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Summary of Benefits 
January 1, 2027 - December 31, 2027

This is a summary of what we cover and what you pay. For a complete list of covered services, 
limitations and exclusions, review the Evidence of Coverage (EOC) at myUHCMedicare.com or call 
Customer Service for help. After you enroll in the plan, you will get more information on how to view 
your plan details online. 

UHC Complete Care GA-3 (PPO C-SNP)

 Medical premium, deductible and limits

.  In-network Out-of-network 

$0Monthly plan premium

You need to continue to pay your Medicare Part B 
premium

No deductible  Your medical deductible is Annual medical deductible

$1,500 for covered 
medical services you 
receive from providers as 
described in the Plan 
Deductible chart later in 
this document. Until you 
have paid the deductible 
amount, you must pay the 
full cost of your covered 
medical services.

$9,850  $9,850Maximum out-of-pocket amount (does 
This is the most you will This is the most you will not include prescription drugs)
 pay out-of-pocket each pay out-of-pocket each 
year for Medicare-covered year for Medicare-covered 
services and supplies services and supplies 
received from network received from any 
providers.  provider.

Out-of-pocket costs paid for your Part D prescription 
drugs are not included in this amount.

Medical benefits

.  In-network Out-of-network 

2 $610 copay per day: days $715 copay per day: for Inpatient hospital care

Our plan covers an unlimited number of 1-4  days 1-14
 days for an inpatient hospital stay.

myUHCMedicare.com
myUHCMedicare.com
UHC


 

Medical benefits

.  In-network Out-of-network 

$0 copay per day: days 5 $0 copay per day: for days 
and beyond  15 and beyond

Ambulatory surgical  $0 copay for a $715 copayOutpatient 
2 center (ASC)  colonoscopyhospital

Cost-sharing for $560 copay otherwise
 additional plan 

Outpatient hospital, $0 copay for a $715 copay
 covered services 2 including surgery  colonoscopy
 will apply.

 $610 copay otherwise

Outpatient hospital $610 copay  $715 copay
 observation 

2 services

Primary care $0 copay  $20 copayDoctor visits

provider

 2 Specialists  $55 copay  $85 copay

Virtual medical $0 copay  Same as a Doctor’s office 
visits  visit

Routine physical  $0 copay, 1 per year*  40% coinsurance, 1 per Preventive 

year*services

Medicare-covered  $0 copay  $0 copay - 40% 
coinsurance (depending 
on the service)

• Abdominal aortic aneurysm screening

• Alcohol misuse counseling

• Annual wellness visit
• Bone mass measurement

• Breast cancer screening (mammogram)

• Cardiovascular disease (behavioral therapy)
• Cardiovascular screening

• Cervical and vaginal cancer screening

• Colorectal cancer screenings (colonoscopy, fecal occult blood test, 
flexible sigmoidoscopy)

• Depression screening
• Diabetes screenings and monitoring

• Hepatitis C screening

• HIV screening
• Lung cancer with low dose computed tomography (LDCT) screening

• Medical nutrition therapy services

• Medicare Diabetes Prevention Program (MDPP)
• Obesity screenings and counseling

• Prostate cancer screenings (PSA)

• Sexually transmitted infections screenings and counseling
• Tobacco use cessation counseling (counseling for people with no sign 

of tobacco-related disease)



 

Medical benefits

.  In-network Out-of-network 

• Vaccines, including those for the flu, Hepatitis B, pneumonia, or 
COVID-19

• “Welcome to Medicare” preventive visit (one-time)
Any additional preventive services approved by Medicare during the 
contract year will be covered.
 This plan covers preventive care screenings and annual physical exams at 
100% when you use in-network providers.

$115 copay per visit. If you are admitted to the hospital Emergency care

within 24 hours, you pay the inpatient hospital copay 
instead of the Emergency Care copay. See the 
“Inpatient Hospital Care” section of this booklet for 
other costs.

