Provider \k

Partners
Health Plans

Summary of Benefits 2024

Provider Partners Maryland Community Plan (HMO [-SNP) (H8067-003)
Provider Partners Missouri Community Plan (HMO I-SNP) (H9191-004)
Provider Partners North Carolina Community Plan (HMO I-SNP) (H4439-002)
Provider Partners Pennsylvania Community Plan (HMO [-SNP) (H4093-004)

This is a summary of drug and health services covered
by Provider Partners Health Plans (HMO |-SNP) for the
plan year: January 1, 2024 -December 31, 2024. This
plan, Provider Partners Maryland Community Plan,
Provider Partners Missouri Community Plan, Provider
Partners North Carolina Community Plan, Provider
Partners Pennsylvania Community Plan, is offered by
Provider Partners Health Plans. When this Summary

of Benefits says “we,” “us,” or “our,” it means Provider
Partners Health Plans. When it says “plan” or “our plan,”
it means Provider Partners Maryland Community Plan,
Provider Partners Missouri Community Plan, Provider
Partners North Carolina Community Plan, Provider
Partners Pennsylvania Community Plan.

Provider Partners Health Plans (HMO I-SNP) is a
Health Maintenance Organization (HMO) Special
Needs plan (SNP) with a Medicare contract. Enrollment
in Provider Partners Health Plans depends on contract
renewal.

Benefits, premiums and/or copayments/co-insurance
may change on January 1 of each year. Limitations,
copayment, and restrictions may apply. This
information is not a complete description of benefits. A
complete list of benefits is available in the Evidence of
Coverage. Call Member Services at 1-800-405-9681/
TTY 711 for more information or visit our website at
www.pphealthplan.com.

To join Provider Partners Health Plans (HMO [-SNP),
you must be entitled to Medicare Part A, be enrolled
in Medicare Part B, live at home and your state of
residence has certified that you need the type of care
that is usually provided in a nursing home. You must
continue to pay your Medicare Part B Premium.
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Our service area includes the following counties in
Maryland (MD): Allegany, Anne Arundel, Baltimore,
Baltimore City, Caroline, Carroll, Dorchester, Frederick,
Garrett, Harford, Howard, Kent, Queen Anne's, Talbot,
Washington, and Worcester.

7

Our service area includes the following counties in
Missouri (MO): Audrain, Barry, Boone, Butler, Caldwell,
Callaway, Camden, Cape Girardeau, Carroll, Chariton,
Christian, Clay, Clinton, Cole, Crawford, Dade, Dallas,
DeKalb, Douglas, Franklin, Greene, Henry, Hickory,
Howard, Jackson, Jasper, Jefferson, Laclede, Lafayette,
Lawrence, Lincoln, Livingston, Madison, Maries,
McDonald, Miller, Mississippi, Moniteau, Montgomery,
New Madrid, Phelps, Platte, Polk, Pulaski, Ray,
Reynolds, Ripley, Saline, Scott, St. Charles, St. Francois,
St. Louis, St. Louis City, Stoddard, Stone, Taney,
Vernon, Warren, Washington, Webster and Wright.
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Our service area includes the following counties Except in emergency situations, if you use the

in North Carolina (NC): Davie, Forsyth, Gaston, and providers that are not in our network, we may not pay
Guilford. for these services.
For coverage and costs of Original Medicare look
o in your current "Medicare & You" handbook. View it
- online at www.medicare.gov or get a copy by calling

Our service area includes the following counties in

1-800-MEDICARE (1-800-633-4227), 7 days a week, 24
hours a day. TTY users should call 1-877-486-2048.

This document is available in other formats such as
Braille, large print or audio.

Pennsylvania (PA): Allegheny, Armstrong, Beaver,

Bucks, Butler, Chester, Crawford, Delaware, Fayette,
Greene, Lancaster, Lawrence, Mercer, Montgomery,
Philadelphia, Somerset, and Westmoreland.

For more information, please call us at 1-800-405-
9681 (TTY users should call 711). Hours are 8:00

AM. to 8:00 PM,, seven days a week from October 1
through March 31. 8:00 AM. to 8:00 P.M. Monday to
Friday from April 1 through September 30 or visit us at
www.pphealthplan.com
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Premiums and Benefits

Monthly Plan Premium
(includes both medical and
drugs)

Provider Partners Health Plans HMO I-SNP
You pay $0

You must continue to pay your Medicare Part B premium.

