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Summary of Benefits
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Thank you for your interest in our Medicare Advantage plans

Freedom Health, Inc. offers benefits to help support your health and help
you manage your healthcare costs. This plan includes hospital and medical
benefits, and prescription drug coverage.

Medicare Advantage and Part D
Plan year: January 1 — December 31, 2027
Florida

Hillsborough, Polk counties

Freedom Maximo (HMO-POS)

Y0114_27_3021098_0271_U_M
H5427_113-000_FL_HMO-POS 1091005FLSENFRH_0271
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Summary of Benefits

Freedom Maximo (HMO-POS)

Our service area includes these counties in FL: Hillsborough, Polk.

Do you have questions?

You can learn more on our website, freedomhealth.com. Or call us toll-free
at 1-800-401-2740 (TTY: 711). Hours of operation: 8 a.m. to 8 p.m., seven
days a week (except Thanksgiving and Christmas) from October 1 through
March 31, and Monday to Friday (except holidays) from April 1 through
September 30.

The Summary of Benefits does not list every covered service or rule. The
Evidence of Coverage includes full details. Call us to request a copy.

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

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

Medicare coverage that goes beyond Original Medicare

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

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



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

* Freedom Health, Inc. covers emergency care and urgently needed

services from out-of-network providers. For routine care, you must
use the Freedom Health, Inc. network of providers, hospitals, and
pharmacies while in the plan’s service area, and from a
plan-approved provider network when using your Point-of-Service
benefit in Puerto Rico. Neither Medicare nor Freedom Health, Inc. will
be responsible for the costs incurred of routine care received from
out-of-network providers except while utilizing your POS benefit with
plan-approved providers while in Puerto Rico.

* Before you visit a specialist, talk with your PCP first. They know your
health history and can help you find the right care.

Need to change your primary care provider
(PCP)?

Call us. We can help you change your PCP.
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Doctors can join or leave our network at any time. For the most current list, use
the Find Provider/Pharmacy tool online.

Please call Member Services or see your Evidence of Coverage (EOC) for more
information.
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How to find a provider/PCP in our plan:

* Go to freedomhealth.com

1. Select Find Provider/Pharmacy.

2. Fill in the details (search by provider name, ZIP
code, distance, specialty, etc.).

3. Be sure to check that the doctor is "Accepting
new patients."

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

Find a pharmacy

Our plans include many pharmacies in the U.S. Check the Pharmacy Directory to
confirm your pharmacy is in-network. If your pharmacy is not in this plan, you
could end up paying more for your drugs.

To confirm your pharmacy is in the plan (or to find a new one), use the Quick
Links menu on our website at freedomhealth.com. Under Quick Links,

choose Provider Finder to enter your location and search details. Select the type
of pharmacy as the Specialty. Preferred pharmacies are noted under the
pharmacy name. Or you can give us a call and we’ll send you the directory.

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



How to check if your prescriptions (or an acceptable

alternative) are covered:

* Visit freedomhealth.com
1.

5.

Select Quick Links menu.

2. Select Drug Finder.
3.
4

. Enter drug name.

Select your county and plan.

Locate your prescription.

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

Don’t miss out on some Extra Help

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

To find out if you qualify for Extra Help, call:

* Our representatives at 1-800-401-2740 (TTY: 711) 8 a.m. to 8 p.m.,
seven days a week (except Thanksgiving and Christmas) from
October 1 through March 31, and Monday to Friday (except holidays)
from April 1 through September 30.

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

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

* Your state Medicaid office.
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For more information about Medicare, you can read the Medicare & You
handbook. If you don’t have a copy of this booklet, you can access it online
at the Medicare website (medicare.gov/medicare-and-you) or request a
copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7
days a week. TTY users should call 1-877-486-2048.
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Freedom Maximo (HMO-POS)

How much is my premium (monthly payment)?

$0.00 per month

You must continue to pay your Medicare Part B premium.

Medicare Part B premium reduction

$202.90 per month

How much is my deductible?

This plan does not have a medical deductible.

This plan does not have a Part D deductible.



Freedom Maximo (HMO-POS)

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

In-network and out-of-network providers combined: $1,900.00 annually.

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

Services you receive from both in-network and out-of-network providers go
toward your yearly limit. If you reach the limit on out-of-pocket costs, you will not
have to pay any out-of-pocket costs for covered Part A and Part B services
(in-network or out-of-network) for the rest of the year.
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Inpatient Hospital?.2

In-Network Benefits: Days 1-5: $95.00 per day, per admission / Days 6-90: $0.00
per day, per admission

Out-of-Network Benefits: Days 1-5: $95.00 per day, per admission / Days 6-90:
$0.00 per day, per admission

Our plan covers 90 days for an inpatient hospital stay.