$40 copay per visitUrgently needed services

Diagnostic $0 copay for each $385 copayDiagnostic tests, 

radiology services diagnostic mammogramlab and radiology 
2 (e.g. MRI, CT scan)  $285 copay otherwiseservices, and X-

rays 2 Lab services  $0 copay  $0 copay

Diagnostic tests $50 copay  $75 copay
 2 and procedures

Therapeutic 20% coinsurance  40% coinsurance
 2 radiology

 2 Outpatient X-rays  $25 copay  $50 copay

Exam to diagnose $0 copay  $85 copayHearing 

and treat hearing services
2 and balance issues

Routine hearing $0 copay for a routine $85 copay for a routine 
exam  hearing exam to help hearing exam to help 

support hearing health*  support hearing health*



 

Medical benefits

.  In-network Out-of-network 

2 Hearing aids  $700 allowance for 2 If you use an out-of-
hearing aids every year*  network provider, you are 

responsible for 90% of the • A broad selection of 
allowance amount.* high-value and brand 

name prescription 
hearing aids

• Access to one of the 
largest national 
networks of hearing 
professionals with 
more than 6,500 
locations

• 3-year manufacturer 
warranty on all 
prescription hearing 
aids covers a trial 
period and damage 
or repair during 
warranty period

Preventive services  $0 copay for covered preventive services like oral Routine 

exams, X-rays, routine cleanings and fluoride*dental 

• No annual deductiblebenefits

• Access to one of the largest national dental 
networks

• Freedom to see any dentist

Optional Dental For an extra $54 per month, you’ll get access to dental 
Rider  coverage that includes:

• $1,500 per year for covered dental services 
through the Platinum Dental Rider*

• $0 copay for covered network preventative 
services such as exams, routine cleanings, X-rays 
and fluoride

• 50% coinsurance for all covered network 
comprehensive services such as fillings, crowns, 
root canals, dentures, bridges and extractions

Exam to diagnose $0 copay  $85 copayVision 

and treat diseases services

and conditions of See the 
2 the eyeMember 

discounts
Eyewear after $0 copay  $85 copay

 section for 
cataract surgery

 related 
Routine eye exam  $0 copay for a routine eye $85 copay for a routine offers

 exam each year to help eye exam each year to 
protect your eyesight and help protect your eyesight 
health*  and health*



 

Medical benefits

.  In-network Out-of-network 

2 Inpatient visit  $610 copay per day: days $715 copay per day: days Mental health

Our plan covers 90 1-3  1-14
 days for an $0 copay per day: days 4- $0 copay per day: days 15-
inpatient hospital 90  90
 stay

Outpatient group $15 copay  $30 copay
 2 therapy visit

Outpatient $25 copay  $40 copay
 individual therapy 

2 visit

Virtual mental $0 copay  Same as an Outpatient 
health visits  mental health office visit

2 $0 copay per day: days 1- $250 copay per day: days Skilled nursing facility (SNF)

Our plan covers up to 100 days in a SNF.  20  1-100
 $221 copay per day: days 
21-100

Physical therapy $55 copay  $85 copayOutpatient 

and speech and rehabilitation 

language therapy services
2 visit

Occupational $35 copay  $85 copay
 2 Therapy Visit

2 $400 copay for ground  $400 copay for groundAmbulance

Your provider must obtain prior $400 copay for air  $400 copay for air
 authorization for non-emergency 
transportation.

$0 copayment for 24 one- 75% coinsurance*Routine transportation

way trips to or from 
approved locations, such 
as medically related 
appointments, gyms and 
pharmacies*

Chemotherapy 20% coinsurance  40% coinsuranceMedicare Part B 
2 drugsprescription drugs

In-network cost 
Part B covered 20% coinsurance; up to 40% coinsurance

 sharing shown is 2 insulin  $35
 the maximum you 

2 Other Part B drugs  $0 copay for allergy $0 copay for allergy will pay for Part B 
Part B drugs may antigens  antigens prescription drugs. 
be subject to Step 20% coinsurance for all 40% coinsurance for all You may pay less 
Therapy. See your others  others for certain drugs.
 Evidence of 
Coverage for 
details. 



