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PLAN BENEFIT PACKAGE (PBP) DATA ENTRY SYSTEM DATA REPORT

Module:
Requested By:

Last entry Date:

PBP Software Version:
Plan Ready for Upload Timestamp:

MA BPT Timestamp:
PD BPT Timestamp:

Last Upload File Creation Timestamp:

Upload Status:

Section A Status
Section B1 Status
Section B2 Status
Section B3 Status
Section B4 Status
Section B5 Status
Section B6 Status
Section B7 Status
Section B8 Status
Section B9 Status
Section B10 Status
Section B11 Status
Section B12 Status
Section B13 Status
Section B14 Status
Section B135 Status
Section B16 Status
Section B17 Status
Section B18 Status
Section B19 Status
Section C Status
Section D Status
Section Mrx Status
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d3ua
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Time

05/30/2020 04:44:50 PM SA Western Standard

Time

05/30/2020 04:44:51 PM SA Western Standard

Time

05/30/2020 04:49:39 PM SA Western Standard

Time

05/30/2020 #01806
PLAN STATUS

Plan Ready for Upload

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed

Completed f /

Completed
Completed
SECTION A: SECTION A-1



Organization Legal Name: MCS ADVANTAGE, INC.

Organization Marketing Name: MCS Classicare

Organization Web Site: www.mcsclassicare.com

Plan Name: MCS Classicare Platino Progreso (HMO D-SNP)
Organization Type: Local CCP

Plan Type: HMO

Enrollee Type: Part A and Part B

Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

40010 - Adjuntas, PR
40020 - Aguada, PR
40030 - Aguadilla, PR
40040 - Aguas Buenas, PR
40050 - Aibonito, PR
40060 - Anasco, PR
40070 - Arecibo, PR
40080 - Arroyo, PR
40090 - Barceloneta, PR
40100 - Barranquitas, PR
40110 - Bayamon, PR
40120 - Cabo Rojo, PR
40130 - Caguas, PR
40140 - Camuy, PR
40145 - Canovanas, PR
40150 - Carolina, PR
40160 - Catano, PR
40170 - Cayey, PR
40180 - Ceiba, PR
40190 - Ciales, PR
40200 - Cidra, PR
40210 - Coamo, PR

40220 - Comerio, PR sTRAc,
40230 - Corozal, PR a

40240 - Culebra, PR ( |'I antmto Nmero \ }
40250 - Dorado, PR #1-9 |}
40260 - Fajardo, PR \ e ?é‘_)
40265 - Florida, PR Ny Y/

40270 - Guanica, PR —_—
40280 - Guayama, PR |
40290 - Guayanilla, PR J
40300 - Guaynabo, PR
40310 - Gurabo, PR ! ﬁ’fx
40320 - Hatillo, PR | .

40330 - Hormigueros, PR



Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Areca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s).
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Areca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

40340 - Humacao, PR
40350 - Isabela, PR
40360 - Jayuya, PR
40370 - Juana Diaz, PR
40380 - Juncos, PR
40390 - Lajas, PR
40400 - Lares, PR
40410 - Las Marias, PR
40420 - Las Piedras, PR
40430 - Loiza, PR
40440 - Luquillo, PR
40450 - Manati, PR
40460 - Maricao, PR
40470 - Maunabo, PR
40480 - Mayaguez, PR
40490 - Moca, PR
40500 - Morovis, PR
40510 - Naguabo, PR
40520 - Naranjito, PR
40530 - Orocovis, PR
40540 - Patillas, PR
40550 - Penuelas, PR
40560 - Ponce, PR
40570 - Quebradillas, PR
40580 - Rincon, PR
40590 - Rio Grande, PR
40610 - Sabana Grande, PR
40620 - Salinas, PR
40630 - San German, PR
40640 - San Juan, PR
40650 - San Lorenzo, PR
40660 - San Scbastian, PR
40670 - Santa Isabel, PR
40680 - Toa Alta, PR
40690 - Toa Baja, PR
40700 - Tryjillo Alto, PR
40710 - Utuado, PR
40720 - Vega Alta, PR
40730 - Vega Baja, PR
40740 - Vieques, PR
40750 - Villalba, PR
40760 - Yabucoa, PR
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Service Area(s):

40770 - Yauco, PR

Contract Number: H5577

Plan ID: 017
Segment ID: 0

Contract Period: 2021

Plan Geographic Name: Puerto Rico
Is this an Employer-Only plan? No

SECTION A: SECTION A-2

Indicate CY2021 total projected member months for 451029
this plan:

Does this Plan have a CMS-approved Continuation No
Area?

Do you intend to participate in the PLATINO Yes
program?

Is this a Special Needs Plan? Yes
Special Needs Plan Type: Dual-Eligible
Is this D-SNP plan a Medicare zero-dollar cost No
sharing plan (this does not apply to Part D

Services)?

Under this D-SNP, has the state agreed to cover all Yes

Medicare premiums and cost sharing for enrollees
in your D-SNP?

SECTION A: SECTION A-3

Participating Pharmacy Website Address: www.mesclassicare.com
Formulary Website Address:

Physician Website Address:

www.mcsclassicare.com
www.mesclassicare.com

Customer Service Contact Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Phone Number for

(866)627-8183
(787)620-2530
(866)627-8181
(787)620-2528

(866)627-8183

—

\STRAC, =
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¥ [Contrato Nimero | |
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Current Part D Medicare Beneficiaries: \ (g'\ o _—_.,-“QQ !;’
Customer Service Contact Local Phone Number for  (787)620-2530 N O /’f‘y
Current Part D Medicare Beneficiaries: \\‘?;‘:3-6 £ _e’,w g

Customer Service Contact Phone Number for
Prospective Part D Medicare Beneficiaries:

(866)627-8181

SECTION A: SECTION A-4

Customer Service Contact Local Phone Number for
Prospective Part D Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current
Medicare Beneficiaries:

(787)620-2528

(866)627-8182

I/



Customer Service Contact Local TTY/TDD for {866)627-8182
Current Medicare Beneficiaries:

Customer Service Contact TTY/TDD for (866)627-8182
Prospective Medicare Beneficiaries:
Customer Service Contact Local TTY/TDD for (866)627-8182

Prospective Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current (866)627-8182
Part D Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for (866)627-8182
Current Part D Medicare Beneficiaries:

Customer Service Contact TTY/TDD for (866)627-8182
Prospective Part D Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for (866)627-8182

Prospective Part D Medicare Beneficiaries:
SECTION A: SECTION A-5

Is your organization filing a standard bid for Section  No
B of the PBP?

Is your organization filing a standard bid for Section  No
C of the PBP?

SECTION A: SECTION A-6

Is your organization filing a standard bid for Section No
D of the PBP?

Do any of your outpatient services have tiered cost No
sharing? (Please note: Inpatient Hospital services
that have tiered cost sharing are entered in Section

B of the PBP software)
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 1
Does the plan provide Inpatient Hospital-Acute No

Services as a supplemental benefit under Part C?
SECTION B: #1A INPATTENT HOSPITAL-ACUTE - BASE 2

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Does this plan's Medicare-covered benefit cost No

sharing vary by hospital(s) in which an enrollee
obtains care?

Is there an enrollee Coinsurance? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 7
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 12
What is your Inpatient Hospital-Acuie benefit Original Medicare
period?
Is authorization required? Yes
Is a referral required for Inpatient Hospital-Acute Yes
Services?

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 1

1

p




Does the plan providé Inpatient Hospital Psychiatric  No
Services as a supplemental benefit under Part C?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost? - ) 7
SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 2
Does this plan's Medicare-covered benefit cost No
sharing vary by hospital(s) in which an enrollee
obtains care?

Is there an enrollee Coinsurance? No

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 7
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 12
What is your Inpatient Hospital Psychiatric benefit Original Medicare

period?
Is authorization required? Yes
Is a referral required for Inpatient Psychiatric No

Hospital Services?

Notes: Preauthorization required through MCS Solutions,
except for Emergency and Urgency Services.

Does the plan provide Skilled Nursing Facility No
Services as a supplemental benefit under Part C?

Do you allow less than 3 day inpatient hospital stay Yes
prior to SNF admission?

Indicate the Number of Hospital Days Required Zero
Prior to SNF Admission (0-2):

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #2 SNF - BASE 2
Does this plan's Medicare-covered benefit cost No
sharing vary by the Skilled Nursing Facility in
which an enrollece obtains care?

Is there an enrollee Coinsurance? No
SECTION B: #2 SNF - BASE 6
[s there an enrollee Copayment? No
SECTION B: #2 SNF - BASE 10
What is your SNF benefit period? Original Medicare
Is authorization required? Yes
Is a referral required for SNF Services? Yes
SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 1
Does the plan provide Cardiac and Pulmonary No v{
Rehabilitation Services as a supplemental benefit
under Part C?

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 2



Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

No

No

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 3

Is there an enrollee Deductible?
Is there an enrollee Copayment?

No
No

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 4

Is authorization required?

Is a referral required for Cardiac and Pulmonary
Rehabilitation Services?

Yes
No

SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

No

No

SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 2

Is there an enrollee Copayment?

No

SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out-
otf-Pocket Cost?

Is there an enrollee Coinsurance?

No

No

SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 2

Is there an enrollee Copayment?

No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 1

Does the plan provide Worldwide
Emergency/Urgent Coverage as a supplemental
benefit under Part C?

Select enhanced benefit:

Select type of benefit for Worldwide Emergency
Coverage:

Select type of benefit for Worldwide Urgent
Coverage:

Is there a Maximum Plan Benefit Coverage amount
for Worldwide Emergency/Urgent Coverage?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Yes

: Worldwide Emergency Coverage: Worldwide
Urgent Coverage

Mandato
o 4
Mandatory /Contrato n imero |\
(21
No \
No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Copayment?
Is there an enrollee Deductible?

No
No
No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 3 ;;-;

Notes:

SECTION B: #5 PARTIAL HOSPITALIZATION - BASE 1

Coverage is managed through reimbursement based
on different fee schedules allowed by our plan, less
applicable member cost share.

y



Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
Is there an enroltee Coinsurance?
Is there an enrollee Deductible?

Is there an enrolleec Copayment?
Is authorization required?

Is a referral required for Partial Hospitalization?

Notes:

No

No
No
No
Yes
No

Preauthorization required through MCS Solutions,

except for Emergency and Urgency Services.

SECTION B: #6 HOME HEALTH SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
Is there an enrollee Coinsurance?

Is there an enrollee Deductible?
Is there an enrollee Copayment?