Our plan also covers 60 "lifetime reserve days." These are "extra" days that we
cover. If your hospital stay is longer than 90 days, you can use these extra days.
Once you have used up these extra 60 days, your inpatient hospital coverage will
be limited to 90 days.
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Freedom Maximo (HMO-POS)

Outpatient Hospital1.2

In-Network Benefits: $95.00 copay
Out-of-Network Benefits: $95.00 copay

Ambulatory Surgical Center1.2

In-Network Benefits: $25.00 copay
Out-of-Network Benefits: $25.00 copay

Doctor’s Office Visits

Primary care physician (PCP) visit:

In-Network Benefits: $0.00 copay
Out-of-Network Benefits: $0.00 copay

Specialist visit:1.2

In-Network Benefits: $10.00 copay
Out-of-Network Benefits: $10.00 copay

Preventive Care Screenings

Preventive care screenings:1.2

In-Network Benefits: $0.00 copay
Out-of-Network Benefits: $0.00 copay

10



Freedom Maximo (HMO-POS)

Preventive Care Screenings

Covered preventive care screenings:

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

* Breast cancer screening
(mammogram)

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

* Cardiovascular disease screening
tests

* Cervical and vaginal cancer screening
* Colorectal cancer screenings

* Depression screening

* Diabetes screening

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

* Health and wellness education
programs

* HIV screening
* Immunizations
* Medical nutrition therapy

* Medicare Diabetes Prevention
Program (MDPP)

* Obesity screening and therapy to
promote sustained weight loss

* Pre-exposure prophylaxis (PrEP) for
HIV prevention

* Prostate cancer screening exams

® Screening and counseling to reduce
alcohol misuse

* Screening for Hepatitis C Virus
infection

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

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

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

* \/ision care

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

Any extra preventive services approved by Medicare during the contract year will
be covered. When you use in-network or out-of-network plan-approved providers,
100% of the cost of preventive care screenings will be covered.

11

)
c
=
=
D
<
(©)
=i
vy
@
=
@
=4
[
7




"
wid
U=

(4]

c

(<))
01]
Y

o

-

©

S

S

=
(/p)

Freedom Maximo (HMO-POS)

Emergency Care

In-Network Benefits: $150.00 copay
Out-of-Network Benefits: $150.00 copay

Emergency care copay may be waived upon admission. If you are admitted to the
hospital within 72 hours for the same condition, you pay a $0.00 copay for the
emergency room visit.

Emergency and Urgent Care Worldwide Coverage
$500.00 copay

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

Urgently Needed Services

In-Network Benefits: $10.00 copay
Out-of-Network Benefits: $10.00 copay

Diagnostic Services, Labs, and Imaging1.2

Diagnostic Radiology Services

CT scans, MRI, MRA, PET

In-Network Benefits:

Physician's office or free-standing $50.00 copay - $95.00 copay
provider facilities:
Hospital outpatient facilities: $95.00 copay

12



Freedom Maximo (HMO-POS)

Diagnostic Services, Labs, and Imaging?.2

Out-of-Network Benefits:

Physician's office or free-standing $50.00 copay - $95.00 copay
provider facilities:
Hospital outpatient facilities: $95.00 copay
(72
Ultrasounds 5
In-Network Benefits: §
Physician's office or free-standing $25.00 copay ‘5
provider facilities: ;
Hospital outpatient facilities: $95.00 copay &
D
Out-of-Network Benefits: a:
Physician's office or free-standing $25.00 copay
provider facilities:
Hospital outpatient facilities: $95.00 copay

Diagnostic Tests and Procedures

In-Network Benefits:

Physician's office or free-standing $0.00 copay
provider facilities:
Hospital outpatient facilities: $95.00 copay

Out-of-Network Benefits:

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

Hospital outpatient facilities: $95.00 copay

13



Freedom Maximo (HMO-POS)

Diagnostic Services, Labs, and Imaging?.2

Sleep Studies
20% coinsurance

20% coinsurance

In-Network Benefits:

Out-of-Network Benefits:

Lab Services
In-Network Benefits:

Physician's office or free-standing $0.00 copay
provider facilities:

Hospital outpatient facilities: $50.00 copay
Out-of-Network Benéefits:

Physician’s office or free-standing $0.00 copay
provider facilities:
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Hospital outpatient facilities: $50.00 copay

Outpatient X-rays
In-Network Benefits:

Physician's office or free-standing $0.00 copay
provider facilities:

Hospital outpatient facilities: $95.00 copay

Out-of-Network Benefits:

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

Hospital outpatient facilities: $95.00 copay

14



Freedom Maximo (HMO-POS)

Diagnostic Services, Labs, and Imaging?.2

Therapeutic Radiology Services
(such as radiation treatment for

cancer)
In-Network Benefits: 20% coinsurance
Out-of-Network Benefits: 20% coinsurance

Hearing Services

Medicare-covered hearing services (Exam to diagnose and treat hearing and
balance issues):

In-Network Benefits: $0.00 copay
Out-of-Network Benefits: $0.00 copay
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Routine hearing services:

In-Network Benefits: $0.00 copay for routine hearing exam(s). $0.00 copay for
hearing aids up to the maximum plan benefit amount.

This plan covers 1 routine hearing exam every year. This plan covers 1 routine
hearing aid fitting evaluation and a $750 maximum plan benefit for prescribed
hearing aids per ear every year.