 

What is coinsurance? 
Coinsurance is a portion or part of the total cost, typically as a percentage. With this plan, you pay 
part of the cost of Tier 3, Tier 4 and Tier 5 drugs. For example, if your coinsurance is 25% and the 

cost of your drugs until you meet the deductible, then you’ll start paying the coinsurance amount. 
 

 

Deductible There is no deductible for drugs in Tier 1 and 2. Your coverage for these 
drugs starts in the Initial Coverage stage. 
There is a $685 deductible for drugs in Tier 3, 4 and 5. You pay the full cost 

move to the Initial Coverage stage. 
Initial Coverage In this stage, you’ll pay your plan copays or coinsurance. The plan pays the 

$2,400, which includes the amount you paid towards your deductible, you 
move to the Catastrophic Coverage stage. 

Tier drug coverage Retail Mail Order 
Standard Preferred Standard 

    
Tier 1: 
Preferred Generic $0 copay $0 copay $0 copay $0 copay 
Tier 2: 
Generic3 $4 copay $12 copay $0 copay $12 copay 
Tier 3: 
Preferred Brand 22% coinsurance 22% coinsurance 22% coinsurance 22% coinsurance 
Covered Insulin 
Drugs4 22% coinsurance, 

up to $25 copay 22% coinsurance, 
up to $75 copay 22% coinsurance, 

up to $75 copay 22% coinsurance, 
up to $75 copay 

Tier 4: 
Drug5 

32% coinsurance N/A N/A N/A 

Tier 5: 
Specialty Tier5 26% coinsurance N/A N/A N/A 
Catastrophic 

Coverage Once you’re in this stage, you won’t pay anything for your Medicare
Part D drugs for the rest of the plan year. 

Additional covered 

drugs 
These drugs are 
not covered by 
Medicare Part D 
and not on the 
plan’s Drug List. 

 
• Vitamin D (50,000) 
• Sildenafil (generic Viagra) 
•  
• Folic Acid (1 mg) 

 
 

3Tier includes enhanced drug coverage. 

total cost of your prescription is $100, you would pay $25. The plan pays the rest. You pay the full 

  

Prescription drug payment stages 

for your drugs in these tiers until you reach the deductible amount. Then you 

rest. Once you, and others on your behalf, have paid a combined total of 

30-day supply^ 100-day supply 100-day supply 100-day supply

Non-Preferred 

-covered 

This plan covers these additional drugs as Tier 2 medications.

Cyanocobalamin (Vitamin B-12)

^Members living in long-term care facilities pay the same for a 31-day supply as a 30-day supply at a retail pharmacy.



 

4

covered insulin drugs, even if you haven’t paid your deductible, until you reach the Catastrophic Coverage stage where 
you pay $0. 
5  

You pay no more than 22% of the total drug cost or a $25 copay, whichever is lower, for each 1-month supply of Part D 

Limited to a 30-day supply

Additional plan benefits 
 . In-network Out-of-network 

Chiropractic Medicare-covered $15 copay $85 copay 
services chiropractic care 

(manual 

manipulation of the 

spine to correct 
2subluxation)  

Diabetes Diabetes $0 copay 50% coinsurance 
management monitoring 

We only cover Contour® 
2supplies  

and Accu-Chek® brands. 

Other brands are not 

covered by your plan. 
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-Check Aviva 

Plus. 
Diabetes self- $0 copay 40% coinsurance 
management 

training 
Therapeutic shoes $0 copay 50% coinsurance 

2or inserts  
Durable medical DME (e.g., 20% coinsurance 50% coinsurance 
equipment (DME) wheelchairs, 

2and related oxygen)  
supplies 

Prosthetics (e.g., 20% coinsurance 50% coinsurance 
braces, artificial 

2limbs)  



 

Additional plan benefits 
.  