No

No

No
No

SECTION B: #6 HOME HEALTH SERVICES - BASE 3

Is authorization required?

Is a referral required for Home Health Services?

Yes
Yes

SECTION B: #7A PRIMARY CARE PHYSICIAN SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Qut-

of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?
Is there an enrollee Copayment?

No

No
No
No

SECTION B: #7B CHIROPRACTIC SERVICES - BASE 1

Does the plan provide Chiropractic Services as a

supplemental benefit under Part C?

Select enhanced benefit:

Select type of benefit for Routine Care:

Is this benefit unlimited for Routine Care?
Indicate number of visits for Routine Care:
Select Routine Care periodicity:

Is your Chiropractor Services benefit combined

with either the Acupuncture or Alternative
Therapies benefit, or both?

Is there a service-specific Maximum Plan Benefit

Coverage amount?

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?

Yes

: Routine Care

Mandato RAG
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SECTION B: #7B CHIROPRACTIC SERVICES - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Copayment?

No
No



Is there an enrollee Deductible? No

Is authorization required? No
Is a referral required for Chiropractic Services? Yes
SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 2
Is authorization required? Yes
Is a referral required for Occupational Therapy Yes
Services?

SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE 2
Is authorization required? No
Is a referral required for Physician Specialist Yes
Services?

SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 3\ ©
Is authorization required? Yes
Is a referral required for Mental Health Specialty No
Services - Non-Physician?
Notes: Preauthorization required through MCS Solutions.
SECTION B: #7F PODIATRY SERVICES - BASE 1
Does the plan provide Podiatry Services as a No
supplemental benefit under Part C?
Is there a service-specific Maximum Enrollee Out- No '
of-Pocket Cost? f _.r;;
SECTION B: #7F PODIATRY SERVICES - BASE 2 |
Is there an enrollee Coinsurance? No |
Is there an enrollee Deductible? No /

Is there an enrollee Copayment? No



SECTION B: #7F PODIATRY SERVICES - BASE 3

Is authorization required? No
Is a referral required for Podiatrist Services? Yes .-
SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 2
Is authorization required? No
Is a referral required for Other Health Care Yes

Professional Services? )
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7H PSYCHiATRIC SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Psychiatric Services? No
Notes: Preauthorization required through MCS Solutions.
SECTION B: #71 PT AND SP _SERVICES -BASE 1
Is there a service-specific Maximum Enrollee Out- No V\\§T— Rﬂ?’o\\
of-Pocket Cost? Q\x}f ‘--\’__I'o 3
Is there an enrollee Coinsurance? No X/ contrato Nam‘;*..m \
Is there an enrollee Deductible? No ]
Is there an enrollee Copayment? No \ (gl_ N —§ /
SECTION B: #71 PT AND SP SERVICES -BASE2 \&.. ¢/
Is authorization required? Yes i ‘?O_S._P >
Is a referral required for Physical Therapy and Yes

Speech-Language Pathology Services?
SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 1

Do you offer an Additional Telehealth benefit for Yes
Part B services?

Select the Medicare-covered benefits that may have  : 7a: Primary Care Physician Services: 7d:

Additional Telehealth Benefits available: Physician Specialist Services: 7el: Individual
Sessions for Mental Health Specialty Services: 7hl:
Individual Sessions for Psychiatric Services: 14¢2:
Diabetes Self-Management Training

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost for Additional Telehealth?



SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 2

Is there an enroliee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 3
Is authorization required for Additional Telehealth No

Services?
Is a referral required for Additional Telchealth No
Services?
SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE 2

Is authorization required? No
Is a referral required for Opioid Treatment Program  No
Services?

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 2
Is there an enrollee Coinsurance? No

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 3
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 4
Is authorization required? Yes
Is a referral required for Outpatient Diagnostic Yes

Procedures/Test/Lab Services?
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BAS

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BAS
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 3
Is authorization required? Yes i1
Is a referral required for Cutpatient Yes |/
Diagnostic/Therapeutic Radiological, and X-Ray
Services?

SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 1 fjlx |



Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required for Medicare-covered Yes

Outpatient Hospital Services?

Is authorization required for Medicare-covered No
Observation Services?

Is a referral required for Medicare-covered Yes
QOutpatient Hospital Services?

Is a referral required for Medicare-covered No
Observation Services?

SECTION B: #9B ASC SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

SECTION B: #9B ASC SERVICES - BASE 2

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Is authorization required? Yes

Is a referral required for Ambulatory Surgical Yes

Center Services? _
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 3
Is authorization required? No
Is a referral required for Qutpatient Substance No
Abuse?

SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 1

Does the plan provide Outpatient Blood Servicesas ~ Yes
a supplemental benefit under Part C? '

Select enhanced benefit: : Three (3) Pint Deductible Waived

Select type of benefit for Three (3) Pint Deductible Mandatory

Waived: |
Is there a service-specific Maximum Enrollee Out- No / -'
of-Pocket Cost? ':};j
Is there an enrollee Coinsurance? No [/ "

SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 2



Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Outpatient Blood Services?  No
SECTION B: #10A AMBULANCE SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #10A AMBULANCE SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #10A AMBULANCE SERVICES - BASE 3
Is authorization required for non-emergency Yes

Medicare services?
SECTION B: #10B TRANSPORTATION SERVICES - BASE 1

Does the plan provide Transportation Services as a Yes

supplemental benefit under Part C?

Select enhanced benefit: Plan Approved Health-related Location
Select type of benefit for Plan Approved Health- Mandatory

related Location:

Is this benefit unlimited for number of trips for Plan ~ No
Approved Health-related Location?

Indicate number of trips for Plan Approved Health- 32
related Location:

Select Plan Approved Health-related Location Trips  Every year

periodicity:

Select Type of Transportation for Plan Approved One-way
Health-related Location:

Select Mode of Transportation for Plan Approved : Medical Transport

Health-related Location:
SECTION B: #10B TRANSPORTATION SERVICES - BASE 2

Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
SECTION B: #10B TRANSPORTATION SERVICES - BASE 3
Is there an enrollee Copayment? No
Is authorization required? No i/
Is a referral required for Transportation Services? No
Notes: Transportation to Plan-Approved Location provided

by contracted transportation provider, who will
verify remaining trip balance.

SECTION B: #11A DME - BASE 1



Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enroliee Copayment? No
SECTION B: #11A DME - BASE 2
Are there preferred vendors/manufacturers for Yes
Durable Medical Equipment (DME)?
[s authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding
services) is managed through
Referral/Authorization Form.
SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B #11B PROSTHETICS/MEDICAL SUPPLIES BASE 2
Is there an enroliee Deductible? No
Is there an enrollee Copayment‘7 No
SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES BASE 3
[s authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding
services) is managed through
Referral/Authorization Form.
SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
[s there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 2/ < /é ontrato Nﬁmem
Is there an enrollee Copayment? No
Do you limit Diabetic Supplies and Services to Yes
those from specified manufacturers?
Is authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding

services) is managed through
Referral/Authorization Form.

SECTION B: #12 DIALYSIS SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #12 DIALYSIS SERVICES - BASE 2
Is authorization required? No



Is a referral required for Dialysis Services?

No

SECTION B: #13A ACUPUNCTURE - BASE 1

Does the plan provide Acupuncture as a
supplemental benefit under Part C?

Select enhanced benefit:

Select type of benefit for Number of Treatments:

Is this benefit unlimited for Number of Treatments?
Indicate limit for Number of Treatments:

Indicate Number of Treatments periodicity:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is your Acupuncture benefit combined with either
the Chiropractor Services benefit or Alternative
Therapies benefit, or both?

Yes

: Number of Treatments
Mandatory

No

6

Every year

No

No

No

SECTION B: #13A ACUPUNCTUR_E - BASE 2

Is there an enrollee Coinsurance?

Is there an enrollee Deductible?

Is there an enrollee Copayment?

Is authorization required?

Is a referral required for Acupuncture?

No

SECTION B: #13B OTC ITEMS - BASE 1

Does the plan provide Over-The-Counter (OTC)
Items as a supplemental benefit under Part C?

Select type of benefit for OTC Items:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Indicate Maximum Plan Benefit Coverage amount:
Select Maximum Plan Benefit Coverage
periodicity:

Does your Maximum Plan Benefit Coverage

amount carry forward to the next period if it is
unused?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Are you offering Nicotine Replacement Therapy
(NRT) as a Part C OTC benefit?

Yes

Mandatory
Yes

75.00
Every three months

No

No

No

SECTION B: #13B OTC ITEMS - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?
Is there an enrollee Copayment?

Does this cover all of the OTC list which may be
found in Chapter 4 of the Medicare Managed Care
Manual?

No
No
No
No




SECTION B: #13C MEAL BENEFIT - BASE 1
Does the plan provide a limited duration Meal No
Benefit as a supplemental benefit under Part C?
Note: Only primarily health-related meals offered in
accordance with Chapter 4 of the MMCM should be
entered in this section.

SECTION B: #14A MEDICARE-COVERED ZERO DOLLAR PREVENTIVE SERVICES

Medicare-covered Zero Dollar Preventive Services : I attest that there is no coinsurance, copayment, or

Attestation deductible for all Original Medicare preventive
services that are offered at zero dollar cost sharing.

Is authorization required? No

Is a referral required? No

SECTION B: #14B ANNUAL PHYSICAL EXAM - BASE 1

Does the plan provide the Annual Physical Examas  No
a supplemental benefit under Part C?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 1

Does the plan provide Other Defined Supplemental Yes
Benefits as a benefit under Part C?

Select enhanced benefit (Select all that apply): : 14c1: Health Education: 14c2: Nutritional/Dietary
Benefit: 14¢4: Fitness Benefit*: 14c7: Remote
Access Technologies (including Web/Phone-based
technologies and Nursing Hotline)*: 14¢17:
Alternative Therapies*: 14¢18: Therapeutic

Massage™
Select type of benefit for Health Education: Mandatory
Select type of benefit for Nutritional/Dietary Mandatory
Benefit:
Is this benefit unlimited for Nutritional/Dietary No, indicate number
Benefit? S 041
Indicate number of visits for Nutritional/Dietary 6 Q'é}“’ b A
Benefit: q}’ﬁnntram Nﬂamro\\‘“ ’\
Indicate setting for Nutritional/Dietary Benefit: Individual Sessions | -0 _J
Select type of benefit for Fitness Benefit: Mandatory LAY /S j
Indicate type of Fitness Benefit offered (Select all : Physical Fitness ' ,‘z'e:f —— %V:V /
that apply): ~l0s & -
Select type of benefit for Remote Access Mandatory
Technologies (including Web/Phone-based
technologies and Nursing Hotline):
Select the type of Remote Access Technologies : Web/Phone-based technologies: Nursing Hotline

offered (Select all that apply):
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 2

Select type of benefit for Alternative Therapies: Mandatory
Is this benefit unlimited for Alternative Therapies? No, indicate number
Indicate number of visits offered for Alternative 6 K .