Deductible

You pay $0

Maximum Out-of-Pocket
Responsibility (does not include
Part D prescription drugs)

You pay no more than $1,500 annually

This is the most you pay per year for copays, coinsurance and other costs for
medical service.

Inpatient Hospital

$1.600 deductible for each benefit period.

Days 1-60 $0 after you pay your Part A deductible.

Days 61-90: $400 copayment each day.

Days 91-150: $800 copayment each day while using your 60 lifetime reserve
days.

After day 150: You pay all costs.

Beyond lifetime reserve days. You pay all costs.

Prior authorization may apply.

These are 2023 cost sharing amounts and may change for 2024. Provider
Partners Health Plans will provide updated rates as soon as they are
released. Y,
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Premiums and Benefits

Outpatient Hospital

Provider Partners Health Plans HMO I-SNP

You pay 20% of the total cost for Medicare - covered services

Prior authorization may apply

Ambulatory Surgery Center
(ASC)

You pay 20% of the total cost for Medicare - covered services.

Doctor Visits
+ Primary care

- Specialists

You pay 0% of the total cost for Medicare- covered services

You pay 20% of the total cost for Medicare- covered services

Preventive Care

(e.g. flu vaccine, diabetic
screenings)

You pay nothing

Other preventive services are available. There are some covered services that have
acost.

Emergency Care

You pay 20% of the total cost (up to $135 maximum) per visit

Coinsurance is waived if you are admitted to the same hospital
within 24 hours for the same condlition.

Urgently Needed Services

You pay 20% of the total cost (up to $65 maximum combined) per visit

Diagnostic Services/Labs/

Imaging

- Diagnostic tests and
procedures

- Lab services

+ MRI, PET, Nuclear Medicine

- X-Rays

You pay 20% of the total cost for Medicare-covered services

You pay 20% of the total cost for Medicare-covered services
You pay 20% of the total cost for Medicare-covered services
You pay 20% of the total cost for Medicare-covered services
Prior authorization may apply.

Hearing Services
* Routine hearing exam

+ Hearing aid

.

You pay 0% of the total cost for one routine hearing exam a year.

MD: Our plan pays up to $1,000 every 2 years for hearing aids. The $1,000
amount applies to both ears combined

MO: Our plan pays up to $1,000 every 2 years for hearing aids. The $1,000
amount applies to both ears combined

NC: Our plan pays up to $2,000 every 2 years for hearing aids. The 2,000
amount applies to both ears

PA: Our plan pays up to $1,000 every 2 years for hearing aids. The $1,000
amount applies to both ears combined

You pay 20% of the total cost for Medicare-covered services

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for
more information on the routine hearing benefit.

/
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Premiums and Benefits Provider Partners Health Plans HMO I-SNP

Dental Services You pay $0 copay for Preventive and Supplemental Comprehensive dental
- Oral Exam & Cleaning services. The annual benefit is $3,000. After the $3,000 annual combined
benefit maximum has been exhausted, you are responsible for any
remaining charges.

You pay 20% of the total cost for Medicare-covered services

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for
more information on the routine dental benefit.

Vision Services
+ Medical-covered eye exams You pay 0% of the total cost for one routine vision exam a year.

- Medicare-covered eyewear MD: $150 maximum plan coverage amount for routine eye wear every year
MO: $150 maximum plan coverage amount for routine eye wear every year
NC: $300 maximum plan coverage amount for routine eye wear every year
PA: $150 maximum plan coverage amount for routine eye wear every year

* Routine vision exam You pay 20% of the total cost of Medicare-covered services.

+ Supplemental eyewear You pay 20% of the total cost of Medicare-covered eyeglasses (lenses and
frames) or contact lenses after cataract surgery.

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for
more information on the routine vision benefit.

Mental Health Services $1,600 deductible for each benefit period.

* Inpatient visit Days 1-60 $0 after you pay your Part A deductible.

Days 61-90: $400 copayment each day.