Fitness program 

Foot care 
(podiatry services) 

Home health care2 
Hospice 

Opioid treatment p

Outpatient 

substance use 

disorder services 

In-network Out-of-network 

$0 copay If you use an out-of-

Your fitness program helps  network provider, you pay 

you stay active and 90% of the total cost 
connected at the gym or in 

your community. It’s 

available to you at no 

additional cost and 

includes: 
• Free gym 

membership at core 

locations 
• Access to a large 

national network of 

gyms and fitness 

locations 
Foot exams and 

treatment 2 $0 copay $85 copay 
Routine foot care 

rogram services 2 

$0 copay, 6 visits per 

year* 
$0 copay 
You pay nothing for hospic

 approved hospice. You ma

 costs for drugs and respite 

Original Medicare, outside 

$0 copay 

$85 copay, 6 visits per 

year* 
50% coinsurance 

e care from any Medicare-

y have to pay part of the 

care. Hospice is covered by 

of our plan. 
$0 copay 

Outpatient group 

therapy visit 2 $15 copay $30 copay 
Outpatient 

individual therapy 

visit 2 
$25 copay $40 copay 



 

Additional plan benefits 
.  

 

2 
2 

 
Optional supplemental benefits 

OTC and food credit

Renal dialysis

May require your provider to get prior authorizati

*Benefits are combined in and out-of-network.

In-network Out-of-network 

$40 credit every month for If you use an out-of-

over-the-counter (OTC) network store, you pay 

products, plus healthy 90% of the total cost 
food for qualifying 

members 
• Choose from 

thousands of OTC 

products, like first 

aid supplies, pain 

relievers and more 
• Buy healthy foods 

like fruits and 

vegetables, meat 

and seafood, dairy 

products and bottled 

water 
• Shop at thousands 

of participating 

stores, including 

Walmart, Walgreens, 

Dollar General, 

Target, and at 

neighborhood stores 

near you 
20% coinsurance 20% coinsurance 

on from the plan for in-network benefits. 

Additional $54 per month 
The Platinum Dental Rider includes preventive and 
comprehensive dental benefits. It can be purchased to 
replace any dental benefits that may already be offered 
within your Medicare Advantage Plan. 

 Advantage plan member, you’ll have access to a 

eds of products and services such as eyewear. Once 
n to your member site for a list of discounts available to 

Platinum Dental Rider premium Platinum Dental Rider premium

 
Member discounts 

As a UnitedHealthcare Medicare Advantage plan member, you’ll have access to a 

collection of discounts on hundreds of products and services such as eyewear. Once 
you’re a m 
you. 

 

ember, you can sign in to your member site for a list of discounts available to 



 

Plan deductible 

Your plan has a deductible for certain serv
what we cover and what you pay. It doesn’

specified. 
Annual medical deductible 

described below. Un
covered medical ser

Here’s how it works

1. You pay your
2. 
3. Your plan pa

otherwise specified: 
 

List of applicable ser

Inpatient services 
• 
• Inpatient men

Outpatient hospital 
• Ambulatory s
• Outpatient ho
• Outpatient ho

• 
• Lab services 
• Diagnostic te
• Therapeutic r
• 

Doctor visits 
• Primary 
• Specialists 

exclusion. The Evidence of Coverage (EO

The deductible applies to the following M

Your deductible is $

You pay your

The deductible appli

Out-of-network

Inpatient hos

Diagnostic tests, la

Diagnostic ra

Outpatient X-r

ices. The benefit information provided is a summary of 
t list every service that we cover or list every limitation or 

C) provides a complete list of services we cover. 
edicare-covered benefit categories, unless otherwise 

1,500 per year for cov
 til you have paid the 
vices. 
: 
 plan’s deductible in f
 copay or coinsuranc
 ys the rest. 

es out-of-network to t

 vices 

pital 
tal health 

urgical center (ASC) 
spital, including surg
 spital observation ser

 b and radiology servi

 diology services (e.g. 

sts and procedures 
adiology 
ays 

ered medical services you re
 deductible amount, you must

 ull; then, 
e; finally, 

he following Medicare-covere

 ery 
vices 
ces, and X-rays 
MRI) 

ceive from providers as 
 pay the full cost of your 

d benefit categories, unless 



 