Out-of-Network Benefits: Not Covered

15



Freedom Maximo (HMO-POS)

Dental Services

Medicare-covered dental services (this does not include services for care,
treatment, filling, removal or replacement of teeth):1

In-Network Benefits: $0.00 copay
Out-of-Network Benefits: $0.00 copay

Preventive dental services:

In-Network Benefits: $0.00 copay
This plan covers: 2 oral exams, 2 emergency exams, 2 prophylaxis cleanings, 2
fluoride treatments and dental X-rays every year.

Out-of-Network Benefits: Not Covered

"
wid
U=

(4]

c

(<))
01]
Y

o

-

©

S

S

=
(/p)

Comprehensive dental services:

In-Network Benefits: $0.00 copay

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

Please refer to the Dental section of your Evidence of Coverage for additional
information, limitations and exclusions.

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

Out-of-Network Benefits: Not Covered
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Freedom Maximo (HMO-POS)

Vision Services

Medicare-covered vision services:

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

In-Network Benefits:
Optometrists: $0.00 copay
Ophthalmologists: $10.00 copay 1.2

Out-of-Network Benefits:
Optometrists: $0.00 copay
Ophthalmologists: $10.00 copay 1,2

Eyeglasses or contact lenses after cataract surgery:

In-Network Benefits: $0.00 copay
Out-of-Network Benefits: $0.00 copay
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Routine vision services:

Routine vision exam:

In-Network Benefits: $0.00 copay
This plan covers 1 routine eye exam(s) every year.

Out-of-Network Benefits: Not Covered
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Freedom Maximo (HMO-POS)

Vision Services

Routine eyewear (lenses and frames):

In-Network Benefits: $0.00 copay and $30 copay for CR-39 lenses
This plan covers up to $300 for 1 pair(s) of eyeglasses or contact lenses every
year.

To find a vision provider in our plan, please call the phone number on page 2 for
assistance.

Out-of-Network Benefits: Not Covered
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Freedom Maximo (HMO-POS)

Mental Health Care

Inpatient visit:1.2

In-Network Benefits: Days 1-5: $95.00 per day, per admission / Days 6-90: $0.00
per day, per admission

Out-of-Network Benefits: Days 1-5: $95.00 per day, per admission / Days 6-90:
$0.00 per day, per admission

Our plan covers 90 days for an inpatient hospital stay.

Our plan has a lifetime limit of 190 days for inpatient mental health care in a
psychiatric hospital. This limit does not apply to inpatient mental health services
provided in a general hospital.
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Our plan also covers 60 "lifetime reserve days." These are "extra" days that we
cover. If your hospital stay is longer than 90 days, you can use these extra days.
Once you have used up these extra 60 days, your inpatient hospital coverage will
be limited to 90 days.

Outpatient individual and group therapy services:1.2

In-Network Benefits: $10.00 copay

Out-of-Network Benefits: $10.00 copay

19



Freedom Maximo (HMO-POS)

Skilled Nursing Facility (SNF)1.2

In-Network Benefits: Days 1 - 20: $0.00 per day / Days 21 - 100: $218.00 per day

Out-of-Network Benefits: Days 1-20: $0.00 per day / Days 21-100: $218.00 per
day

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

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

"
o
[

(4]

c

(<))
m
(T

(o]

-

©

£

S

=
(/p)

Physical Therapy?.2

In-Network Benefits: $10.00 copay
Out-of-Network Benefits: $10.00 copay

Ambulance1

Ground/Water Ambulance:

In-Network Benefits: $200.00 copay per trip
Out-of-Network Benefits: $200.00 copay per trip

Air Ambulance:

In-Network Benefits: 20% coinsurance per trip
Out-of-Network Benefits: 20% coinsurance per trip

20



Freedom Maximo (HMO-POS)

Transportation

Plan approved health related locations

In-Network Benefits: $0.00 copay. This plan offers coverage for 20, one-way,
routine transportation services every year. Trips are limited to 50 miles.
Out-of-Network Benefits: Not Covered

Medicare Part B Drugs

Insulin furnished through an insulin pump:

In-Network Benefits: $35.00 copay
Out-of-Network Benefits: $35.00 copay
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Other Part B Drugs:1

In-Network Benefits: 20% coinsurance
Out-of-Network Benefits: 20% coinsurance

Chemotherapy drugs:1

In-Network Benefits: 20% coinsurance
Out-of-Network Benefits: 20% coinsurance

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

21



Additional benefits

Freedom Maximo (HMO-POS)

Acupuncture

Medicare-covered acupuncture services:1.2

In-Network Benefits: $10.00 copay
Out-of-Network Benefits: $10.00 copay

Available for people with chronic low back pain under certain circumstances.
Please see the Evidence of Coverage for more information.
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Chiropractic Care1.2

Medicare-covered chiropractic services:

In-Network Benefits: $10.00 copay
Out-of-Network Benefits: $10.00 copay

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

Diabetic Monitors, Supplies, and Services!