Days 91-150: $800 copayment each day while using your 60 lifetime reserve
days.

After day 150: You pay all costs.

Beyond lifetime reserve days: You pay all costs.
Prior authorization may apply.

These are 2023 cost sharing amounts and may change for 2024. Provider
Partners Health Plans will provide updated rates as soon as they are
released.

- Outpatient group therapy/ You pay 20% of the total cost for Medicare-covered services
individual therapy visit

Skilled Nursing Facility You pay:

Days 1-20: $0 copayment.

Days 21-100: $200 copayment each day.
Days 101 and beyond: You pay all costs.
Prior authorization may apply.

These are 2023 cost sharing amounts and may change for 2024. Provider
Partners Health Plans will provide updated rates as soon as they are
\_ released. Y,
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Premiums and Benefits

Provider Partners Health Plans HMO I-SNP

Physical Therapy You pay 0% of the total cost of Medicare-covered services.
Prior authorization may apply.

Ambulance You pay 20% of the total cost for each one-way Medicare-covered
ambulance trip

Transportation MD: You pay a $0 copay for up to 28 one-way trips every year to health-related

locations via taxi, rideshare services, van, or medical transport.

MO: You pay a $0 copay for up to 30 one-way trips every year to health-related
locations via taxi, rideshare services, van, or medical transport.

NC: You pay a $0 copay for up to 36 one-way trips every year to health-related
locations via taxi, rideshare services, van, or medical transport.

PA: You pay a $0 copay for up to 36 one-way trips every year to health-related
locations via taxi, rideshare services, van, or medical transport.

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for
more information on this benefit.

Medicare Part B Drugs

You can pay from 0% to 20% for Medicare Part B Chemotherapy/ Radiation
Drugs and Medicare Part B Drugs.

You can pay from 0% to 20% (with a $35 maximum) for insulin per month.

Part B Rebatable Drug Coinsurance Adjustment: Under Part B Rebatable
Drug Coinsurance Adjustment provision, beginning April 1, 2023, coinsurance
for Part B rebatable drugs will be reduced, if the drug’s price has increased
at a rate faster than the rate of inflation. The list of Part B rebatable drugs as
well as the effective coinsurance for those drugs could change each quarter.
Part B rebatable drugs may be in either of the categories “Chemotherapy
administration services to include hemotherapy/radiation drugs” or “Other
drugs” covered under Part B of original Medicare.

Part B Insulin Cost Sharing Cap: Insulin furnished under Part B on or after
July 1, 2023, through an item of durable medical equiptment (i.e., a medically
necessary traditional insulin pump), will be subject to a coinsurance cap for a
month's supply of such insulin (that does not exceed $35 and the Medicare
Part B deductible will not apply). Y,
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Added Value Benefits

Speech Therapy/Occupational | You pay 0% of the total cost of Medicare-covered services.
Therapy

Prior authorization may apply.

Foot Care (podiatry services)
+ Routine foot care MD: You pay $0 copay for up to 4 routine visits every year
MO: You pay $0 copay for up to 4 routine visits every year
NC: You pay $0 copay for up to 6 routine visits every year
PA: You pay $0 copay for up to 4 routine visits every year

- Medicare-covered foot care You pay 20% of the total cost for Medicare-covered services

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for
more information on the routine podiatry benefit.

Over-the-Counter (OTC) Limited to allowance every quarter for specific over-the-counter drugs and
Benefit other health-related products, as listed in the OTC catalog.

MD: $280 allowance every quarter
MO: $175 allowance every quarter
NC: $255 allowance every quarter
PA: $175 allowance every quarter

Call Member Services or refer to the Evidence of Coverage, Chapter 4 for
more information on this benefit.

Home and Bathroom Safety MD, MO, and PA: You pay $0 for a $300 allowance for home & bathroom
Devices and Modifications safety items including but not limited to the following: fall prevention mats,
toilet safety rails, handheld shower kit, nonslip tub and stair safety treads,
and bathtub grab bars.

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for
more information on this benefit.

Fitness Benefit For NC only: You pay $0 to utilize services at in-network facilities.