Therapies: }/;



Is your Alternative Therapies benefit combined with  No
either the Chiropractor Services benefit or
Acupuncture benefit, or both?

Select type of benefit for Therapeutic Massage: Mandatory

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 3
Is there a service-specific Maximum Plan Benefit No
Coverage amount for Other Defined Supplemental
Benefits?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 6
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost for Other Defined Supplemental
Benefits?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 9
Is there an enrollee Coinsurance? No

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 11
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 13
Is authorization required? No
Is a referral required for Other Defined No
Supplemental Benefits?
Health Education Notes: Route to Wellness - Health and preventive

workshops, preventive care reminders, and self-care
guides. Healthy Welcome Program - Coordination
of initial healthy welcome visit. MCS En Alerta -
Guidance on preventive measures and actions to
take in case of natural disasters and to reduce health
complications.

Nutritional/Dietary Benefit Notes: Personal evaluation and diet plan designed by
licensed dietitian according to patientd€™s health

needs, including exercise suggestions.

I.chntmto Nameroa”.
|21-00
Fitness Benefit Notes:* \ — Route to Wellness - Exercise and Nutrition
Education Interventions. Member has access to
fitness classes to promote physical activity and a

healthier lifestyle.

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 14
Remote Access Technology (Web/Phone-based Video doctor visits are intended to complement
technologies) Notes: * face-to-face visits with a board-certified physician
to treat the most common conditions, such as
allergies, flu,among others.

Remote Access Technologies (Nursing Hotline) MCS MedilAnea- Nursing Hotline. 4

Notes: /]
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 15 ﬂr.-“r

Alternative Therapies Notes:* Foot reflexology is limited to six (6) visits per year

and must be ordered by a physician or medical
professional.



Therapeutic Massage Notes:*

Therapeutic massage is limited to six (6) visits per
year and must be ordered by a physician or medical

professional.

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 1

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

No

No

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 2

Is there an enrollee Deductible?
Is there an enrollee Copayment?
Is authorization required?

Is a referral required for Kidney Disease Education
Services?

No

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cast for Other Medicare-covered
Preventive Services?

No

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?

No
No

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 3

Is there an enrolice Copayment?

Is authorization required for Medicare-covered
Glaucoma Screening?

Is authorization required for Medicare-covered
Diabetes Self-Management Training?

Is authorization required for Medicare-covered
Barium Enemas?

Is authorization required for Medicare-covered
Digital Rectal Exams?

Is authorization required for Medicare-covered
EKG following Welcome Visit?

Is authorization required for Other Medicare-
covered Preventive Services?

No

TQ.' f A
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SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 4

Is a referral required for any Services?

No

SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 1

Is there a Maximum Enrollee Out-of-Pocket Cost?
Is there an enrollee Coinsurance?

SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 2 I{

Is there an enrollee Copayment?

Is there an enrollee Deductible?

Is Authorization Required?

Does the plan offer step therapy?

Does the benefit step from (select all that apply):

No
No

Yes

: Part B to Part B?: Part D to Part B?



SECTION B: #15 HOME INFUSION BUNDLED SERVICES

Does the plan provide Part D home infusion drugs
as part of a bundled service as a mandatory
supplemental benefit?

No

SECTION B: #16A PREVENTIVE DENTAL - BASE 1

Does the plan provide Preventive Dental Items as a

supplemental benefit under Part C?

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 1

Does the plan provide Comprehensive Dental Items

as a supplemental benefit under Part C?
Select enhanced benefits:

Select type of benefit for Non-routine Services:

[s this benefit unlimited for Non-routine Services?
Select type of benefit for Diagnostic Services:

Is this benefit unlimited for Diagnostic Services?
Indicate number of visits for Diagnostic Services:
Select the Diagnostic Services periodicity:

Select type of benefit for Restorative Services:

[s this benefit unlimited for Restorative Services?
Indicate number of visits for Restorative Services;
Select the Restorative Services periodicity:

Yes

: Non-routine Services: Diagnostic Services:
Restorative Services: Endodontics: Periodontics:
Extractions: Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services

Mandatory

Yes

Mandatory

No, indicate number
1

Every six months
Mandatory

No, indicate number
1

Every three years

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 2

Select type of benefit for Endodontics:

[s this benefit unlimited for Endodontics?
Select type of benefit for Periodontics:

Is this benefit unlimited for Periodontics?
Select type of benefit for Extractions:

Is this benefit unlimited for Extractions?

Select type of benefit for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services:

Is this benefit unlimited for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services?

Mandatory
Yes
Mandatory
Yes
Mandatory
Yes
Mandatory

TRA,™
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Yes

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 3 )

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Select the Maximum Plan Benefit Coverage type:
Indicate Maximum Plan Benefit Coverage amount:
Select the Maximum Plan Benefit Coverage
periodicity:

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Yes /

Plan-specified amount per period
3000.00 ,
Every year /

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 4



Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No
SECTION B: #16B COMPREHENSIVE DENTAL - BASE 5
Is there an enrollee Copayment? No
SECTION B: #168 COMPREHENSIVE DENTAL - BASE 6
Is authorization required? Yes
Is a referral required for Comprehensive Dental No
Services?
Notes: Coverage for crowns included under "Other

Services". The replacement of a removable dental
prosthesis will be covered five years after its initial
insertion. The member who does not comply with
the stated five-year term from the initial insertion,
may use the Maximum Plan Benefit Coverage
amount for services related to his/her removable
prosthesis.

SECTION B: #17A EYE EXAMS - BASE 1
Does the plan provide Eye Exams as a supplemental ~ Yes

benefit under Part C?7
Select enhanced benefit: : Routine Eye Exams
Select type of benefit for Routine Eye Exams: Mandatory
Is this benefit unlimited for Routine Eye Exams? No, indicate number / \g; R_EE“ L
Indicate number of exams for Routine Eye Exams: 1 &4 == 9N
Select the Routine Eye Exams Periodicity: Every year ( ‘I'{."(;Ommm Mﬁme;-o."%\
Is there a service-specific Maximum Plan Benefit No ' H
Coverage amount? \ % R —__'."Q f’
Is there a service-specific Maximum Enrollee Out- No (.&0 & 5 '?:’? "/
of-Pocket Cost? \fg'_ n. 'r‘}'%.f,f
SECTION B: #17A EYE EXAMS - BASE 2 -
Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
SECTION B: #17A EYE EXAMS - BASE 3
Is authorization required? No
Is a referral required for Eye Exams? No
SECTION B: #17B EYEWEAR - BASE 1
Does the plan provide Eyewear as a supplemental Yes
benefit under Part C?
Select enhanced benefits: : Contact lenses: Eyeglasses (lenses and frames):
Eyeglass lenses: Eyeglass frames _
Select type of benefit for Contact lenses: Mandatory I
Is this benefit unlimited for Contact lenses? Yes
Select type of benefit for Eyeglasses (lenses and Mandatory

frames):



Is this benefit unlimited for Eyeglasses (lenses and

frames)?

Yes

SECTION B: #17B EYEWEAR - BASE 2

Select type of benefit for Eyeglass lenses:
Is this benefit unlimited for Eyeglass lenses?
Select type of benefit for Eyeglass frames:
Is this benefit unlimited for Eyeglass frames?

Mandatory
Yes
Mandatory
Yes

SECTION B: #17B EYEWEAR - BASE 3

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Select the Maximum Plan Benefit Coverage type:

Do you offer a Combined Max Plan Benefit
Coverage Amount for all Eyvewear?

Indicate Combined Maximum Plan Benefit
Coverage amount:

Select the Combined Maximum Plan Benefit
Coverage periodicity:

Yes

Plan-specified amount per period
Yes

1000.00

Every year

SECTION B: #17B EYEWEAR - BASE 4

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
Is there an enrollee Coinsurance?

No

No

SECTION B: #17B EYEWEAR - BASE 5

Is there an enrollee Deductible?
Is there an enrollee Copayment?

No
No

SECTION B: #17B EYEWEAR - BASE 6

Is authorization required?
Is a referral required for Eyewear?
Notes:

No

No

Eyewear benefit maximum amount includes repair
of eyewear. Provider and/or member must verify

remaining combined maximum plan benefit
coverage amount available.

SECTION B: #18A HEARING EXAMS - BASE 1

Does the plan provide Hearing Exams as a
supplemental benefit under Part C?

Select enhanced benefits:

Select type of benefit for Routine Hearing Exams:

Is this benefit unlimited for Routine Hearing
Exams?

Indicate number for Routine Hearing Exams:
Select Routine Hearing Exams periodicity:

Select type of benefit for Fitting/Evaluation for
Hearing Aid:

Is this benefit unlimited for Fitting/Evaluation for
Hearing Aid?

Yes

: Routine Hearing Exams: Fitting/Evaluation for
Hearing Aid
Mandatory

‘s\\‘\\s‘r RA C /o.

No, indicate numf
I'r Contrate Ndmaro

1

Every year
Mandatory

No, indicate number /]



Indicate number for Fitting/Evaluation for Hearing 1
Aid:
Select Fitting/Evaluation for Hearing Aid Every year
periodicity:
SECTION B: #18A HEARING EXAMS - BASE 2
Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there an enrollee Deductible? No

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

SECTION B: #18A HEARING EXAMS - BASE 3

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Hearing Exams? No

SECTI_ON B: #18B HEARING AIDS - BASE 1

Does the plan provide Hearing Aids as a Yes

supplemental benefit under Part C?
Select enhanced benefits: : Hearing Aids (all types)
Select type of benefit for Hearing Aids (all types): Mandatory

Is this benefit unlimited for Hearing Aids (all No, indicate number
types)?
Indicate quantity for Hearing Aids (all types): 2
Select Hearing Aids (all types) periodicity: Every year

SECTION B: #18B HEARING AIDS - BASE 2
Is there a service-specific Maximum Plan Benefit Yes

Coverage amount?

Does the Maximum Plan Benefit Coverage Amount  Both ears combined
apply per ear or for both ears combined?

