening fecal-occult blood tests
for patients 45 years and older.
Once every 12 months.

eMultitarget stool DNA for patients
45 to 85 years of age and not
meeting high risk criteria. Once
every 3 years.

eBlood-based Biomarker Tests for
patients 45 to 85 years of age and
not meeting high risk criteria.
Once every 3 years.

eColorectal cancer screening tests
include a follow-on screening
colonoscopy after a Medicare-
covered non-invasive stool-based
colorectal cancer screening test
returns a positive result.

eColorectal cancer screening tests
include a planned screening
flexible sigmoidoscopy or
screening colonoscopy that
involves the removal of tissue or
other matter, or other procedure

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

furnished in connection with, as a
result of, and in the same clinical
encounter as the screening test.

Outpatient diagnostic colonoscopy

There is no coinsurance,

copayment, or
deductible for each
Medicare-covered
diagnostic
colonoscopy. '’

You will pay the cost-
sharing that applies to
primary care provider
services, specialist
services, or outpatient
hospital services (as
described under
“Physician/practitioner
services, including
doctor’s office visits” or
“Outpatient hospital
services” in this benefit
chart) depending on
where you received the
service.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under

Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

Dental services

In general, preventive dental services
(such as cleaning, routine dental
exams, and dental X-rays) aren’t
covered by Original Medicare.
However, Medicare pays for dental
services in a limited number of
circumstances, 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 exams prior to organ
transplantation.

20% coinsurance for
Medicare-covered dental
services.

You pay these amounts
until you reach the out-
of-pocket maximum.

50% coinsurance for
Medicare-covered dental
services.

You pay these amounts
until you reach the out-
of-pocket maximum.

@ Depression screening

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

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

50% coinsurance for an
annual depression
screening visit.

You pay these amounts
until you reach the out-
of-pocket maximum.

@ Diabetes screening

We cover this screening (includes
fasting glucose tests) if you have any of
these risk factors: high blood pressure
(hypertension), history of abnormal
cholesterol and triglyceride levels
(dyslipidemia), obesity, or a history of
high blood sugar (glucose). Tests may
also be covered if you meet other

There is no coinsurance,
copayment, or
deductible for the
Medicare-covered
diabetes screening tests.

50% coinsurance for the
Medicare-covered
diabetes screening tests.

You pay these amounts
until you reach the out-
of-pocket maximum.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

requirements, like being overweight

and having a family history of diabetes.

You may be eligible for up to 2
diabetes screenings every plan year
following the date of your most recent
diabetes screening test.

Diabetes self-management
training, diabetic services and
supplies

For all people who have diabetes
(insulin and non-insulin users).
Covered services include:

eSupplies to monitor your blood
glucose: continuous glucose
monitors (CGMs), blood glucose
monitors (BGMs), blood glucose
test strips, lancet devices and
lancets, and glucose-control
solutions for checking the
accuracy of test strips and
monitors.

eYou can get certain CGMs from
your pharmacy, and all are
available from a DME provider at
the same cost. If you have Type 1
diabetes, you don’t need prior
authorization. For Type 2 diabetes
and other conditions, you will
need a prior authorization for
CGMs from a DME provider. Prior
authorizations for CGMs and
supplies are approved for 12
months. Or you can get certain

$0 copayment for each
Medicare-covered
continuous glucose
monitor (CGM) and
supplies with an
approved prior
authorization. There are
no brand limitations for
CGMs.™t

$0 copayment for each
Medicare-covered blood
glucose monitor
(BGM).TT

For BGMs, we only cover
Contour® and Accu-
Chek® brands. Other
BGM brands are not
covered by our plan.

50% coinsurance for
each Medicare-covered
continuous glucose
monitor (CGM) and
supplies with an
approved prior
authorization.

You pay these amounts
until you reach the out-
of-pocket maximum.

50% coinsurance for
each Medicare-covered
blood glucose monitor
(BGM).

You pay these amounts
until you reach the out-
of-pocket maximum.

Insulin and syringes are
not covered.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under

Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

CGMs from a pharmacy without
prior authorization if your claim
history includes insulin or any type
of CGM device part (ex. sensors,
transmitters).

eFor details on Medicare’s CGM
requirements, visit medicare.gov/
coverage/therapeutic-continuous-
glucose-monitors.