Call Member Services or refer to the Evidence of Coverage, Chapter 4 for
\_ more information on this benefit. Y,
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Pharmacy Prescription Drug Benefits

Deductible

You pay $545

Retail Rx 30-day supply

Standard Retail Rx 30-
day supply

Mail Order
30-day supply

Initial Coverage
Tier 1. All Part D Covered
Drugs

You pay 25% of the total
cost of the drug

You pay $35 per month
supply of each covered
insulin product on this
tier.

You pay 25% of the total
cost of the drug

You pay $35 per month
supply of each covered
insulin product on this
tier.

You pay 25% of the total
cost of the drug

You pay $35 per month
supply of each covered
insulin product on this
tier.

Vaccine Tier

You pay $0 for pneumonia, influenza, Hepatitis B, and COVID-19 vaccines.
For further information about vaccines, please reference the Evidence of

Coverage.

Coverage Gap

You pay 25% of the total cost for generic or brand-name drugs.

Catastrophic Coverage (after
you or others on your behalf
pay $8,000)

+ Generic Drugs

- Brand-Name Drugs

-

You Pay Nothing
You Pay Nothing

/

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines at no
cost to you even if you haven't paid your deductible. Call Member Services for more information.

Important Message About What You Pay for Insulin - You won't pay more than $35 for a one-month
supply of each insulin product covered by our plan, no matter what cost-sharing tier it's on even if
you haven't paid your deductible.
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NOTICE OF NON-DISCRIMINATION

Discrimination is Against the Law

Provider Partners complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, sex (including sexual orientation and gender identity), age or disability.
Health Partners Medicare does not exclude people or treat them differently because of race, color,
national origin, sex (including sexual orientation and gender identity), age or disability.

Provider Parthers Health Plans 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 (large print, audio, accessible electronic formats, other
formats)

Provider Parthers Health Plans provides free language services to people whose primary language is
not English, such as:

- Qualified interpreters

- Information written in other languages

If you need these services, contact Member Services at 1-800-405-9681 (711), Hours are 8:00 AM. to
8:00 PM., seven days a week from October 1 through March 31; 8:00 AM. to 8:00 PM. Monday to Friday
from April 1 through September 30.

If you believe that Provider Partners Health Plans has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex (including pregnancy, sexual
orientation and gender identity), you can file a grievance with:
Mail: Provider Partners Health Plans Compliance Officer
785 Elkridge Landing Rd, Suite #300
Linthicum Heights, MD 21090

Phone: 1-833-213-0636
Fax: 1-844-570-7811
Email; compliance@pphealthplan.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Provider
Partners Health Plans Compliance Officer is available to help you.

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://
ocrportalhhs.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, DC 20201,
1-800-368-1019, 1-800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
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MULTI-LANGUAGE INTERPRETIVE SERVICE

English

We have free interpreter services to answer any questions you
may have about our health or drug plan. To get an interpreter,
just call us at 1-800-405-9681. Someone who speaks English/
Language can help you. This is a free service.

Espafiol (Spanish)

Tenemos servicios de intérprete sin costo alguno para
responder cualquier pregunta que pueda tener sobre nuestro
plan de salud o medicamentos. Para hablar con un intérprete,
por favor llame al 1-800-405-9681. Alguien que hable espafiol
le podré ayudar. Este es un servicio gratuito.

(Chinese Mandarin)

Wz, 8D % P TR i R (AT e o AR RS LA

Nzr, 3% r 1-800-405-9681. F A st TAEA R s W 1
— il

e rfe o iy

rA FAM
rit M PE Bk o0 Fe (i HRps.
AN L EOUNSY S S

(Chinese Cantonese)
FREBEEY) (4 b w] RE A7 A5 BN,
HE RS, umﬁua 1-800-405-9681,
Aottt E D, 8 TSR IR,

Tagalog (Tagalog)

Mayroon kaming libreng serbisyo sa pagsasaling-wika upang
masagot ang anumang mga katanungan ninyo hinggil

sa aming planong pangkalusugan o panggamot. Upang
makakuha ng tagasaling-wika, tawagan lamang kami sa 1-800-
405-9681. Maaari kayong tulungan ng isang nakakapagsalita
ng Tagalog. Ito ay libreng serbisyo.