Continuous glucose monitors (CGMs) and sensors:
In-Network Benefits: 20% coinsurance
Out-of-Network Benefits: 20% coinsurance

Blood glucose monitors:

In-Network Benefits: $0.00 copay through the plan mail order program or 20%
coinsurance through a network pharmacy

Out-of-Network Benefits: $0.00 copay through the plan mail order program or
20% coinsurance through a plan-approved pharmacy

Blood glucose test strips and lancets:

In-Network Benefits: $0.00 copay through the plan mail order program or 20%
coinsurance through a network pharmacy

Out-of-Network Benefits: $0.00 copay through the plan mail order program or
20% coinsurance through a plan-approved pharmacy
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Coverage limitations may apply. Please refer to your Evidence of Coverage for
complete coverage details.
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Freedom Maximo (HMO-POS)

Enhanced Drug Coverage

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

e A drug used for the relief of cough and cold symptoms.
e Some prescription vitamins, such as folic acid and Vitamin D 50000 |U.

« Erectile dysfunction drugs, like sildenafil, tadalafil, and vardenafil - limit 10
tablets per month.

Please refer to the Tier 1 and Tier 2 copay later in this Summary of Benefits for
how much you will pay. You pay your Initial Coverage Limit (ICL) cost-sharing for
excluded drugs covered in Tier 1 and Tier 2 during all the drug stages.

For more information about the drugs covered under this benefit, please refer to
the plan's Formulary.
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Active Fitness

In-Network Benefits:

This benefit provides a spending allowance of $500 every year on your Benefits
Prepaid Card for the payment of access fees or lesson/clinic costs at sports
facilities for golf, swimming, and tennis. The allowance cannot be applied to
merchandise or other services.

Unused amounts expire at the end of the plan year.

Out-of-Network Benefits: Not Covered
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Freedom Maximo (HMO-POS)

Foot Care (podiatry services)'.2

Medicare-covered podiatry:

In-Network Benefits: $10.00 copay
Out-of-Network Benefits: $10.00 copay

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

Healthy Meals - Post Discharge1.2

In-Network Benefits: $0.00 copay for up to one week of meals (maximum 10
meals) following your discharge from a hospital or skilled nursing facility (SNF).
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Out-of-Network Benefits: Not Covered

Home Health Care1.2

In-Network Benefits: $0.00 copay
Out-of-Network Benefits: $0.00 copay
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Freedom Maximo (HMO-POS)

Medical Equipment/Supplies

Durable Medical Equipment (wheelchairs, oxygen, etc.):1

In-Network Benefits:
Oxygen: 20% coinsurance every billing cycle (rental period)
Other durable medical equipment: 20% coinsurance

Out-of-Network Benefits:

Oxygen: 20% coinsurance every billing cycle (rental period)
Other durable medical equipment: 20% coinsurance

Medical supplies and prosthetic devices (braces, artificial limbs, etc.):1

In-Network Benefits: 20% coinsurance
Out-of-Network Benefits: 20% coinsurance
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Freedom Maximo (HMO-POS)

Outpatient Rehabilitation

Cardiac (heart) rehab services (with a limit of two, one-hour sessions per day
and a maximum of 36 sessions within a 36-week period):1,2

In-Network Benefits: $10.00 copay
Out-of-Network Benefits: $10.00 copay

Pulmonary (lung) rehab services (with a limit of two, one-hour sessions per
day and a maximum of 36 sessions):1,2

In-Network Benefits: $10.00 copay
Out-of-Network Benefits: $10.00 copay

Occupational therapy visit:1.2
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In-Network Benefits: $10.00 copay
Out-of-Network Benefits: $10.00 copay

Outpatient Substance Abuse1.2

Individual & Group therapy visit:

In-Network Benefits: $10.00 copay - $95.00 copay
Out-of-Network Benefits: $10.00 copay - $95.00 copay

27
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Freedom Maximo (HMO-POS)

Over-the-Counter Products

In-Network/Out-of-Network Benefits

This plan covers certain approved, non-prescription, over-the-counter drugs and
health-related items, up to a $40 combined in-network/out-of-network allowance
every month. Unused OTC amounts expire at the end of every month.

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

Renal Dialysis

In-Network Benefits: 20% coinsurance
Out-of-Network Benefits: 20% coinsurance

SilverSneakers®TT Fitness program

In-Network Benefits: $0.00 copay

When you become our member, you can sign up for SilverSneakers. It's included
in our plan. To learn more details, go to silversneakers.com or call
SilverSneakers at 1-855-741-4985 (TTY: 711), Monday to Friday, 8 a.m. to 8 p.m.
ET.

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

Out-of-Network Benefits: Not Covered
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Freedom Maximo (HMO-POS)

24/7 Nurseline

In-Network Benefits: $0.00 copay
24-hour access to a nurse line, seven days a week, 365 days a year

Out-of-Network Benefits: Not Covered

Footnotes

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

Services with a 2 may need a referral from your doctor or Primary Care
Physician (PCP).
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Summary of 2027 prescription
drug coverage

Ways to save
1. Choose generic drugs on tier 1 when available.
2. Use mail order.
3. Use a preferred pharmacy. To find a preferred pharmacy in this plan:

o Visit freedomhealth.com (select Quick Links Choose Provider
Finder to enter your location and search details. Select the type of
pharmacy as the Specialty. Preferred pharmacies are noted.

e Give us a call and we will send you a copy of the Pharmacy Directory.
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Freedom Maximo (HMO-POS)

Stage 1: Yearly Deductible

This plan does not have a Part D deductible.