Hearing services 
• Exam to diagnose and treat hearin

Vision services 
• 
• Eyewear after cataract surgery 

Mental health 
• Outpatient group therapy visit 
• Outpatient individual therapy visit 

Skilled nursing facility (SNF) 

Physical therapy and speech and langu

Ambulance 

Medicare Part B drugs 
• Chemotherapy drugs 
• Other Part B drugs 

Chiropractic services 
• Manual manipulation of the spine t

Diabetes management 
• Diabetes monitoring supplies 
•  
•  

Durable medical equipment (DME) and r

• Durable medical equipment (e.g. w
• Prosthetics (e.g., braces, artificial li

Foot care (podiatry services) 
• Foot exams and treatment 

Home health care 

Occupational therapy visit 

Exam to diagnose and treat diseas

Diabetes self-management training
Therapeutic shoes or inserts

g and balance issues 

es and conditions of the eye 

age therapy visit 

o correct subluxation 

elated supplies 
heelchairs, oxygen) 
mbs) 



 

Opioid treatment program services 

Outpatient substance use disorder servi

• Outpatient group therapy visit 
• Outpatient individual therapy visit 

Renal dialysis 

ces 



 

About this plan 
ct. 

To join this plan, you  
our service area liste

 
designed to specific lar 
Disorders, Chronic H 
Our service area incl

Georgia:
Bleckley, Brantley, B sa, 

Coweta, Crawford, C
Emanuel, Evans, Fan

Jefferson, Jenkins, J

Montgomery, Morga  
Pierce, Pike, Polk, P

Thomas, Tift, Toomb e, 

 

Use network p

providers. 
visit any provider par y 
apply). Plus, you hav  

charts above you’ll s use 
pharmacies that are 
than you pay at a net

You can go to UHC.  
directories. You can 

 

UHC Complete Care

UHC Complete Care

 Appling, At

Charlton, Chatham, ok, 

Habersham, Hall, Ha s, 

Lumpkin, Macon, M

Seminole, Spalding, 

Warren, Washington,

UHC Complete Care
With this u 

pay a higher copay o

there are any restricti

 GA-3 (PPO C-SNP) is

 must be entitled to 
d below, and be a Uni

 a Medicare Advantage PPO 
Medicare Part A, be enrolled i

 ted States citizen or lawfully 

plan with a Medicare contra

 n Medicare Part B, live within
 present in the United States. 

 GA-3 (PPO C-SNP) is
 ally help people who 
eart Failure, and Diab

 udes these counties i

 kinson, Bacon, Baker,
 rooks, Bryan, Bulloch
 Chattahoochee, Chatt
 risp, Dade, Dawson, 
nin, Floyd, Franklin, 
ncock, Haralson, Harr
 ohnson, Jones, Lama
 adison, Marion, McDu

 a Chronic or Disabling Con
 have one or more of the follo
 etes. 

n: 
 Baldwin, Banks, Barrow, Ba
, Burke, Butts, Calhoun, Ca
 ooga, Clarke, Clay, Clinch, C
 Decatur, Dodge, Dooly, Early,
 Gilmer, Glascock, Glynn, Gor
 ris, Hart, Heard, Houston, Irw
 r, Lanier, Laurens, Lee, Liber
 ffie, McIntosh, Meriwether, 

dition Special Needs Plan 
wing conditions: Cardiovascu

 rtow, Ben Hill, Berrien, Bibb, 
mden, Candler, Carroll, Catoo

 offee, Colquitt, Columbia, Co
 Echols, Effingham, Elbert, 

don, Grady, Greene, 
in, Jackson, Jasper, Jeff Davi
 ty, Lincoln, Long, Lowndes, 

Miller, Mitchell, Monroe, 
n, Murray, Muscogee,
 ulaski, Putnam, Quitm
 Stephens, Stewart, S

 Newton, Oconee, Oglethorp
 an, Rabun, Randolph, Richm
 umter, Talbot, Taliaferro, Tatt

e, Paulding, Peach, Pickens,
 ond, Schley, Screven, 
nall, Taylor, Telfair, Terrell, 

s, Towns, Treutlen, T
 Wayne, Webster, Wh

 roviders and ph

roup, Turner, Twiggs, Union, 
eeler, White, Whitfield, Wilco

 armacies 
Upson, Walker, Walton, War

 ox, Wilkes, Wilkinson, Worth. 