Select the Maximum Plan Benefit Coverage type: Plan-specified amount per period
Indicate Maximum Plan Benefit Coverage amount: 3000.00
Indicate Maximum Plan Benetfit Coverage Every yvear
periodicity:

SECTION B: #18B HEARING AIDS - BASE 3
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #18B HEARING AIDS - BASE 4
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No

SECTION B: #18B HEARING AIDS - BASE 5
Is authorization required? No

Is a referral required for Hearing Aids? Yes

( /
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Notes: Benefit and Maximum Plan Coverage Amount
includes benefit for repair of devices.

SECTION B: #19 VBID/MA UNIFORMITY FLEXIBILITY/SSBCI

Does your plan include MA Uniformity Flexibility No
with reductions in cost or additional benefits?

Do you offer Special Supplemental Benefits for the Yes
Chronically 1117

Select what type of benefit your SSBCI includes: : Additional Beneﬁts_
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI

Does your VBID/MA Uniformity Flexibility/SSBCI ~ Yes
benefit offer additional Part C benefits?

How many packages do your Additional Benefits 1

contain? (1-15)

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - PACKAGE TYPE: PACKAGE
#1

Is this package applicable to VBID or MA SSBCI
Uniformity Flexibility or SSBCI?

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 1 (PACKAGE INF¥O):

PACKAGE #1
Is there a prerequisite for any additional benefits for = No
this package?
Select all the Non-Medicare-covered additional : 131: Non-Primarily Health Related Benefits for the
benefits offered in this package: Chronically I11

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 2 (OON/POS/PLAN-
LEVEL DEDUCTIBLE): PACKAGE #1

Are any benefits exempt from the plan-level No
deductible?

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE, 3 (RETROACTIVE
REIMBURSEMENT): PACKAGE #1

Are you offering retroactive reimbursement? No
Is there a maximum benefit amount? Yes
Specify the maximum benefit amount: 125.00
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - NOTES: PACKAGE #1
Notes: The following SSBCI benefits will be offered: -

Food and Produce - Subsidy for Groceries - Pest

Control - Transportation for Non-Medical Needs -

General Supports for Living: (1) Home Assistance ;

Services (2) Subsidy for Electricity, Water, Phone, y

Internet, Gas Maximum benefit coverage K /

periodicity is every three months. Maximum benefit

amount is for the combination of two benefits,

"Food and Produce" and "Subsidy for Electricity, b

Water, Phone, Internet, Gas". Amount does notroll /4

over/accumulate from one period to the next. {

Maximum benefit amount does not apply to "Homi 4
I

Assistance Services" \
‘Z}J.




SECTION B: VBID/UF/SSBCI 19B #131 NON-PRIMARILY HEALTH RELATED BENEFITS FOR
THE CHRONICALLY ILL - TYPE: PACKAGE #1

Select what type of benefit your Non-Primarily : Food and Produce: Pest Control: Transportation
Health Related Benefits for the Chronically 111 for Non-Medical Needs: General Supports for
includes: Living
SECEQN B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 1: PACKAGE #1
Does the plan provide Food and Produce as a Yes
supplemental benefit under Part C?
Select type of benefit for Food and Produce: Mandatory
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: VBID/UF/SSBCI 198 #131 FOOD AND PRODUCE - BASE 2: PACKAGE #1
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Food and Produce? No
SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 3: PACKAGE #1
Notes: Food and Produce is a subsuiy for grocenes
SECTION B: VBID/UF/SSBCI 19B #13I PEST CON’I‘ROL BASE 1: PACKAGE #1
Does the plan provide Pest Control as a Yes
supplemental benefit under Part C?
Select type of benefit for Pest Control: Mandatory
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 2: PACK .RA Gy
Is there an enrollee Coinsurance? No \04;\ :
Is there an enrollee Deductible? No [ ¥/ / Contrato NUWM; ?“
Is there an enrollee Copayment? No ! | < | :
Is authorization required? No U%»\ s _.g-'J
Is a referral required for Pest Control? No N v.\’ /i |
SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 3: PACKA(#@Q&EE E-"’"
Notes: Services listed in this category will be combined

with those filed under SSBCI Category "General
Supports for Living". Member will choose up to

Two (2) Services per quarter from the following
options: - Pest Control - Preventive home
cleaning/disinfection - Any of the services listed
under "Home Assistance" (filed under "General Z
Supports for Living") pNY

/



SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE

1: PACKAGE #1
Does the plan provide Transportation for Non- Yes
Medical Needs as a supplemental benefit under Part
Cc?
Select enhanced benefit: Plan-approved Location
Select type of benefit for Plan-approved Location: Mandatory
Is this benefit unlimited for number of trips for No
Plan-approved Location?
Indicate number of trips for Plan-approved 0
Eocation:
Select Plan-approved Location Trips periodicity: Every year
Select Type of Transportation for Non-Medical One-way
Needs for Plan-approved Location:
Select Mode of Transportation for Non-Medical : Medical Transport: Other, Describe

Need for Plan-approved Location:
SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE
2: PACKAGE #1

Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No

SECTION B: VBID/UF/SSBCI 19B #13] TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE
3: PACKAGE #1

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Transportation for Non- No

Medical Needs?

Notes: Fleet includes 4-door sedans, minivans, buses with

hydraulic ramps. The total number of trips is for a
combination of two benefits: -10b - Transportation
Services for Health Related Needs, and -19b - #13i -
Transportation for Non-Medical Needs, if the
beneficiary qualifies for SSBCI.

SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 1: PACKAGE
#1

Does the plan provide General Supports for Living Yes
as a supplemental benefit under Part C?

Select type of benefit for General Supports for Mandatory | / /
Living: . ‘
Is there a service-specific Maximum Plan Benefit No [

Coverage amount?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?




SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 2: PACKAGE

#1
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for General Supports for No
Living?
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 3: PACKAGE
#1
Notes: General Supports for Living contains two separate
benefits: (1) Home Assistance - Eight (8) visits per
year (two per quarter) for Home Assistance
(Plumbing, Electricity, Locksmith) and categories
listed under Pest Control. (2) Subsidy for
Electricity/Water/Telephone/Internet/Gas
SECTION C: V/T - GENERAL - US
Do you offer a US Visitor/Travel Program? No
SECTION D: PLAN DEDUCTIBLE (IN-NETWORK)
Is there an In-Network Plan Deductible? No
SECTION D: MAX ENROLLEE COST LIMIT V(IVN-NETWORK)
Is there an In-Network Maximum Enrollee Qut-of- Yes
Pocket Cost?
Is your In-Network Maximum Enrollee Out-of- Voluntary
Pocket (MOOP) Cost at the Voluntary or
Mandatory Level?
Indicate In-Network Maximum Enrollee Out-of- 3400.00
Pocket Cost Amount:
Select the benefits that apply to the In-Network : In-Network Medicare-covered benefits e
Maximum Enrollee Out-of-Pocket cost: ,@\:\\S_T_Ffﬂg}o
Does the In-Network Maximum Enrollee Out-of- Yes / {9 '?'0
Pocket Cost apply to all In-Network Medicare- [ Contrato Nimegry | ™
covered plan services? f m|IL =003 .Il ‘
SECTION D: MAX PLAN BENEFIT COVERAGE : c“g ./:"’:}Q
[s there a Maximum Plan Benefit Coverage No ‘”/,PO - ~*'Eg;;?‘V
Amount? ~Os pE >
SECTION D: REDUCTIONS IN COST SHARING - GENERAL
Do you offer Reductions in Cost Sharing? No
SECTION D: COMBINED BENEFITS - GENERAL /|
Do you offer Combined Supplemental Benefits with ~ No f :'
uniform cost sharing?
SECTION RX: MEDICARE RX GENERAL 1
Does your plan offer a Medicare Prescription drug Yes )

(Part D) benefit?
Select the type of drug benefit: Defined Standard



Describe the components of your pharmacy network
(select all that apply):

Sponsor attests that it will comply with 42 CFR
423,154,

: Standard Retail: Out-of-Network: Standard Mail-
Order: Long-Term Care

: Sponsor attests that it will comply with 42 CFR
423.154.

SECTION RX: MEDICARE RX GENERAL 2

Does plan utilize floor pricing?

Does plan utilize ceiling pricing?

Are there quantity limits on certain prescription
drugs?

Is prior authorization required for certain
prescription drugs?

Will your plan be limiting on-formulary coverage of
drugs to certain indications (i.e., are you
implementing indication-based formulary design)?

Do any drugs in your formulary require a step
therapy plan?

Do you pay for over-the-counter medications
{OTCs) under the utilization management program?

No
No
Yes

Yes

No

Yes

No

SECTION RX: DEFINED STANDARD - LOCATIONS AND LOCATION SUPPLY

Select all Standard Retail Cost sharing
Location/supply amount(s) that apply:

Enter number of days for Standard Retail Cost
Sharing 1-month supply:

Enter number of days for Standard Retail Cost
Sharing 2-month supply:

Enter number of days for Standard Retail Cost
Sharing 3-month supply:

Select all Out-of-Network Pharmacy
Location/supply amount(s) that apply:

Enter number of days for Out-of-Network
Pharmacy 1-month supply:

Select all Standard Mail-Order Cost Sharing
Location/supply amount(s) that apply:

Enter number of days for Standard Mail-Order Cost
Sharing 3-month supply:

Select the Long-Term Care Pharmacy one month
Location/supply amount(s) that apply:

Enter number of days for Long-Term Care
Pharmacy 1-month supply:

Are all of the drugs on your formulary available
with an extended day supply?

Are any of the drugs available at an extended day
supply limited to a 1-month supply for the first fill?

: Standard Retail Cost Sharing - 1 month Supply:
Standard Retail Cost Sharing - 2 month Supply:
Standard Retail Cost Sharing - 3 month Supply
30

60

90

: OQut-of-Network Pharmacy - one month supply
30

: Standard Mail-Order - 3-month supply

90

: Long-Term Care Pharmacy - I-month supply
31

No

Yes




Notes:

The PBP will implement a Part D RI program in
accordance with any final Application Proposal
approved by CMMI.
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SECTION A: SECTION A-1

Organization Legal Name: MCS ADVANTAGE, INC.