We cover the BGMs and test strips in
this list. We don’t usually cover other
BGM brands unless your provider tells
us it’s medically necessary. If you’re
new to the plan and using a brand that
isn’t on our list, you can request a
temporary supply within the first 90
days of enroliment while you talk with
your provider. They can help you
decide if any of the preferred brands
work for you. If you or your provider
think it’s medically necessary for you to
keep using a different brand, you can
request a coverage exception to have it
covered for the rest of the plan year.
After the first 90 days of enrollment,
non-preferred products will only be
covered with an approved exception.

If you (or your provider) don’t agree
with the plan’s coverage decision, you
or your provider can file an appeal. You
can also file an appeal if you don’t
agree with your provider’s decision
about the appropriate product or brand
for your condition. (For more
information about appeals, see
Chapter 7.)

Covered glucose
monitors include:
Contour Plus Blue,
Contour Next EZ,
Contour Next Gen,
Contour Next One, Accu-
Chek Guide Me and
Accu-Chek Guide.

Test strips: Contour,
Contour Plus, Contour
Next, Accu-Chek Guide
and Accu-Chek Aviva
Plus.

Insulin and syringes are
not covered.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

eFor people with diabetes who have
severe diabetic foot disease: One
pair per calendar year of
therapeutic custom-molded shoes
(including inserts provided with
such shoes) and 2 additional pairs
of inserts, or one pair of depth
shoes and 3 pairs of inserts (not
including the non-customized
removable inserts provided with
such shoes). Coverage includes
fitting.

eDiabetes self-management training
is covered under certain
conditions. Limited to 20 visits of
30 minutes per year for a
maximum of 10 hours the initial
year. Follow-up training
subsequent years after, limited to
4 visits of 30 minutes for a
maximum of 2 hours per year.

20% coinsurance for
each pair of Medicare-
covered therapeutic
shoes.t

You pay these amounts
until you reach the out-
of-pocket maximum.

$0 copayment for
Medicare-covered
benefits.

50% coinsurance for
each pair of Medicare-
covered therapeutic
shoes.

You pay these amounts
until you reach the out-
of-pocket maximum.

50% coinsurance for
Medicare-covered
benefits.

You pay these amounts
until you reach the out-
of-pocket maximum.

Durable medical equipment (DME)
and related supplies (For a definition
of “durable medical equipment,” go to
Chapter 10 and Chapter 3)

Covered items include, but aren’t
limited to: wheelchairs, crutches,
powered mattress systems, diabetic
supplies, hospital beds ordered by a
provider for use in the home, IV
infusion pumps, speech generating
devices, oxygen equipment,
nebulizers, and walkers.

20% coinsurance for
Medicare-covered
benefits. Tt

Your cost sharing for
Medicare oxygen
equipment coverage is
20% coinsurance, every
time you get covered
equipment or
supplies.

50% coinsurance for
Medicare-covered
benefits.

Your cost sharing for
Medicare oxygen
equipment coverage is
50% coinsurance every
time you get covered
equipment or supplies.

Your cost sharing won’t
change after being
enrolled for 36 months.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

We cover all medically necessary DME
covered by Original Medicare. If our
supplier in your area doesn’t carry a
particular brand or manufacturer, you
can ask them if they can special order
it for you. The most recent list of
suppliers is available on our website at
myAARPMedicare.com.

Your cost sharing won’t
change after you’re
enrolled for 36 months.

If you made 36 months
of rental payment for
oxygen equipment
coverage before you
enrolled in our plan, your
cost sharing in our plan
is 20% coinsurance. '

You pay these amounts
until you reach the out-
of-pocket maximum.

If you made 36 months
of rental payment for
oxygen equipment
coverage before you
enrolled in our plan, your
cost sharing in our plan
is 50% coinsurance.

You pay these amounts
until you reach the out-
of-pocket maximum.

Emergency care

Emergency care refers to services that
are:

eFurnished by a provider qualified
to furnish emergency services,
and

eNeeded to evaluate or stabilize an
emergency medical condition.

A medical emergency is when you, or
any other prudent layperson with an
average knowledge of health and
medicine, believe that you have
medical symptoms that require
immediate medical attention to prevent
loss of life (and, if you’re a pregnant
woman, loss of an unborn child), loss
of a limb, or loss of function of a limb.
The medical symptoms may be an
iliness, injury, severe pain, or a medical
condition that’s quickly getting worse.

