2017
Summary of Benefits

Humana.

GNHH4HIEN_17 $5884066000SB17






Humana Enhanced (PDP)
S5884-066

State of North Carolina

Humana.

S5884_SB_PDP_PDP_066000_2017 Accepted $5884066000SB17



Our service area includes the following state(s): North Carolina.



S$5884066000

S
(P Let’s talk about Humana Enhanced (PDP)

Find out more about the Humana Enhanced (PDP) plan - including the drug services it
covers - in this easy-to-use guide.

Humana Enhanced (PDP) is a stand-alone prescription drug plan with a Medicare
contract. Enrollment in this Humana plan depends on contract renewal.

The benefit information provided is a summary of what we cover and what you pay. It
doesn’t list every service that we cover or list every limitation or exclusion. For a
complete list of services we cover, ask us for the “Evidence of Coverage” or you will
receive one after you enroll.

To be eligible Humana Enhanced (PDP) offers
To join Humana Enhanced (PDP), you i

must be entitled to Medicare Part A, d phormocy network with

and/or be enrolled in Medicare Part B preferred cost sharing at select
and live in our service area. phormacies. You may pay more
Plan name: at other pharmacies.

Humana Enhanced (PDP)

How to reach us:
If you’re a member of this plan, call

toll-free: 1-800-281-6918 (TTY: 711). A healthy partnership
Get more from your plan — with

If you’re not a member of this plan, extra services and resources

call toll free: 1-800-706-0872 (TTY: provided by Humana!

711).

October 1 - February 14:
Call 7 days a week from 8 a.m. - 8 p.m.

February 15 - September 30:
Call Monday - Friday, 8 a.m. - 8 p.m.

Or visit our website:
Humana-medicare.com.

This document is available in other formats such as Braille and large print. This information is available for
free in other languages. Please contact a licensed Humana sales agent at 1-800-706-0872 (TTY: 711).

Esta informacion estd disponible gratuitamente en otros idiomas. Péngase en contacto con un agente de
ventas certificado de Humana al 1-800-706-0872 (TTY: 711).

2017 -5- Summary of Benefits



Monthly Premium, Deductible and Limits

$62.20
If you have Part B, you must keep paying your Medicare Part B
premium.

Monthly premium

S$5884066000

Pharmacy (Part D) deductible

(9 Prescription Drug Benefits
PRESCRIPTION DRUGS

Initial coverage (after you pay your deductible, if applicable)

You pay the following until your total yearly drug costs reach $3,700. Total yearly drug costs are the total

drug costs paid by both you and our plan.

This plan does not have a deductible.

Tier Preferred Retail Standard Retail Preferred Mail  Standard Mail
Pharmacy Pharmacy Order Order

30-day supply

1 (Preferred Generic) $3 copay $7 copay $3 copay $7 copay

2 (Generic) $7 copay $12 copay $7 copay $12 copay

3 (Preferred Brand) $42 copay $47 copay $42 copay $47 copay

4 (Non-Preferred Drug) 44% of cost 50% of cost 44% of cost 50% of cost

5 (Specialty) 33% of cost

90-day supply

33% of cost

33% of cost

33% of cost

1 (Preferred Generic) $9 copay $21 copay $0 copay $21 copay
2 (Generic) $21 copay $36 copay $0 copay $36 copay
3 (Preferred Brand) $126 copay $141 copay $116 copay $141 copay
4 (Non-Preferred Drug) 44% of cost 50% of cost 44% of cost 50% of cost

Specialty drugs are limited to a 30 day supply.

Cost sharing may change depending on the pharmacy you choose, when you enter another phase of the
Part D benefit and if you qualify for “Extra Help.” To find out if you qualify for “Extra Help,” please contact
the Social Security Office at 1-800-772-1213 Monday — Friday, 7 am. — 7 p.m. TTY users should call
1-800-325-0778. For more information on the additional pharmacy-specific cost-sharing and the phases
of the benefit, please call us or access our “Evidence of Coverage” online.