Organization Marketing Name: MCS Classicare

Organization Web Site: www.mcsclassicare.com

Plan Name: MCS Classicare Platino Ideal (HMO D-SNP)
Organization Type: Local CCP

Plan Type: HMO

Enrollee Type: Part A and Part B

Service Area(s): 40010 - Adjuntas, PR

Service Area(s): 40020 - Aguada, PR

Service Area(s): 40030 - Aguadilla, PR

Service Area(s): 40040 - Aguas Buenas, PR

Service Area(s): 40050 - Aibonito, PR

Service Area(s): 40060 - Anasco, PR

Service Area(s): 40070 - Arecibo, PR

Service Area(s): 40080 - Arroyo, PR

Service Area(s): 40090 - Barceloneta, PR

Service Area(s): 40100 - Barranquitas, PR

Service Area(s): 401106 - Bayamon, PR

Service Area(s): 40120 - Cabo Rojo, PR

Service Area(s): 40130 - Caguas, PR

Service Area(s): 40140 - Camuy, PR

Service Area(s): 40145 - Canovanas, PR

Service Area(s): 40150 - Carolina, PR

Service Area(s): 40160 - Catano, PR

Service Area(s): 40170 - Cayey, PR

Service Area(s): 40180 - Ceiba, PR

Service Area(s): 40190 - Ciales, PR

Service Area(s): 40200 - Cidra, PR

Service Area(s): 40210 - Coamo, PR

Service Area(s): 40220 - Comerio, PR

Service Area(s): 40230 - Corozal, PR

Service Area(s): 40240 - Culebra, PR

Service Area(s): 40250 - Dorado, PR

Service Arca(s): 40260 - Fajardo, PR

Service Area(s): 40265 - Florida, PR

Service Area(s): 40270 - Guanica, PR

Service Area(s): 40280 - Guayama, PR | [/
Service Area(s): 40290 - Guayanilla, PR / l'
Service Area(s): 40300 - Guaynabo, PR

Service Area(s): 40310 - Gurabo, PR b

Service Area(s): 40320 - Hatillo, PR fl



Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Arca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Arca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

40330 - Hormigueros, PR
40340 - Humacao, PR
40350 - Isabela, PR
40360 - Jayuya, PR
40370 - Juana Diaz, PR
40380 - Juncos, PR
40390 - Lajas, PR
40400 - Lares, PR
40410 - Las Marias, PR
40420 - Las Piedras, PR
40430 - Loiza, PR
40440 - Luquillo, PR
40450 - Manati, PR
40460 - Maricao, PR
40470 - Maunabo, PR
40480 - Mayaguez, PR
40490 - Moca, PR
40500 - Morovis, PR
40510 - Naguabo, PR
40520 - Naranjito, PR
40530 - Orocovis, PR
40540 - Patillas, PR
40550 - Penuelas, PR
40560 - Ponce, PR
40570 - Quebradillas, PR
40580 - Rincon, PR
40590 - Rio Grande, PR

40610 - Sabana Grande, PR

40620 - Salinas, PR
40630 - San German, PR
40640 - San Juan, PR
406350 - San Lorenzo, PR

40660 - San Sebastian, PR 1‘

40670 - Santa Isabel, PR
40680 - Toa Alta, PR
40690 - Toa Baja, PR
40700 - Trujillo Alto, PR
40710 - Utuado, PR
40720 - Vega Alta, PR
40730 - Vega Baja, PR
40740 - Vieques, PR
40750 - Villalba, PR
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Service Area(s):

Service Area(s):

Contract Number:

Plan ID:

Segment ID:

Contract Period:

Plan Geographic Name:

Is this an Employer-Only plan?

40760 - Yabucoa, PR
40770 - Yauco, PR
H5577

002

0

2021

Puerto Rico

No

SECTION A: SECTION A-2

Indicate CY2021 total projected member months for
this plan:

Does this Plan have a CMS-approved Continuation
Area?

Do you intend to participate in the PLATINO
program?

Is this a Special Needs Plan?

Special Needs Plan Type:

Is this D-SNP plan a Medicare zero-dollar cost

sharing plan (this does not apply to Part D
Services)?

Under this D-SNP, has the state agreed to cover all

Medicare premiums and cost sharing for enrollees
in your D-SNP?

419830
No
Yes

Yes
Dual-Eligible
No

Yes

SECTION A: SECTION A-3

Participating Pharmacy Website Address:
Formulary Website Address:
Physician Website Address:

Customer Service Contact Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Part D Medicare Beneficiaries:

www.mesclassicare.com
www,mcsclassicare.com
www.mesclassicare.com
(866)627-8183

(787)620-2530
(866)627-8181
(787)620-2528
(866)627-8183
(787)620-2530

(866)627-8181

SECTION A: SECTION A-4

Customer Service Contact Local Phone Number for
Prospective Part D Medicare Beneficiaries:

(787)620-2528




Customer Service Contact TTY/TDD for Current (866)627-8182
Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for (866)627-8182
Current Medicare Beneficiaries:

Customer Service Contact TTY/TDD for (866)627-8182
Prospective Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for (866)627-8182

Prospective Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current (866)627-8182
Part D Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for (866)627-8182
Current Part D Medicare Beneficiaries:
Customer Service Contact TTY/TDD for (866)627-8182
Prospective Part D Medicare Beneficiaries:
Customer Service Contact Local TTY/TDD for (866)627-8182
Prospective Part D Medicare Beneficiaries:

SECTION A: SECTION A-5
[s your organization filing a standard bid for Section No
B of the PBP?
Is your organization filing a standard bid for Section  No
C of the PBP?

SECTION A: SECTION A-6

Is your organization filing a standard bid for Section No
D of the PBP?

Do any of your outpatient services have tiered cost No
sharing? (Please note: Inpatient Hospital services
that have tiered cost sharing are entered in Section

B of the PBP software)
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 1
Does the plan provide Inpatient Hospital-Acute No

Services as a supplemental benefit under Part C?
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 2

TRASS
. . . \\*“‘?j_ﬂc/d'
Is there a service-specific Maximum Enrollee Out- No Q\“_ ~ ~
of-Pocket Cost? Y, %
_ . { Contrato Nimerg | |
Does this plan's Medicare-covered benefit cost No | ol |
sharing vary by hospital(s) in which an enrollee [oX T }
obtains care? ‘\%&__ p \:3 /
Is there an enrollee Coinsurance? No N R0 pE 2
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 7
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No J
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 12 H
What is your Inpatient Hospital-Acute benefit Original Medicare | {

period? e\ /
Is authorization required? Yes 4 (\T



Is a referral required for Inpatient Hospital-Acute
Services?

Yes

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 1

Does the plan provide Inpatient Hospital Psychiatric

Services as a supplemental benefit under Part C?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

No

No

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 2

Does this plan's Medicare-covered benefit cost
sharing vary by hospital(s) in which an enrollee
obtains care?

Is there an enrollee Coinsurance?

No

No

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 7

[s there an enrollee Deductible?
Is there an enrollee Copayment?

No
No

SECTION B: #1B INPATIENT HOSPITAL PSYC_HiAT_RIC - BASE 12

What is your Inpatient Hospital Psychiatric benefit
pertod?
Is authorization required?

Is a referral required for Inpatient Psychiatric
Hospital Services?

Notes:

Original Medicare

Yes
No

Preauthorization required through MCS Solutions,
except for Emergency and Urgency Services.

SECTION B: #2 SNF - BASE 1

Does the plan provide Skilled Nursing Facility
Services as a supplemental benefit under Part C?

Do you allow less than 3 day inpatient hospital stay
prior to SNF admission?

Indicate the Number of Hospital Days Required
Prior to SNF Admission (0-2):

[s there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

SECTION B: #2 SNF - BASE 2

Does this plan's Medicare-covered benefit cost
sharing vary by the Skilled Nursing Facility in
which an enrollee obtains care?

Is there an enrollee Coinsurance?

No

Yes

Zero Q\‘\\@\STRAC/O;!’
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No f /

SECTION B: #2 SNF - BASE 6 fjl.a' /
Is there an enrollee Copayment? No i
SECTION B: #2 SNF - BASE 10 o
What is your SNT benefit period? Original Medicare . Jf
Is authorization required? Yes 4

Is a referral required for SNF Services?

Yes

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 1



Does the plan provide Cardiac and Pulmonary No
Rehabilitation Services as a supplemental benefit

under Part C?

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 2
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #3 CARDIAC AND PULMONARY REHA@ILITA’IION SERVICES - BASE 3
Is there an enrollee Deductible? No
Is there an enrollee Copayment‘? No

SECTION B #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 4
Is authorization required? Yes
Is a referral required for Cardiac and Pulmonary No

Rehabilitation Services?
SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 2

Is there an enrollee Copayment? No

SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 2
Is there an enrollee Copayment? No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 1

Does the plan provide Worldwide Yes
Emergency/Urgent Coverage as a supplemental
benefit under Part C?

Select enhanced benefit: : Worldwide Emergency Coverage: Worldwide
Urgent Coverage .

Select type of benefit for Worldwide Emergency Mandatory
Coverage:
Select type of benefit for Worldwide Urgent Mandatory
Coverage:

Is there a Maximum Plan Benefit Coverage amount  No
for Worldwide Emergency/Urgent Coverage?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 3



Notes:

Coverage is managed through reimbursement based
on different fee schedules allowed by our plan, less
applicable member cost share.

SECTION B: #5 PARTIAL HOSPITALIZATION - BASE 1

{s there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
Is there an enrollee Coinsurance?
Is there an enroliee Deductible?

No

No
No

SECTION B: #5 PARTIAL HOSPITALIZATION - BASE 2

Is there an enrollee Copayment?

Is authorization required?

Is a referral required for Partial Hospitalization?
Notes:

No
Yes
No

Preauthorization required through MCS Solutions,
except for Emergency and Urgency Services.

SECTION B: #6 HOME HEALTH SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
Is there an enrollee Coinsurance?

No

No

SECTION B: #6 HOME HEALTH SERVICES - BASE 2

Is there an enrollee Deductible?
Is there an enrollee Copayment?

No
No

SECTION B: #6 HOME HEALTH SERVICES - BASE 3

Is authorization required?
Is a referral required for Home Health Services?

Yes
Yes

SECTION B: #7A PRIMARY CARE PHYSICIAN SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?
Is there an enrollee Copayment?

No

No
No
No

SECTION B: #7B CHIROPRACTIC SERVICES - BASE 1

Does the plan provide Chiropractic Services as a
supplemental benefit under Part C?

Select enhanced benefit:

Select type of benefit for Routine Care:

Is this benefit unlimited for Routine Care?
Indicate number of visits for Routine Care:
Select Routine Care periodicity:

[s your Chiropractor Services benefit combined
with either the Acupuncture or Alternative
Therapies benefit, or both?