 GA-3 (PPO C-SNP) h
 plan, you have the fre
 ticipating in the Unite
 e the flexibility to visit 
r coinsurance when y
 ee the cost difference
 not in our network, th
 work pharmacy. 

com/Medicare to sea
 also view the plan Dr
 ons. 

as a network of doctors, hos
 edom to enjoy access to care
 dHealthcare® Medicare Nati
 any provider nationwide who
 ou see an out-of-network pro
 s for network vs. out-of-netw
 e plan may not pay for those 

rch for a network provider or
 ug List (Formulary) to see wh

pitals, pharmacies and other 
 at in-network costs when yo

 onal Network (exclusions ma
 o accepts Medicare. You may
 vider. When looking at the 

ork care and services. If you 
drugs, or you may pay more 

pharmacy using the online 
at drugs are covered and if 



 

 

Required Information 
UHC Complete Care GA-3 (PPO C-SNP) is insured through UnitedHealthcare Insurance Company or one of its 
affiliated companies, a Medicare Advantage organization with a Medicare contract. Enrollment in the plan 
depends on the plan’s contract renewal with Medicare. 
Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits. 
Benefits, features, and/or devices vary by plan/area. Limitations, exclusions and/or network restrictions may 
apply. 
You must continue to pay your Medicare Part B premium, if not otherwise paid for under Medicaid or by another 
third party. Premiums, copays, coinsurance, and deductibles may vary based on the level of Extra Help you 
receive. Please contact the plan for further details.  
Out-of-network/non-contracted providers are under no obligation to treat UnitedHealthcare 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.  
Hearing aids - The plan may only cover hearing aids from a UnitedHealthcare Hearing network provider. Other 
hearing exam providers are available in the UnitedHealthcare network.  
Routine dental benefits - If your plan offers out-of-network dental coverage and you see an out-of-network 
dentist, you might be billed more. Provider network may vary in local market. Dental network size based on Zelis 
Network360, May 2025. 
Fitness program - The fitness benefits and gym networks vary by plan/area and participating locations may 
change. The fitness benefit includes a standard fitness membership at participating locations. Consult your 
doctor prior to beginning an exercise program or making changes to your lifestyle or health care routine. 
Optum® Home Delivery Pharmacy and Optum Rx are affiliates of UnitedHealthcare Insurance Company. You are 
not required to use Optum Home Delivery Pharmacy for medications you take regularly. If you have not used 
Optum Home Delivery Pharmacy, you must approve the first prescription order sent directly from your doctor to 
the pharmacy before it can be filled. There may be other pharmacies in our network. Optum Home Delivery 
Pharmacy and Optum Rx affiliates may not be available in Arkansas. 
Member discounts - As a UnitedHealthcare Medicare Advantage plan member, you’ll have access to an 
exclusive collection of discounts on hundreds of products and services. Once you’re a member, you can sign in 
to your member site for a list of discounts available to you. The discounts described are neither offered nor 
guaranteed under our contract with the Medicare program. In addition, they are not subject to the Medicare 
appeals process. Any disputes regarding these products and services may be subject to the UnitedHealthcare 
grievance process. Discount offerings may vary by plan and are not available on all plans. The discount offers 
are made available to members through a third party. Participation in these third-party discount offers is subject 
to your acceptance of their respective terms and policies. UnitedHealthcare and its respective subsidiaries are 
not responsible for the services or information provided by third parties. 
Rewards Program - Medicare Advantage reward offerings may vary by plan and are not available in all plans. 
By participating in the program or accessing rewards funds, you agree to the Rewards Program Terms of 

Service. Members must participate January through December to earn all available rewards. Rewards must be 
earned and reported within time frames specified by the plan. 
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