If you reside in a long-term care facility, you pay the same as at a standard retail pharmacy.

You may get drugs from an out-of-network pharmacy but may pay more than you pay at an in-network
pharmacy.

Days’ Supply Available

Unless otherwise specified, you can get your Part D medicine in the following days’ supply amounts:
One month supply (up to 30 days)*

« Two month supply (31-60 days)

« Three month supply (61-90 days)

*Long term care pharmacy (one month supply = 31 days)
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Coverage Gap

After you enter the coverage gap, you pay 40 percent of the plan’s cost for covered brand name drugs
and 51 percent of the plan’s cost for covered generic drugs until your costs total $4,950 — which is the
end of the coverage gap. Not everyone will enter the coverage gap.

Under this plan, you may pay even less for the following: Tier 3 (Preferred Brand) - Select Brands; Tier 4
(Non-Preferred Drug) - Select Brands;. For more information on cost sharing in the coverage gap, please
call us or access our Evidence of Coverage online.

Catastrophic Coverage

After your yearly out-of-pocket drug costs (including drugs purchased through your retail pharmacy and

through mail order) reach $4,950, you pay the greater of:

* 5% of the cost, or

+ $3.30 copay for generic (including brand drugs treated as generic) and a $8.25 copayment for all other
drugs
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<'={y'='> Find out more

‘ You can see our plan’s pharmacy directory at our website at

www.humana.com/Medicare/medicare_prescription_drugs or call us at the
number listed at the beginning of this booklet and we will send you one.

medicare/medicare_prescription_drugs/medicare_drug_tools/
medicare_drug_list/ or call us at the number listed at the beginning of this

E You can see our plan’s drug formulary at our website at www.humana.com/
booklet and we will send you one.

This information is not a complete description of benefits. Contact the plan for more information. Limitations,
copayments and restrictions may apply. Benefits, premiums and/or member cost-share may change on January
1 of each year. You must continue to pay your Medicare Part B premium.

To find out more about the coverage and costs of Original Medicare, look in the current “Medicare & You”
handbook. View it online at http://www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227),
24 hours a day, seven days a week. TTY users should call 1-877-486-2048.

The pharmacy network may change at any time. You will receive notice when necessary.

Humana’s pharmacy network offers limited access to pharmacies with preferred cost sharing in urban areas of
AL, CA, CT, DC, DE, IA, IL, IN, KY, MA, MD, ME, M1, MN, MO, MS, MT, NC, ND, NH, NJ, NY, OH, OR, PA, RI, SC, SD, TN, VA,
VT, WA, WI, WV; suburban areas of AZ, CA, CT, DE, HI, IL, MA, MD, ME, M1, MN, MT, ND, NH, NJ, NY, OH, OR, PA, PR,
RL, VT, WA, WV; and rural areas of AK, IA, MN, MT, ND, NE, SD, VT, WY. There are an extremely limited number of
preferred cost share pharmacies in urban areas in the following states: DE, MA, MD, ME, M1, MN, MS, ND, NY, OH,
SC, and VT; suburban areas of: MT and ND; and rural areas of: ND. The lower costs advertised in our plan materials
for these pharmacies may not be available at the pharmacy you use. For up-to-date information about our
network pharmacies, including pharmacies with preferred cost sharing, please call Customer Care at
1-800-281-6918 (TTY: 711) or consult the online pharmacy directory at Humana.com.

Humana.