Stage 2: Initial Coverage

After you pay your yearly deductible (if your plan has one), you move to the Initial
Coverage Stage. In this stage, you pay the amounts listed in the table on the
following pages, until your total year-to-date out-of-pocket costs reach $2,400.

The amount you pay is determined by the covered Part D prescription and if you
receive Extra Help low-income subsidy coverage. Please refer to your 2027 LIS
Rider for the specific amount if you receive Extra Help.
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You may get your covered drugs at retail pharmacies and mail-order pharmacies
in our plan. Generally, you may get your covered drugs from pharmacies not in
our plan only when you are unable to get your prescription drugs from a
pharmacy that is in our plan. If you live in a long-term care facility, you pay the
same as at a standard retail pharmacy.

Important message about what you pay for vaccines and insulin: This plan
covers most Part D vaccines at no cost to you and you will not pay more
than $35 for a one-month supply for any covered Insulin.
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Stage 2: Initial Coverage

Cost Sharing

Freedom Maximo (HMO-POS)

Tier 1: Preferred Generic
Preferred retail one-month supply

Standard retail one-month supply

Mail order three-month supply100

$0.00
$0.00
$0.00

Tier 2: Preferred Brand
Preferred retail one-month supply

Standard retail one-month supply

Mail order three-month supply

$30.00
$30.00
$60.00

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

Standard retail one-month supply

Mail order three-month supply

$70.00
$75.00
$140.00

Tier 4: Specialty Tier
Preferred retail one-month supply
Standard retail one-month supply

Mail order three-month supply

33%
33%

Not available

100 Up to a 100-day supply is available for select medications.
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Stage 3: Catastrophic Coverage

During this stage, you pay nothing for your covered Part D drugs. You may have
cost sharing for excluded drugs that are covered under our enhanced benefit.
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Out-of-network/non-contracted providers are under no obligation to

treat Freedom Maximo (HMO-POS) members, except in emergency situations.
For a decision about whether we will cover an out-of-network service, we
encourage you or your provider to ask us for a pre-service organization
determination before you receive the service. Please call our Member Services
number or see your Evidence of Coverage for more information, including the
cost-sharing that applies to out-of-network services.

If you need emergency or urgent care, call 911 or go to the nearest doctor or
facility that can help you. Most times, you must use doctors in our plan to receive
covered medical care, except for emergencies and urgently needed care when
doctors in our plan are not available, or dialysis services when you are out of the
service area. If you receive routine care from doctors outside our plan, neither
Medicare nor Freedom Health, Inc. will pay for it.

Discrimination is against the law. That's why we comply with applicable Federal
civil rights laws and do not discriminate, exclude people or treat them differently
on the basis of race, color, national origin, sex, age or disability.
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See Evidence of Coverage for a complete description of plan benefits,
exclusions, limitations and conditions of coverage. Plan features and availability
may vary by service area.

Freedom Health, Inc. is an HMO-POS with a Medicare contract. Enrollment in
Freedom Health, Inc. depends on contract renewal.






Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English - ATTENTION: If you need help in your language, free language assistance services are
available to you. Appropriate auxiliary aids and services to provide information in accessible formats
are also available free of charge. Call 1-800-401-2740 (TTY: 711). Hours of operation are 8 a.m. to 8 p.m.
local time, seven days a week (except Thanksgiving and Christmas) from October 1 through March 31,
and Monday to Friday (except holidays) from April 1 through September 30.

Espafiol (Spanish) - ATENCION: Si necesita ayuda en su idioma, tiene a su disposicién servicios
gratuitos de asistencia en otros idiomas. También puede obtener ayudas y servicios auxiliares
adecuados gratuitos para proporcionar informacién en formatos accesibles. Llame al nimero de
teléfono indicado anteriormente. El horario de atencién es de 8 am. a 8 p.m. hora local, los

siete dias de la semana (excepto el Dia de Accidn de Gracias y Navidad) desde el 1.° de octubre
hasta el 31 de marzo, y de lunes a viernes (excepto los dias feriados) desde el 1.° de abril hasta el
30 de septiembre.

Gladd s laclin 555 LS el Aalia dalaal il saelsal) ileads (ol eclialy sacluall ) #Ua3 i 13) 245 — (Arabic) de 2l
s 8 Aol (e Jeall el e sl i) o8 le ol v L) Uy sl Jimsr JISEL e haall 5] Aalia 53 Lse
L) eal) i ) a5 cnbe 31 i i€l 1 (e Bl (Dl e 5 SN ae Al e Le) g ol lae o s 8 delull ia

iaiss 30 i dypl 1 e (@OMarl) Bl lae

&4 3C (Chinese Simplified) - V& : WUIRETEIENAE S 7 7 2/ B, AT DONE SR 4 2% 15
RS . AT PSS A T RAIRS, DAaT o5 ) g AR HHE B . TS IRIT L s i s
5. ENEE: 10 H1HZE3I H 31 H, LR GERBATREETRRSN , 4 H1HZE9 H30H,
JA—2 T (FEHERAN , i e -4 8 i £ L 8 .