Within the United States:

$130 copayment for each emergency room visit.

You do not pay this amount if you are admitted to the
hospital within 24 hours for the same condition. If you
are admitted to a hospital, you will pay cost-sharing
as described in the “Inpatient hospital care” section

in this benefit chart.

You pay these amounts until you reach the out-of-

pocket maximum.

If you get emergency care at an out-of-network
hospital and need inpatient care after your
emergency condition is stabilized, you must either
receive authorization to stay at the out-of-network
hospital or move to a network hospital to pay the in-
network cost-sharing amount for the part of your stay
after you are stabilized. If you stay at the out-of-
network hospital, your stay will be covered but you’ll
pay the out-of-network cost-sharing amount for the
part of your stay after you are stabilized.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service What you pay in-

network

What you pay out-of-
network

Within the United States, cost sharing
for necessary emergency services you
get out-of-network is the same as when
you get these services in-network.

Outside the United States:

$0 copayment for worldwide coverage for emergency
services outside of the United States. In most cases
you will pre-pay the foreign provider for the service

Worldwide emergency coverage for
emergency department services
outside of the United States:

eThis includes emergency or

urgently needed care and
emergency ambulance
transportation only from the scene

and request reimbursement. Please see Chapter 5
Section 1.1 for expense reimbursement for
worldwide emergency services.

of an emergency to the nearest
medical treatment facility.

eTransportation back to the United
States from another country is not
covered, regardless of whether
that transportation is via
ambulance or some other method
of transportation.

eAny pre-scheduled services,

scheduled appointments, pre-
planned treatments (including
dialysis for an ongoing condition)
and/ or elective procedures are
not covered outside of the United
States, even if those services are
related to a previous emergency.

eServices provided by a dentist are
not covered.

eProvider access fees, appointment
fees and administrative fees are
not covered.

eGenerally, you will pay the full cost
of emergency services received

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in- What you pay out-of-
network network

outside of the United States at the
time you receive services and then
will request reimbursement from
us. Payment requests we receive
from intermediaries, claims
management companies or third-
party billers for services received
outside of the United States are
not reimbursable.

@ Fitness program

Your fitness program helps you stay
active and connected at the gym, from
home or in your community. It’s
available to you at no additional cost
and includes:
eFree gym membership at core and
premium locations
eAccess to a large national network
of gyms and fitness locations
eOn-demand workout videos and
live streaming fitness classes
*¢Online memory fitness activities

See Chapter 11, Section 15 for the
fitness program terms and conditions
of coverage. You can get more
information by viewing the Vendor
Information Sheet at
myAARPMedicare.com or by calling
Customer Service to have a paper
copy sent to you.

$0 copayment

A home-delivered fitness kit is available if you live 15
miles or more from a network gym or fitness location.

Coverage is limited to in-network locations only.

Hearing services

$0 copayment for each $80 copayment for each
Medicare-covered Medicare-covered exam.
exam. '

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service What you pay in- What you pay out-of-
network network
Diagnostic hearing and balance You pay these amounts
evaluations performed by your provider until you reach the out-
to determine if you need medical of-pocket maximum.

treatment are covered as outpatient
care when you get them from a
physician, audiologist, or other
qualified provider.

Hearing services - routine hearing $0 copayment $80 copayment*
exam

We cover 1 in or out-of-network hearing
exam every year.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.



2026 Evidence of Coverage for AARP® Medicare Advantage Patriot No Rx NJ-MA2 (PPO)
Chapter 4: Medical Benefits Chart (what's covered and what you pay) o4

Covered service

What you pay in-
network

What you pay out-of-
network

Hearing services - hearing aids

Through UnitedHealthcare Hearing,
you can choose from a broad selection
of over-the-counter (OTC) and
prescription hearing aids. This includes
brand-name manufacturers, as well as
Relate®, UnitedHealthcare Hearing’s
private-label brand that offers
affordable, high-quality hearing aids
with a variety of technology options
and helpful features.

Hearing aids can be fit in-person with a
network provider or delivered directly
to you (select products only).

This benefit is limited to 2 hearing aids
every year. Hearing aid accessories,
additional batteries and optional
services are available for purchase, but
they are not covered by the plan.