Discrimination is Against the Law

CHA HMO, INC., CAREPLUS HEALTH PLANS, INC., HUMANA MEDICAL PLAN, INC, HUMANA HEALTH PLAN, INC.,
HUMANA BENEFIT PLAN OF ILLINOIS, INC., HUMANA INSURANCE COMPANY, HUMANA HEALTH BENEFIT PLAN
OF LOUISIANA, INC., HUMANA INSURANCE OF PUERTO RICO, INC., HUMANA MEDICAL PLAN OF UTAH, INC.,
HUMANA HEALTH COMPANY OF NEW YORK, INC., HUMANA HEALTH PLANS OF PUERTO RICO, INC., HUMANA
EMPLOYERS HEALTH PLAN OF GEORGIA, INC., HUMANA REGIONAL HEALTH PLAN, INC. CARITEN HEALTH PLAN
INC., HUMANA HEALTH INSURANCE COMPANY OF FLORIDA, INC., ARCADIAN HEALTH PLAN, INC., HUMANA
INSURANCE COMPANY OF NEW YORK, HUMANA WI HEALTH ORGANIZATION INSURANCE CORP, HUMANA
MEDICAL PLAN OF PENNSYLVANIA, INC., HUMANA MEDICAL PLAN OF MICHIGAN, INC. (“Humana”) complies
with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex. Humana does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex.

Humana:
« Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats
« Provides free language services to people whose primary language is not English when those services are
necessary to provide meaningful access, such as:
- Qualified interpreters
- Information written in other languages
If you need these services, contact Dr. Michelle Griffin, PhD.

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

Dr. Michelle M. Griffin, PhD (FACHE)

Civil Rights/LEP/ADA/Section 1557 Compliance Officer: 500 W. Main Street -10th floor Louisville, Kentucky
40202 Phone: 1-877-320-1235 Fax: 877-320-1269

Email: Mgriffin5@humana.com or Accessibility@humana.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Dr. Michelle
Griffin PHD, Civil Rights/LEP/ADA/Section 1557 Compliance Officer is available to help you at the contact
information listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

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

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Interpreter Services
English: ATTENTION: If you speak English, language assistance services, free of charge, are available
to you. Call 1-800-281-6918 (TTY: 711).

Espaniol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linguistica. Llame al 1-800-281-6918 (TTY: 711).

ERRP (Chinese): ‘T & : MR TEALERP X LoIUARERFESEBRT - 55E 1-800-281-6918(TTY:
71D

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngén
ngl mién phi danh cho ban. Goi s6 1-800-281-6918 (TTY: 711).

20| (Korean): 2| : et=0{1E AE3tA= 82, 10| XA MHIAE == 0|&38H 4= AFLICH. 1-800-281-6918
(TTY: 71122 Halol FHAL .

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawagsa
1-800-281-6918 (TTY: 711).

Pycckuii (Russian): BHVIMAHWE: Ecnv Bbl roBOpUTE Ha PYyCCKOM A3blKe, TO BaM
[AOCTYNHbI 6ecnnaTHble ycyr nepesoga. 3soHUTe 1-800-281-6918 (tenetann: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis €d pou lang ki disponib
gratis pou ou. Rele 1-800-281-6918 (TTY: 711).

Francais (French): ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-281-6918 (ATS: 711).

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;.
Zadzwon pod numer 1-800-281-6918 (TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos,
gratis. Ligue para 1-800-281-6918 (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia Uitaliano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-281-6918 (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-800-281-6918
(TTY: 711).

B#3E (Japanese): TEFE | BAFEZEINSHEE. BHOSEXRZCFAVLLITET, 1-800-281-6918(TTY:
711) FT. BEFEICTITERLILETL,

sy (Farsi):
1-800-281-6918 @8 33 il . ylxally el 38195 &y glll Bucluall Olaas 18 dlll \S3l Gases caS 13] @b gl
(711 :05dlg @l ila @8))

Diné Bizaad (Navajo): Dii baa aké ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee

ak&’anida’awo’dée’, t’aa jiik’eh, éi na hold, koji’ hodiilnih 1-800-281-6918 (TTY: 711)

4 3=l (Arabic):

1-800-281-6918 @833 il . oylmally el 38198 dyg0lll ucluall Olass 18 dlll sS31 Gases caS 13] 1db gla
(711 28415 anall Ciila o8 )
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