Francgais (French)

Nous proposons des services gratuits d'interprétation pour
répondre a toutes vos questions relatives a notre régime de
santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-800-405-
9681. Un interlocuteur parlant Francais pourra vous aider. Ce
service est gratuit.

Tiéng Viét (Vietnamese)

Chuing t6i c6 dich vu théng dich mién phi dé tra 1&i cac cau hoi
vé chuong suic khde va chuong trinh thuéc men. Néu qui vi can
théng dich vién xin goi 1-800-405-9681 (TTY 711). sé c6 nhan
vién ndi tiéng Viét gitp d& qui vi. Bay la dich vu mién phi.

(German) Unser kostenloser Dolmetscherservice beantwortet
Ihren Fragen zu unserem Gesundheits- und Arzneimittelplan.
Unsere Dolmetscher erreichen Sie unter 1-800-405-9681. Man
wird lhnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.

3l=-0] (Korean)

GAbE o7 B i ok B B3k Aol el =gzt

T8 TY AH2E Al o}_ﬂ A&H5UTH B9 AH|AE
o]-g3t=H %15}1 800-405- 9681111

gharo] & sk B A mof = BdYTE o] Auja=

a2 %%%‘HD}.

Provider Partners Health Plans

785 Elkridge Landing Road, Suite #300 | Linthicum Heights, MD 21090

1-800-405-9681 (TTY 711) | www.pphealthplan.com
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Pycckuii (Russian)

EcAn y Bac BO3HUKHYT BOMPOCH OTHOCUTEABHO CTPaXOBOIO
VAV MEAMKAMEHTHOTO MAaHa, Bbl MO>KeTe BOCMOAb30BaTbCA
HaLMMK BeCnAaTHbIMIN YCAYraMu NepeBoAYMKOB. HTobbI
BOCMOAb30BaTbCA YCAYraMu MepeBOAUMKa, MO3BOHUTE HaM MO
TenedoHy 1-800-405-9681.Bam okakeT NoMoLLb COTPYAHVIK,
KOTOPbIV rOBOPUT No-pyccku. AaHHaA ycayra becrnaatHas.

(Arabic) 4wl

Jsaa ol daally Gl Alind (g e DU dulaall (g sl an i) Cledd o Ly
1-800- e L Juai¥) (5 g e Gl (5558 pa s o Jgeaall Ll 450
Alae dard ol dlinelia Ly yol) Caaay L adili o i, 405-9681.

(Hindi) AR TaIET IT GaT &7 Alelell & aR H 3T ferar off
UH & STdId & & iU AR O T g Haw sueiey
©. T giIfer urE i & foT, 98 g 1-800-405-9681. W
BT P, PIs ARh Sl feear daddl & MU FAeg IR HbdT &.

I UH H{FT [T .

(Italian) E disponibile un servizio di interpretariato gratuito per
rispondere a eventuali domande sul nostro piano sanitario e
farmaceutico. Per un interprete, contattare il numero 1-800-
405-9681. Un nostro incaricato che parla Italianovi fornira
I'assistenza necessaria. E un servizio gratuito.

Portugués (Portugese)

Dispomos de servicos de interpretagdo gratuitos para
responder a qualquer questdo que tenha acerca do nosso
plano de saide ou de medicacgdo. Para obter um intérprete,
contacte-nos através do niumero 1-800-405-9681. Iré encontrar
alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

Kreyol Ayisyen (French Creole)

Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn
yon entéprét, jis rele nou nan 1-800-405-9681. Yon moun ki
pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polski (Polish)

Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktéry pomoze w uzyskaniu odpowiedzi na temat planu
zdrowotnego lub dawkowania lekéw. Aby skorzystaé z pomocy

ttumacza znajgcego jezyk polski, nalezy zadzwonié pod numer
1-800-405-9681. Ta ustuga jest bezptatna.

(Japanese) YUttDHEFE fEREEARIR & 385 W7 T BT 5
TEHMICBEAT A1) 12, BEOBERY—EZXRHY iﬁ"
TXWET, @A ZTHMICAR D121 1-800-405-9681. 12

FESTEEV, HARGEZFET AN & BXEWZLES, Ziu :tﬁf\
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