You can get more information by
viewing the Vendor Information Sheet
at myAARPMedicare.com or by calling
Customer Service to have a paper
copy sent to you.

Hearing aids purchased outside of
UnitedHealthcare Hearing are not
covered.

Provided by: UnitedHealthcare Hearing

$199 copay for each Tier 1 hearing aid.*
$429 copay for each Tier 2 hearing aid.*
$599 copay for each Tier 3 hearing aid.*
$829 copay for each Tier 4 hearing aid.*
$1,249 copay for each Tier 5 hearing aid.*

Contact UnitedHealthcare Hearing to access your
hearing aid benefit and get connected with a network
provider.

You must obtain prior authorization from
UnitedHealthcare Hearing. Additional fees may apply
for optional follow-up visits.

Home-delivered hearing aids are available nationwide
through UnitedHealthcare Hearing (select products
only).

Hearing aids purchased outside of UnitedHealthcare
Hearing are not covered.

@ HIVscreening

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

50% coinsurance for
members eligible for
Medicare-covered

There’s no coinsurance,
copayment, or
deductible for members
eligible for Medicare-

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

eOne screening exam every 12
months

If you are pregnant, we cover:

eUp to 3 screening exams during a
pregnancy

covered preventive HIV
screening.

preventive HIV
screening.

You pay these amounts
until you reach the out-
of-pocket maximum.

Home health agency care

Before you get home health services, a
doctor must certify that you need home
health services and will order home
health services to be provided by a
home health agency. You must be
homebound, which means leaving
home is a major effort.

Covered services include, but aren’t
limited to:

ePart-time or intermittent skilled
nursing and home health aide
services (to be covered under the
home health care benefit, your
skilled nursing and home health
aide services combined must total
fewer than 8 hours per day and 35
hours per week)

ePhysical therapy, occupational
therapy, and speech therapy

eMedical and social services
eMedical equipment and supplies

$0 copayment for all
home health visits
provided by a network
home health agency
when Medicare criteria
are met.

Other copayments or
coinsurance may apply
(Please see Durable
medical equipment and
related supplies for
applicable copayments
or coinsurance).

50% coinsurance for all
home health visits
provided by a home
health agency when
Medicare criteria are
met.

Other copayments or
coinsurance may apply
(Please see Durable
medical equipment and
related supplies for
applicable copayments
or coinsurance).

You pay these amounts
until you reach the out-
of-pocket maximum.

Home infusion therapy

Home infusion therapy involves the
intravenous or subcutaneous

You will pay the cost-
sharing that applies to
primary care services,
specialist physician

You will pay the cost-
sharing that applies to
primary care services,
specialist physician

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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Covered service

What you pay in-
network

What you pay out-of-
network

administration of drugs or biologicals
to a person at home. The components
needed to perform home infusion
include the drug (for example,
antivirals, immune globulin),
equipment (for example, a pump), and
supplies (for example, tubing and
catheters).

Covered services include, but aren’t
limited to:

eProfessional services, including
nursing services, furnished in
accordance with our plan of care

ePatient training and education not
otherwise covered under the
durable medical equipment
benefit

eRemote monitoring

eMonitoring services for the
provision of home infusion therapy
and home infusion drugs
furnished by a qualified home
infusion therapy supplier

services, or home health
(as described under
“Physician/practitioner
services, including
doctor’s office visits” or
“Home health agency
care”) depending on
where you received
administration or
monitoring services. !’

See “Durable medical
equipment” earlier in this
chart for any applicable
cost-sharing for
equipment and supplies
related to home infusion
therapy. 11

See “Medicare Part B
prescription drugs” later
in this chart for any
applicable cost-sharing
for drugs related to
home infusion
therapy.'"

services, or home health
(as described under
“Physician/practitioner
services, including
doctor’s office visits” or
“Home health agency
care”) depending on
where you received
administration or
monitoring services.

See “Durable medical
equipment” earlier in this
chart for any applicable
cost-sharing for
equipment and supplies
related to home infusion
therapy.

See “Medicare Part B
prescription drugs” later
in this chart for any
applicable cost-sharing
for drugs related to
home infusion therapy.