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Yes

: Routine Care
Mandatory
No, indicate number




Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?
SECTION B: #7B CHIROPRACTIC SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
Is authorization required? No
Is a referral required for Chiropractic Services? Yes
SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 2
Is authorization required? Yes
Is a referral required for Occupational Therapy Yes
Services?
SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE
Is there a service-specific Maximum Enrollee Out- No 9’0\
of-Pocket Cost? \\?0 \
Is there an enrollee Coinsurance? No | Cantrato Nimerg | ™
Is there an enrollee Deductible? No LR ]
Is there an enrollee Copayment? No _ / QQ ;
SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE “W

Is authorization required? No
Is a referral required for Physician Specialist Yes
Services?

SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Mental Health Specialty No
Services - Non-Physician?
Notes: Preauthorization required through MCS Solutjgns.

SECTION B: #7F PODIATRY SERVICES - BASE 1 ' |I /

Does the plan provide Podiatry Services as a No '

supplemental benefit under Part C?



Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?
SECTION B: #7F PODIATRY SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7F PODIATRY SERVICES - BASE 3
Is authorization required? No
Is a referral required for Podiatrist Services? Yes
SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 2
Is authorization required? No
Is a referral required for Other Health Care Yes

Professional Services?
SECTION B: #7TH PSYCHIATRIC SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #7TH PSYCHIATRIC SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7H PSYCHIATRIC SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Psychiatric Services? No
Notes: Preauthorization required through MCS Solutions.

SECTION B: #71 PT AND SP SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #71 PT AND SP SERVICES - BASE 2

Is authorization required? Yes £
Is a referral required for Physical Therapy and Yes J;'._;"
Speech-Language Pathology Services? [/

SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 1 _,J'

Do you offer an Additional Telehealth benefit for Yes 'd
Part B services? |



Select the Medicare-covered benefits that may have  : 7a: Primary Care Physician Services: 7d:

Additional Telehealth Benefits available: Physician Specialist Services: 7el: Individual
Sessions for Mental Health Specialty Services: 7hl:
Individual Sessions for Psychiatric Services: 14¢e2:
Diabetes Self-Management Training

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost for Additional Telehealth?

SECTION B: #7] ADDITIONAL TELEHEALTH SERVICES - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enroliee Copayment? No

SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 3
Is authorization required for Additional Telehealth No

Services?
Is a referral required for Additional Telehealth No
Services?
SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - B -
Is there a service-specific Maximum Enrollee Out- No ’d
of-Pocket Cost? /Conirs
Is there an enrollee Coinsurance? No ] - 0 a,
Is there an enrollee Deductible? No §u ;
Is there an enrollee Copayment? No o /j
SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE.Z S 0e >

Is authorization required? No
Is a referral required for Opioid Treatment Program  No
Services?

SECTION B: #8A OUTPATIENT DPIAG PROCS/TESTS/LAB SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 2
Is there an enrollee Coinsurance? No

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 3
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

. SECTION B: #8A 0iJTPA’_I_‘IENT DIAG PROCSfIESTS/LAB SERVICES - BASE 4

Is authorization required? Yes
Is a referral required for Outpatient Diagnostic Yes

Procedures/Test/Lab Services?
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 1 | } /

Is there a service-specific Maximum Enrollee Out- No I

of-Pocket Cost? ' (

Is there an enrollee Coinsurance? No J \t_ '
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 2 J

Is there an enrollee Deductible? No I

Is there an enrollee Copayment? No



SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 3

Is authorization required? Yes
Is a referral required for Outpatient Yes
Diagnostic/Therapeutic Radiological, and X-Ray

Services?

SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 2
Is there an enroliee Deductible? No
Is there an enrollee Copayment? No
Is authorization required for Medicare-covered Yes

QOutpatient Hospital Services?

Is authorization required for Medicare-covered No

Observation Services?

Is a referral required for Medicare-covered Yes
Outpatient Hospital Services?

Is a referral required for Medicare-covered No

Observation Services?

SECTION B: #9B ASC SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

SECTION B: #9B ASC SERVICES - BASE 2

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Is authorization required? Yes

Is a referral required for Ambulatory Surgical Yes

Center Services?

SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
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SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 3
Is authorization required? No
Is a referral required for Outpatient Substance No f

Abuse? /
SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 1 '

Does the plan provide Qutpatient Blood Services as  Yes
a supplemental benefit under Part C?

Select enhanced benefit: : Three (3) Pint Deductible Waived



Select type of benefit for Three (3) Pint Deductible Mandatory

Waived:

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enroliee Coinsurance? No

SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 2

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Outpatient Blood Services? No
SECTION B: #10A AMBULANCE SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #10A AMBULANCE SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #10A AMBULANCE SERVICES - BASE 3
Is authorization required for non-emergency Yes

Medicare services?
SECTION B: #10B TRANSPORTATION SERVICES - BASE 1

Does the plan provide Transportation Services as a Yes
supplemental benefit under Part C?

Select enhanced benefit: Plan Approved Health-related Location
Select type of benefit for Plan Approved Health- Mandatory
related Location:

Is this benefit unlimited for number of trips for Plan ~ No
Approved Health-related Location?

Indicate number of trips for Plan Approved Health- 20

related Location:

Select Plan Approved Health-related Location Trips ~ Every year
periodicity:

Select Type of Transportation for Plan Approved One-way
Health-related Location:
Select Mode of Transportation for Plan Approved : Medical Transport

Health-related Location:
SECTION B: #10B TRANSPORTATION SERVICES - BASE 2

Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No ' [
of-Pocket Cost? {1

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No I‘I' )é

SECTION B: #10B TRANSPORTATION SERVICES - BASE 3 i
Is there an enrollee Copayment? No



Is authorization required? No
Is a referral required for Transportation Services? No

Notes: Transportation to Plan-Approved Location provided
by contracted transportation provider, who will
verify remaining trip balance.

SECTION B: #11A DME - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #11A DME - BASE 2
Are there preferred vendors/manufacturers for Yes
Durable Medical Equipment (DME)?
Is authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding

services) is managed through
Referral/Authorization Form.

SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 3
Is authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding

services) is managed through
Referral/Authorization Form.,

SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

SECTION B: #11C DTABETIC SUPPLIES AND SERVICES - BASE 2

Is there an enrollee Copayment? No

Do you limit Diabetic Supplies and Services to Yes

those from specified manufacturers?

Is authorization required? Yes {f

Notes: Pre-authorization by PCP (for corresponding '
services) is managed through
Referral/Authorization Form. %

SECTION B: #12 DIALYSIS SERVICES - BASE 1

.I'I"



Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?
Is there an enrollee Copayment?

No

SECTION B: #12 DIALYSIS SERVICES - BASE 2

Is authorization required?
Is a referral required for Dialysis Services?

No
No

SECTION B: #13A ACUPUNCTURE - BASE 1

Does the plan provide Acupuncture as a
supplemental benefit under Part C?

Select enhanced benefit:

Select type of benefit for Number of Treatments:

Is this benefit unlimited for Number of Treatments?
Indicate limit for Number of Treatments:

Indicate Number of Treatments periodicity:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is your Acupuncture benefit combined with either
the Chiropractor Services benefit or Alternative
Therapies benefit, or both?

Yes

: Number of Treatments
Mandatory

No

6

Every year

No

Wl T
w

No DA

SECTION B: #13A ACUPUNCTURE - BASE 2

Is there an enrollee Coinsurance?

Is there an enrollee Deductible?

Is there an enrollee Copayment?

Is authorization required?

Is a referral required for Acupuncture?

No
No
No
No
No

SECTION B: #13B OTC ITEMS - BASE 1

Does the plan provide Over-The-Counter (OTC)
Ttems as a supplemental benefit under Part C?
Select type of benefit for OTC Items:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Indicate Maximum Plan Benefit Coverage amount:
Select Maximum Plan Benefit Coverage
periodicity:

Does your Maximum Plan Benefit Coverage

amount carry forward to the next period if it is
unused?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Are you offering Nicotine Replacement Therapy
(NRT) as a Part C OTC benefit?

Yes

Mandatory
Yes

50.00
Every three months

No

No

==
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SECTION B: #13B OTC ITEMS - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Does this cover all of the OTC list which may be No
found in Chapter 4 of the Medicare Managed Care
Manual?

SECTION B: #13C MEAL BENEFIT - BASE 1

Does the plan provide a limited duration Meal No
Benefit as a supplemental benefit under Part C?

Note: Only primarily health-related meals offered in
accordance with Chapter 4 of the MMCM should be
entered in this section.

SECTION B: #14A MEDICARE-COVERED ZERO DOLLAR PREVENTIVE SERVICES

Medicare-covered Zero Dollar Preventive Services : I attest that there is no coinsurance, copayment, or

Attestation deductible for all Original Medicare preventive
services that are offered at zero dollar cost sharing.

Is authorization required? No

Is a referral required? No

SECTION B: #14B ANNUAL PHYSICAL EXAM - BASE 1

Does the plan provide the Annual Physical Exam as  No
a supplemental benefit under Part C?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 1

Does the plan provide Other Defined Supplemental Yes
Benefits as a benefit under Part C?

Select enhanced benefit (Select all that apply): : 14¢1: Health Education: 14¢2: Nutritional/Dietary
Benefit: 14c4: Fitness Benefit*: 14¢7: Remote
Access Technologies (including Web/Phone-based
technologies and Nursing Hotline)*: 14¢17:
Alternative Therapies*: 14c¢18: Therapeutic

Massage*
Select type of benefit for Health Education: Mandatory
Select type of benefit for Nutritional/Dietary Mandatory
Benefit:
Is this benefit unlimited for Nutritional/Dietary No, indicate number
Benefit?
Indicate number of visits for Nutritional/Dietary 6
Benefit:
Indicate setting for Nutritional/Dietary Benefit: Individual Sessions
Select type of benefit for Fitness Benefit: Mandatory
Indicate type of Fitness Benefit offered (Select all : Physical Fitness _
that apply): | f.r';
Select type of benefit for Remote Access Mandatory 1/

Technologies (including Web/Phone-based
technologies and Nursing Hotline):



Select the type of Remote Access Technologies : Web/Phone-based technologies: Nursing Hotline
offered (Select all that apply):

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 2

Select type of benefit for Alternative Therapies: Mandatory

Is this benefit unlimited for Alternative Therapies? No, indicate number
Indicate number of visits offered for Alternative 6

Therapies:

Is your Alternative Therapies benefit combined with  No
either the Chiropractor Services benefit or
Acupuncture benefit, or both?