LY L (Chinese Traditional) - /3 & : AR EAERAVEES T EHE) - &Wﬁﬁu/‘% iRt R B HIRE
SBIIR - B2 eERAEE Wi TEMRE > DUEREEHSIRAEER - ééﬂi@ﬂﬁﬂﬁa?‘
SRR - BEENER] c 10 H1HZE3 A 31 H » R (BRI RRIN) - 4 H THZE9H30H >
—ZAN (EifRERSN) - EHRFR L 8 BF 2R - 8 B,

Francgais (French) - ATTENTION : Si vous avez besoin d'aide dans votre langue, des services gratuits
d'assistance linguistique sont disponibles. Des aides et services auxiliaires appropriés permettant
de fournir des informations dans des formats accessibles sont également disponibles gratuitement.
Appelez le numéro de téléphone mentionné ci-dessus. Les heures d'ouverture sont de 8h & 20h,
heure locale, sept jours sur sept (sauf Thanksgiving et Noél) du 1er octobre au 31 mars, et du lundi
au vendredi (sauf jours fériés) du 1er avril au 30 septembre.

Deutsch (German) - ACHTUNG: Wenn Sie Hilfe in Ihrer Sprache bendétigen, stehen Ihnen kostenlose
Dienste zur sprachlichen Unterstutzung zur Verfugung. AuBerdem sind kostenlose Hilfsmittel und
Dienste verfugbar, um Informationen in zugdnglichen Formaten bereitzustellen. Rufen Sie die oben
aufgefuhrte Telefonnummer an. Die Geschdaftszeiten sind 8 Uhr bis 20 Uhr lokaler Zeit an sieben
Tagen in der Woche (auBer Thanksgiving und Weihnachten) vom 1. Oktober bis zum 31. Mdarz, und
Montag bis Freitag (auBer an Feiertagen) vom 1. April bis zum 30. September.

Kreyol Ayisyen (Haitian Creole) - ATANSYON: Si w bezwen ed nan lang ou, sévis asistans lenguistik
gratis disponib pou ou. Ed ak sévis oksilyé apwopriye pou bay enfdomasyon nan foma ki aksesib
disponib tou san w p ap peye. Rele nimewo telefon yo bay anwo a. Ore fonksydnman yo se 8 a.m.
rive 8 p.m, set jou sou set (eksepte Jou Thanksgiving ak Nwel) soti 1ye Oktob rive 31 Mas, ak Lendi
pou rive Vandredi (eksepte jou ferye) soti 1ye Avril rive 30 Septanm.
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Italiano (Italian) ~ATTENZIONE: se hai bisogno di supporto nella tua lingua, sono disponibili servizi
di assistenza linguistica gratuita. Sono inoltre disponibili gratuitomente adeguati supporti e servizi
per ottenere informazioni in formato accessibile. Chiama il numero di telefono riportato sopra.

Il servizio & attivo dalle 8.00 alle 20.00 ora locale, sette giorni su sette (eccetto il Giorno del
Ringraziamento e Natale) dal 1° ottobre al 31 marzo, e dal lunedi al venerdi (eccetto i giorni festivi)
dal 1° aprile al 30 settembre.

gt=0(Korean) - =2|: 7|5t2 10iZ 50| 2Rotdl B2, 25 A0 A& AHIAE 0|E0HA

= UASLICH A €422 22 Msot)| ?let HE8et 22X X & AdlA: 252 MSELILCH
o Mat s = Hololl FAAML. 2E AlZ2 Xl A2t L& 8AIRH 2= 8AINXIOIH 103

12 2H 38 31YNKs F72(F 2AMEL SSHE2 Q) HUH, 43 12 2H 93 302N =
ERISPH SQYMI(FL2 M) LICH

waga990 (Laotian) - (890als: fanaufsgnauaoaugosciiscduwagagagnay, Tnaudanaugoecdionay

2 1 ) 1 Ao A ' o ° N A Ia) 2% A
wagathinautnedcguan. vanaanidginaugoscdie cas nauddnaucuticouasSutunautdieylusucuud

& o 2, $ 1 o A Pyxy: o r) 1 &
gauancacfgtitneucguan. thmadtnasSuiasyldsagciis. coaacSnagnwiiu 8 Tugcga ma 8 w99
2 AN v &K o ) & o & L3} o & 1w A v A Isy

naucoaatuiiag iy, cinlnsadin (Encoudugsutawscaa «as Suadazuan) N9«OSuE 1 gaa ma Suil 31 Jua,
«Rg duAU (fi9 Sugn (BENOVSVAN) Q9OBUH 1 cusa ;e 30 Hues.

Polski (Polish) - UWAGA: Jesli potrzebujesz pomocy w swoim jezyku, mozesz skorzystac

z bezptatnych ustug pomocy jezykowej. Dostepne sg rowniez nieodptatnie odpowiednie pomoce

i ustugi zapewniajgce informacje w dostepnych formatach. Zadzwon pod numer telefonu podany
powyzej. Czynne od 8:00 rano do 8:00 wieczorem czasu lokalnego, siedem dni w tygodniu (oprécz
Swieta Dziekczynienia i Bozego Narodzenia) od 1 pazdziernika do 31 marca oraz od poniedziatku

do pigtku (oproécz swigt) od 1 kwietnia do 30 wrzesnia.