Hospice care

You’re eligible for the hospice benefit
when your doctor and the hospice
medical director have given you a
terminal prognosis certifying that
you’re terminally ill and have 6 months
or less to live if your illness runs its
normal course. You can get care from
any Medicare-certified hospice

When you enroll in a Medicare-certified hospice
program, your hospice services and your Part A and
Part B services related to your terminal prognosis are
paid for by Original Medicare, not AARP® Medicare
Advantage Patriot No Rx NJ-MA2 (PPO).

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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program. Our plan is obligated to help
you find Medicare-certified hospice
programs in our plan’s service area,
including programs we own, control, or
have a financial interest in. Your
hospice doctor can be a network
provider or an out-of-network provider.

Covered services include:

eDrugs for symptom control and
pain relief

eShort-term respite care
eHome care

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

For hospice services and services
covered by Medicare Part A or B that
are related to your terminal
prognosis: Original Medicare (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’re in the hospice program, your
hospice provider will bill Original
Medicare for the services Original
Medicare pays for. You’ll be billed
Original Medicare cost sharing.

For services covered by Medicare
Part A or B not related to your
terminal prognosis: If you need non-
emergency, non-urgently needed
services covered under Medicare Part
A or B that aren’t related to your

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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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 obtain prior
authorization):

o|f 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

o|f you get the covered services
from an out-of-network provider,
you pay the cost sharing under
Original Medicare

For services covered by AARP®
Medicare Advantage Patriot No Rx
NJ-MA2 (PPO) but not covered by
Medicare Part A or B: AARP®
Medicare Advantage Patriot No Rx NJ-
MA2 (PPO) will continue to cover plan-
covered services that aren’t covered
under Part A or B whether or not
they’re related to your terminal
prognosis. You pay our plan cost-
sharing amount for these services.

Note: If you need non-hospice care
(care that’s not related to your terminal
prognosis), contact us to arrange the
services. Getting your non-hospice
care through our network providers will
lower your share of the costs for the
services.

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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6 Immunizations

Covered Medicare Part B services
include:

ePneumonia vaccines

eFlu/influenza shots (or vaccines),
once each flu/influenza season in
the fall and winter, with additional
flu/influenza shots (or vaccines) if
medically necessary

eHepatitis B vaccines if you’re at
high or intermediate risk of getting
Hepatitis B

e¢COVID-19 vaccines

eOther vaccines if you’re at risk and
they meet Medicare Part B
coverage rules

There is no coinsurance,
copayment, or
deductible for the
pneumonia, flu, Hepatitis
B, or COVID-19
vaccines.

There is no coinsurance,
copayment, or
deductible for all other
Medicare-covered
immunizations.

There is no coinsurance,
copayment, or
deductible for the
pneumonia, flu, Hepatitis
B, or COVID-19 vaccines.

There is no coinsurance,
copayment, or
deductible for all other
Medicare-covered
immunizations.

Inpatient hospital care

Includes inpatient acute, inpatient
rehabilitation, long-term care hospitals,
and other types of inpatient hospital
services. Inpatient hospital care starts
the day you’re formally admitted to the
hospital with a doctor’s order. The day
before you’re discharged is your last
inpatient day.

Covered services include, but aren’t
limited to:

eSemi-private room (or a private
room if medically necessary)

eMeals including special diets
eRegular nursing services

$450 copayment each
day for days 1 to 6 for
Medicare-covered
hospital care each time
you are admitted. $0
copayment for additional
Medicare-covered
days.t

You pay these amounts
until you reach the out-
of-pocket maximum.

If you get authorized
inpatient care at an out-
of-network hospital after
your emergency
condition is stabilized,
your cost is the cost

$550 copayment each
day for days 1to 19 for
Medicare-covered
hospital care each time
you are admitted. $0
copayment for additional
Medicare covered days.

You pay these amounts
until you reach the out-
of-pocket maximum.

Medicare hospital
benefit periods do not
apply. (See definition of
benefit periods in
Chapter 10.) For
inpatient hospital care,
the cost sharing

If you are a Qualified Medicare Beneficiary (QMB) or have full Medicaid benefits then your
deductible, coinsurance and/or copayment may be less for services that are covered under
Original Medicare.
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eCosts of special care units (such
as intensive care or coronary care
units)

eDrugs and medications
el ab tests

eX-rays and other radiology
services

eNecessary surgical and medical
supplies

eUse of appliances, such as
wheelchairs

eOperating and re