Select type of benefit for Therapeutic Massage: Mandatory

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 3
Is there a service-specific Maximum Plan Benefit No
Coverage amount for Other Defined Supplemental
Benefits?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 6
Is there a service-specific Maximum Enroliee Out- No
of-Pocket Cost for Other Detined Supplemental
Benefits?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 9
Is there an enrollee Coinsurance? No

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 11
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 13
Is authorization required? No
Is a referral required for Other Defined No
Supplemental Benefits?

Health Education Notes: Route to Wellness - Health and preventive
workshops, preventive care reminders, and self-care
guides. Healthy Welcome Program - Coordination
of initial healthy welcome visit. MCS En Alerta -
Guidance on preventive measures and actions to
take in case of natural disasters and to reduce health

complications.

Personal evaluation and diet plan designed by
licensed dietitian according to patientd€™s health
needs, including exercise suggestions.

Nutritional/Dietary Benefit Notes:

Fitness Benefit Notes:* Route to Wellness - Exercise and Nutrition
Education Interventions. Member has access to
fitness classes to promote physical activity and a
healthier lifestyle.

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 14 (jr;
i
nt W

Remote Access Technology (Web/Phone-based Video doctor visits are intended to compleme 1
technologies) Notes:* face-to-face visits with a board-certified physic;r\'.'r{_w



to treat the most common conditions, such as
allergies, flu,among others.

Remote Access Technologies (Nursing Hotline) MCS MedilAnea- Nursing Hotline,

Notes:

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 15

Alternative Therapies Notes:* Foot reflexology is limited to six (6) visits per year
and must be ordered by a physician or medical
professional.

Therapeutic Massage Notes:* Therapeutic massage is limited to six (6} visits per
year and must be ordered by a physician or medical
professional.

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 1

Is there a service-specitic Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 2

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Kidney Disease Education No

Services?

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost for Other Medicare-covered
Preventive Services?

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 3
Is there an enrollee Copayment? No
Is authorization required for Medicare-covered No

Glaucoma Screening?

Is authorization required for Medicare-covered No
Diabetes Self-Management Training?

Is authorization required for Medicare-covered No
Barium Enemas?

Is authorization required for Medicare-covered No
Digital Rectal Exams?

Is authorization required for Medicare-covered No
EKG following Welcome Visit?

Is authorization required for Other Medicare- No

covered Preventive Services? A
SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 4 {:fr
Is a referral required for any Services? No
SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 1



Is there a Maximum Enrollee Qut-of-Pocket Cost? No

Is there an enrollee Coinsurance? No
SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 2
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
Is Authorization Required? Yes
Does the plan offer step therapy? Yes
Does the benefit step from (select all that apply): : Part B to Part B?: Part DD to Part B?

SECTION B: #15 HOME INFUSION BUNDLED SERVICES
Does the plan provide Part D home infusion drugs No

as part of a bundled service as a mandatory
supplemental benefit?

SECTION B: #16A PREVENTIVE DENTAL - BASE 1

Does the plan provide Preventive Dental Items as a No
supplemental benefit under Part C?

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 1
Does the plan provide Comprehensive Dental Items  Yes
as a supplemental benefit under Part C?

Select enhanced benefits: : Non-routine Services: Diagnostic Services:
Restorative Services: Endodontics: Periodontics:
Extractions: Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services

Select type of benefit for Non-routine Services: Mandatory
Is this benefit unlimited for Non-routine Services? Yes
Select type of benefit for Diagnostic Services: Mandatory
Is this benefit unlimited for Diagnostic Services? No, indicate number
Indicate number of visits for Diagnostic Services: 1
Select the Diagnostic Services periodicity: Every six months
Select type of benefit for Restorative Services: Mandatory
Is this benefit unlimited for Restorative Services? No, indicate number
Indicate number of visits for Restorative Services: i
Select the Restorative Services periodicity: Every three years
SECTION B: #16B COMPREHENSIVE DENTAL - BASE 2
Select type of benefit for Endodontics: Mandatory
Is this benefit unlimited for Endodontics? Yes
Select type of benefit for Periodontics: Mandatory
Is this benefit unlimited for Periodontics? Yes
Select type of benefit for Extractions: Mandatory
Is this benefit unlimited for Extractions? Yes
Select type of benefit for Prosthodontics, Other Mandatory '
Oral/Maxillofacial Surgery, Other Services: '
Is this benefit unlimited for Prosthodontics, Other Yes ':} ,é--
Oral/Maxillofacial Surgery, Other Services? : Du_‘

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 3



Is there a service-specific Maximum Plan Benefit
Coverage amount?

Select the Maximum Plan Benefit Coverage type:

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage
periodicity:

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Yes

Plan-specified amount per period
2500.00
Every year

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 4

Is there an enrollee Coinsurance?

Select which Comprehensive Dental Services have

a Coinsurance (Select all that apply):

Indicate Minimum Coinsurance percentage for
Prosthodontics, Other Oral/Maxillofacial Surgery,
Other Services:

Indicate Maximum Coinsurance percentage for
Prosthodontics, Other Oral/Maxillofacial Surgery,
Other Services:

Is there an enrollee Deductible?

Yes

: Prosthodontics, Other Oral/Maxillofacial Surgery,
Other Services

0%

20%

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 5

Is there an enrollee Copayment?

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 6

Is authorization required?

Is a referral required for Comprehensive Dental
Services?

Notes:

Yes
No

Coverage for crowns included under "Other
Services”". Minimum coinsurance applies to Oral
Surgery. Maximum coinsurance applies to
Prosthodontics and crowns. The replacement of a
removable dental prosthesis will be covered five
years after its initial insertion. The member who
does not comply with the stated five-year term from
the initial insertion, may use the Maximum Plan
Benetit Coverage amount for services related to
his/her removable prosthesis.

SECTION B: #17TA EYE EXAMS - BASE 1

Does the plan provide Eye Exams as a supplemental

benefit under Part C?

Select enhanced benefit:

Select type of benefit for Routine Eye Exams:

Is this benefit unlimited for Routine Eye Exams?

Indicate number of exams for Routine Eye Exams:

Select the Routine Eye Exams periodicity:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Yes

No




Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

SECTION B: #17A EYE EXAMS - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No

SECTION B: #17A EYE EXAMS - BASE 3
Is authorization required? No
Is a referral required for Eye Exams? No

SECTION B: #17B EYEWEAR - BASE 1

Does the plan provide Eyewear as a supplemental Yes

benefit under Part C?

Select enhanced benefits: : Contact lenses: Eyeglasses (lenses and frames):
Eyeglass lenses: Eyeglass frames
Select type of benefit for Contact lenses: Mandatory
Is this benefit unlimited for Contact lenses? Yes
Select type of benefit for Eyeglasses (lenses and Mandatory
frames):
Is this benefit unlimited for Eyeglasses (lenses and Yes
frames)?
SECTION B: #17B EYEWEAR - BASE 2
Select type of benefit for Eyeglass lenses: Mandatory
Is this benefit unlimited for Eyeglass lenses? Yes
Select type of benefit for Eyeglass frames: Mandatory
Is this benefit unlimited for Eyeglass frames? Yes
SECTION B: #17B EYEWEAR - BASE 3
Is there a service-specific Maximum Plan Benefit Yes
Coverage amount?
Select the Maximum Plan Benefit Coverage type: Plan-specified amount per period @Qﬁ‘
Do you offer a Combined Max Plan Benefit Yes Q ' '\\%‘ \
Coverage Amount for all Eyewear? { Centrato Nimero | i
Indicate Combined Maximum Plan Benefit 400.00 { l e J !
Coverage amount: k tﬁ: VA /
Select the Combined Maximum Plan Benefit Every year \G ff«‘ém___ ,5‘,.\'/ :
Coverage periodicity: \“&_P =

SECTION B: #17B EYEWEAR - BASE 4

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

Is there an enrollee Deductible?
Is there an enrollee Copayment?

Is authorization required?

SECTION B: #17B EYEWEAR - BASE §
No
No

SECTION B: #17B EYEWEAR - BASE 6
No




Is a referral required for Eyewear?
Notes:

No

Eyewear benefit maximum amount includes repair
of eyewear. Provider and/or member must verify
remaining combined maximum plan benefit
coverage amount available.

SECTION B: #18A HEARING EXAMS - BASE 1

Does the plan provide Hearing Exams as a
supplemental benefit under Part C?

Select enhanced benefits:

Select type of benefit for Routine Hearing Exams:

Is this benefit unlimited for Routine Hearing
Exams?

Indicate number for Routine Hearing Exams:
Select Routine Hearing Exams periodicity:

Select type of benefit for Fitting/Evaluation for

Hearing Aid:

Is this benefit unlimited for Fitting/Evaluation for

Hearing Aid?

Indicate number for Fitting/Evaluation for Hearing

Aid:
Select Fitting/Evaluation for Hearing Aid
periodicity:

Yes

: Routine Hearing Exams: Fitting/Evaluation for
Hearing Aid

Mandatory

No, indicate number

1
Every vear
Mandatory

No, indicate number

1

Every year

SECTION B: #18A HEARING EXAMS - BASE 2

Is theré a service-specific Maximum Plan Benefit

-Coverage amount?
Is there an enrollee Deductible?

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
Is there an enrollee Coinsurance?

No

No
No

No

SECTION B: #18A HEARING EXAMS - BASE 3

Is there an enrollee Copayment?
Is authorization required?
Is a referral required for Hearing Exams?

No
No
No

SECTION B: #18B HEARING AIDS - BASE 1

Does the plan provide Hearing Aids as a
supplemental benefit under Part C?

Select enhanced benefits:

Select type of benefit for Hearing Aids (all types):

Is this benefit unlimited for Hearing Aids (all
types)?

Indicate quantity for Hearing Aids (all types):
Select Hearing Aids (all types) periodicity:

SECTION B: #18B HEARING AIDS - BASE 2

Yes

Mandatory

| Gentrato Numero

¥l-063

No, indicate number ;|

2
Every year



Is there a service-specific Maximum Plan Benefit Yes
Coverage amount?

Does the Maximum Plan Benefit Coverage Amount  Both ears combined
apply per ear or for both ears combined?