Portugués (Portuguese) - ATENCAQ: Se necessita de ajuda no seu idioma, tem & sua disposicdo
servigos de assisténcia linguistica gratuitos. Estdo também disponiveis, a titulo gratuito, ajudas

e ervicos auxiliares adequados para fornecer informagdes em formatos acessiveis. Ligue para

o0 nUmero de telefone acima indicado. Hordrio de expediente: das 8h as 20h, (hora local), sete dias
por semana (exceto Dia de Acdo de Gracas e Natal) de 1 de outubro até 31 de marcgo, e de
segunda a sexta-feira (exceto feriados) de 1 de abril até 30 de setembro.

Pycckun (Russian) - BHUMAHWE: Ecnn Bam Hy>kHa NOMOLLb Ha BalleM SA3blke, BaM MOryT
npegocTtaBnTb 6ecnnaTtHble ycnyrm nepesoayvka. Takke 6ecnnaTtHo NpegocTaBnAnTCS
BCroMoraTesbHble CPeAcTBa U yCryri, NO3BONAOLWME NonyyYaTb MHPOPMaLUmMIo B 4OCTYMHbIX
dopmaTtax. [1o3BOHMTE MO BhiLLeykadaHHOMY HOMepy TenedoHa. Yacel padoTel: ¢ 08:00 go 20:00
B ntobon aeHb Hepenu (kpome [Hs 6narogaperns n PoxagecTtsa) ¢ 1 oktabpsa no 31 mapTta

N C NOHeenbHUKa No NATHULY (KpoMe npasgHuYHbIX gHen) ¢ 1 anpens no 30 ceHTabps.

Tagalog (Tagalog) - PAUNAWA: Kung kailangan mo ng tulong sa iyong wika, mayroong available
na mga libreng serbisyo sa tulong sa wika para sa iyo. Ang naaangkop na mga karagdagang
tulong at serbisyo para magbigay ng impormasyon sa mga naa-access na format ay available rin
nang walang bayad. Tawagan ang numero ng telepono na nakalista sa itaas. Ang mga oras ng
opisina ay 8 a.m. hanggang 8 p.m,, lokal na oras, pitong araw sa isang linggo (maliban sa
Thanksgiving at Pasko) mula Oktubre 1 hanggang Marso 31, at Lunes hanggang Biyernes (maliban
sa mga holiday) mula Abril 1 hanggang Setyembre 30.
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AM'Ing (Thai) - vanewe): naaatnIsaNuhamdalunaadna indusnshumdasiu
MEWIRIUTUAL uanmnﬁﬁoﬁmwmhﬂmﬁauasn%nwlsta%uﬁmmzau wWalvidayalusduuuniaings
lalaalidadldadnea Tnslldominarainsd@wrinszy Tishuuu natvinasia 08.00 u. v 20.00 u.
aunaIviaviu tinfusaddanuf (anLiuTusauAUNIELAILAL TUATREUNE) AVUETUT 1 gatal fv 31
flunen wagiuIunsdoiudans (aniuiunega) aousiun 1 ey 9 30 Auanau

YkpaiHcbKa (Ukrainian) - YBATIA. Akwo Bam noTpibHa gonomora pigHo MOBOI, BU MOXeTe
ckopucTaTmca 6e3KOLWTOBHMMK NOCyramm MOBHOI NiATPMMKK. BignosigHi 4onoMixkHI 3acobu

M nocnyrn ansa HagaHHs iHpopmauii B 4OCTYNHMX hopmaTax TakoX MOXXHa OTpUMaTn 6Ee3KOLLTOBHO.
3atenedoHynTe 3a BKazaHUM BuLLe HomepoM. ["padik poboTtu: 3 08:00 go 20:00 3a micueBMM HYacom,
6e3 BuxigHux (kpim OHa nogsakm 1 Pisgsa) 3 1 xoBTHA no 31 6epesHsa i i3 noHeainka no MaTHUL0
(kpim cBATKOBMX OHIB) 3 1 kBiTHA No 30 BepecHs.

Tiéng Viét (Vietnamese) - CHU Y: Néu quy vi can tro gitp bang ngén ngir ctia quy vi, cac dich vu hd
tro ngdn nglr mién phi ludn san sang phuc vu quy vi. Cac dich vu va hé trg phu tro thich hop cung
cép théng tin & cac dinh dang cé thé truy cap ciing dwoc cung cap mién phi. Goi s dién thoai néu
trén. Gi® lam viéc tir 8 gi& sang dén 8 gid tbi, gi> dia phwong, bay ngay moét tuan (trir L& Ta on va
Giang sinh) tr ngay 1 Thang Mwdi dén 31 Thang Ba, va Thir Hai dén Th& Sau (trlr cac ngay 18), t
ngay 1 Thang Tw dén 30 Thang Chin.
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IMPORTANT INFORMATION: Official U.S.
2026 Medicare Star Ratings G&\gﬂ(jrir;r:rznt @

| nfo rmatlon CENTERS FOR MEDICARE & MEDICAID SERVICES

Freedom Health, Inc. - H5427

For 2026, Freedom Health, Inc. - H5427 received the following Star Ratings
from Medicare:

Overall Star Rating: 1.8.0.0.0 '
Health Services Rating: ) 0 0 & & ¢

Drug Services Rating: ) 0. 0.6 ¢ \¢

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

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

services.
This lets you easily compare plans based on quality | The number of stars show how well a
and performance. plan performs.
Star Ratings are based on factors that include: KX %%k EXCELLENT
* Feedback from members about the plan’s
corvice and care Y& kK< ABOVE AVERAGE
* The number of members who left or stayed Y X W5y AVERAGE
with the plan
* The number of complaints Medicare got WYX Sy yy BELOW AVERAGE
about the plan
* Data from doctors and hospitals that work Wy ryeyy POOR
with the plan

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

Get More Information on Star Ratings Online

Compare Star Ratings for this and other plans online at Medicare.gov/plan-compare.
Questions about this plan?

Contact Freedom Health, Inc. 7 days a week from 8 a.m. to 8 p.m., (except Thanksgiving and
Christmas) from October 1 through March 31, and Monday to Friday (except holidays) from April

1 through September 30 at 1-800-401-2740 (toll-free) or 711 (TTY).
Current members please call 1-800-401-2740 (toll-free) or 711 (TTY).



Freedom Health, Inc. is an HMO plan with a Medicare contract and a Medicaid contract with the
State of Florida Agency for Health Care Administration. Enrollment in Freedom Health, Inc.
depends on contract renewal.

Y0114_26_3015846_0067_U_M FRH26STAR



Pre-Enrollment Checklist

Before making an enroliment decision, it is important that you fully understand our benefits and
rules. If you have any questions, you can call and speak to a customer service representative at
1-800-401-2740 TTY: 711. 8 a.m. to 8 p.m., seven days a week (except Thanksgiving and
Christmas) from October 1 through March 31, and Monday to Friday (except holidays) from April 1
through September 30.

Understanding the Benefits

The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It
is important to review plan coverage, costs, and benefits before you enroll. Visit
www.freedomhealth.com or call 1-800-401-2740 to view a copy of the EOC.

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

For plans with Part D benefits: Review the pharmacy directory to make sure the
pharmacy you use for any prescription medicines is in the network. If the pharmacy is not
listed, you will likely have to select a new pharmacy for your prescriptions. Review the
Evidence of Coverage (EOC) to verify whether you have Part D benefits.

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage plan,
your current Medicare Advantage healthcare coverage will end once your new Medicare
Advantage coverage starts. If you have Tricare, your coverage may be affected once your
new Medicare Advantage coverage starts. Please contact Tricare for more information. If
you have a Medigap plan, once your Medicare Advantage coverage starts, you may want
to drop your Medigap policy because you will be paying for coverage you cannot use.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2027.
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Except in emergency or urgent situations, we do not cover services by out-of-network
providers (doctors who are not listed in the provider directory).

* Out-of-network/non-contracted providers are under no obligation to treat members,
except in emergency situations. Please call our customer service number or see your
Evidence of Coverage for more information, including the cost sharing that applies to
out-of-network services.
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For C-SNP Plans Only: This plan is a chronic condition special needs plan (C-SNP). Your
ability to enroll will be based on verification that you have a qualifying specific severe or
disabling chronic condition.

For D-SNP Plans Only: This plan is a dual eligible special needs plan (D-SNP). Your
ability to enroll will be based on verification that you are entitled to both Medicare and
medical assistance from a state plan under Medicaid.

For D-SNP Plans Only: In addition to your monthly plan premium, you must continue to
pay your Medicare Part B premium (unless your Part B premium is paid for you by
Medicaid or another third party). This premium is normally taken out of your Social Security
check each month. If you receive “Extra Help” this premium may be reduced or paid on
your behalf.

For All Non-D-SNP Plans: You must continue to pay your Medicare Part B premium. This
premium is normally taken out of your Social Security check each month.

* As a member of our plan you may be eligible for a reduction in your Medicare Part B
premium. The reduction is set up by Medicare and administered through the Social
Security Administration (SSA). Review the Chapter 1, Section 7 in the Evidence of
Coverage (EOC) to verify.

Freedom Health, Inc. complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Freedom
Health, Inc. cumple con las leyes federales de derechos civiles aplicables y no discrimina
por motivos de raza, color, nacionalidad, edad, discapacidad o sexo. Freedom Health, Inc.
konfom ak Iwa sou dwa sivil Federal ki aplikab yo e li pa fé diskriminasyon sou baz ras,
koulé, peyi orijin, laj, enfimite oswa séks. Espafiol (Spanish): ATENCION: Si habla espafiol,
tiene a su disposicion servicios gratuitos de asistencia linguistica. Llame al
1-800-401-2740 (TTY: 711). Kreyol Ayisyen (French Creole): ATANSYON: Si w pale
Kreyol Ayisyen, gen sévis ed pou lang ki disponib gratis pou ou. Rele 1-800-401-2740
(TTY: 711).
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