Select the Maximum Plan Benefit Coverage type: Plan-specified amount per period
Indicate Maximum Plan Benefit Coverage amount: 2000.00
Indicate Maximum Plan Benefit Coverage Every year
periodicity:

SECTION B: ﬂ&B HEARING ALQS BASE 3
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #18B HEARING AIDS - BASE 4
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No

SECTION B: #18B HEARING AIDS - BASE 5
Is authorization required? No
Is a referral required for Hearing Aids? Yes
Notes: Benefit and Maximum Plan Coverage Amount

includes benefit for repair of devices.
SECTION B: #19 VBID/MA UNIFORMITY FLEXIBILITYISSBCI ,/;\‘{'S'frrRA I
Does your plan include MA Uniformity Flexibility No Q 04' \
with reductions in -cost or additional benefits? Tx Contrato Namn vﬂ ‘3
Do you offer Special Supplemental Benefits for the Yes | |
Chronically 1117 2\ — —_;J'Q
Select what type of benefit your SSBCI includes: : Additional Benefits 3 ;/f;b
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI 105 p% o

Does your VBID/MA Uniformity Flexibility/SSBCI ~ Yes
benefit offer additional Part C benefits?

How many packages do your Additional Benefits 1

contain? (1-15) 7

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - PACKAGE TYPE: PACKAGE
#1

Is this package applicable to VBID or MA SSBCI

Uniformity Flexibility or SSBCI?

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 1 (PACKAGE INFO):

PACKAGE #1
Is there a prerequisite for any additional benefits for ~ No
this package?
Select all the Non-Medicare-covered additional : 13i: Non-Primarily Health Related Benefits for the
benefits offered in this package: Chronically Ill

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 2 (OON/POS/PLAN-
LEVEL DEDUCTIBLE): PACKAGE #1 v |
Are any benefits exempt from the plan-level No fl |
deductible? |/



SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 3 (RETROACTIVE
REIMBURSEMENT): PACKAGE #1

Are you offering retroactive reimbursement? No
Is there a maximum benefit amount? Yes
Specify the maximum benefit amount: 160.00
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - NOTES: PACKAGE #1
Notes: The following SSBCI benefits will be offered: -

Food and Produce - Subsidy for Groceries - Pest
Control - Transportation for Non-Medical Needs -
General Supports for Living: (1) Home Assistance
Services (2) Subsidy for Electricity, Water, Phone,
Internet, Gas Maximum benefit coverage
periodicity is every three months. Maximum benefit
amount is for the combination of two benefits,
"Food and Produce" and "Subsidy for Electricity,
Water, Phone, Internet, Gas"”. Amount does not roll
over/accumulate from one period to the next.
Maximum benefit amount does not apply to "Home
Assistance Services".

SECTION B: VBID/UF/SSBCI 19B #131 NON-PRIMARILY HEALTH RELATED BENEFITS FOR
THE CHRONICALLY ILL - TYPE: PACKAGE #1

Select what type of benefit your Non-Primarily : Food and Produce: Pest Control: Transportation
Health Related Benefits for the Chronically 111 for Non-Medical Needs: General Supports for
includes: Living

SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 1: PACKAGE #1
Does the plan provide Food and Produce as a Yes
supplemental benefit under Part C?
Select type of benefit for Food and Produce: Mandatory
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: VBID/UF/SSBCIT 19B #131 FOOD AND PRODUCE - BASE 2: PACKAGE #1
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Food and Produce? No

SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 3: PACKAGE #1
Notes: Food and Produce is a subsidy for groceries.

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 1: PACKAGE #1

Does the plan provide Pest Control as a Yes

/]
supplemental benefit under Part C? I/

S

Select type of benefit for Pest Control: Mandatory T /Contrato Niimero \ ,’I !

Is there a service-specific Maximum Plan Benefit No [2 1-0¢ 3_| -

Coverage amount? o\ 7o /
N /

- AR |
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Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

No

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 2: PACKAGE #1

Is there an enrollee Coinsurance?

Is there an enrollee Deductible?

Is there an enrollee Copayment?

Is authorization required?

Is a referral requlred for Pest Control?

No

SECTION B : VBID/UF/SSBCI 19B #131 PEST CONTROL BASE 3: PACKAGE #1

Notes:

Services listed in this category will be combined
with those filed under SSBCI Category "General
Supports for Living". Member will choose up to
Two (2) Services per quarter from the following
options: - Pest Control - Preventive home
cleaning/disinfection - Any of the services listed
under "Home Assistance" (filed under "General
Supports for Living")

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE
1: PACKAGE #1

Doces the plan provide Transportation for Non-
Medical Needs as a supplemental benefit under Part
C?

Select enhanced benefit:

Select type of benefit for Plan-approved Location:

Is this benefit unlimited for number of trips for
Plan-approved Location?

Indicate number of trips for Plan-approved
Location:

Select Plan-approved Location Trips periodicity:

Select Type of Transportation for Non-Medical
Needs for Plan-approved Location:

Select Mode of Transportation for Non-Medical
Need for Plan- approved Location:

Yes

Plan-approved Location

Mandatory ‘:‘\\\4\5 C'/O
No
{ / Cﬁﬂtrarc Mwm,o Il‘“
0 1 (j)ll — |I
m ¥
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very year B

i 0 s D \‘- 5 ’/

One-way

: Medical Transport: Other, Describe

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE
2: PACKAGE #1

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE!

No

No

No
No

3: PACKAGE #1

Is there an enrollee Copayment?
Is authorization required?

No

No Q)
‘FF

!



Is a referral required for Transportation for Non- No
Medical Needs?

Notes: Fleet includes 4-door sedans, minivans, buses with
hydraulic ramps. The total number of trips is for a
combination of two benefits: -10b - Transportation
Services for Health Related Needs, and -19b - #13i -
Transportation for Non-Medical Needs, if the
beneficiary qualifies for SSBCIL.

SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 1: PACKAGE
#1

Does the plan provide General Supports for Living Yes
as a supplemental benefit under Part C?

Select type of benefit for General Supports for Mandatory
Living:
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 2: PACKAGE
#1
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for General Supports for No
Living?
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 3: PACKAGE
#1
Notes: General Supports for Living contains two separate

benefits: (1) Home Assistance - Eight (8) visits per
year (two per quarter) for Home Assistance
(Plumbing, Electricity, Locksmith) and categories
listed under Pest Control. (2) Subsidy for
Electricity/Water/Telephone/Internet/Gas

SECTION C: V/T - GENERAL - US

Do you offer a US Visitor/Travel Program? No
SECTION D: PLAN DEDUCTIBLE (IN-NETWORK)

Is there an In-Network Plan Deductible? No

SECTION D: MAX ENROLLEE COST LIMIT (IN-NETWORK)
Is there an In-Network Maximum Enrollee Out-of- Yes
Pocket Cost? ;
Is your In-Network Maximum Enrollee Out-of- Voluntary /f
Pocket (MOOP) Cost at the Voluntary or |
Mandatory Level?
Indicate In-Network Maximum Enrollee Out-of- 3400.00

Pocket Cost Amount:




Select the benefits that apply to the In-Network : In-Network Medicare-covered benefits
Maximum Enrollee Out-of-Pocket cost:

Does the In-Network Maximum Enrollee Out-of- Yes
Pocket Cost apply to all In-Network Medicare-
covered plan services?

SECTION D: MAX PLAN BENEFIT COVERAGE
Is there a Maximum Plan Benefit Coverage No
Amount?

SECTION D: REDUCTIONS IN COST SHARING - GENERAL

Do you offer Reductions in Cost Sharing? No

SECTION D: COMBINED BENEFITS - GENERAL
Do you offer Combined Supplemental Benefits with  No
uniform cost sharing?

SECTION RX: MEDICARE RX GENERAL 1

Does your plan offer a Medicare Prescription drug Yes
(Part D) benefit?
Select the type of drug benefit: Defined Standard
Describe the components of your pharmacy network  : Standard Retail: OQut-of-Network: Standard Mail-
(select all that apply): Order: Long-Term Care
Sponsor attests that it will comply with 42 CFR : Sponsor attests that it will comply with 42 CFR
423.154. 423.154.

SECTION RX: MEDICARE RX GENERAL 2
Does plan utilize floor pricing? No
Does plan utilize ceiling pricing? No
Are there quantity limits on certain prescription Yes
drugs? .
Is prior authorization required for certain Yes /\'\"KSTR}E;- "
prescription drugs? . ’;\-)\&‘ IR -9-1»
Will your plar.l ble li.mit'%ng oq-fonnulary coverage of  No ' f bﬂmram Mﬁ:’neu;"%.
drugs to certain indications (i.e., are you [ ] ‘
implementing indication-based formulary design)? - T
Do any drugs in your formulary require a step Yes OGN A
therapy plan? “lospe ?;'

Do you pay for over-the-counter medications No
(OTCs) under the utilization management program?

SECTION RX: DEFINED STANDARD - LOCATIONS AND LOCATION SUPPLY

Select all Standard Retail Cost sharing : Standard Retail Cost Sharing - 1 month Supply:

Location/supply amount(s) that apply: Standard Retail Cost Sharing - 2 month Supply:
Standard Retail Cost Sharing - 3 month Supply

Enter number of days for Standard Retail Cost 30

Sharing 1-month supply:

Enter number of days for Standard Retail Cost 60

Sharing 2-month supply:

Enter number of days for Standard Retail Cost 90

Sharing 3-month supply:



Select all Qut-of-Network Pharmacy
Location/supply amount(s) that apply:
Enter number of days for Qut-of-Network
Pharmacy 1-month supply:

Select all Standard Mail-Order Cost Sharing
Location/supply amount(s) that apply:

Enter number of days for Standard Mail-Order Cost
Sharing 3-month supply:

Select the Long-Term Care Pharmacy one month
Location/supply amount(s) that apply:

Enter number of days for Long-Term Care
Pharmacy 1-month supply:

Are all of the drugs on your formulary available
with an extended day supply?

Are any of the drugs available at an extended day
supply limited to a 1-month supply for the first fill?

: Out-of-Network Pharmacy - one month supply
30

: Standard Mail-Order - 3-month supply

90

: Long-Term Care Pharmacy - 1-month supply
31

No

Yes

SECTION RX: MEDICARE RX - NOTES

Notes: The PBP will implement a Part D RI program in
accordance with any final Application Proposal
approved by CMML.

Module: PBP

Requested By: d3ua

PLAN SYSTEM INFORMATION

Last entry Date: 05/27/2020

PBP Software Version: 2021.01

Plan Ready for Upload Timestamp:
MA BPT Timestamp:
PD BPT Timestamp:

Last Upload File Creation Timestamp:

05/27/2020 05:44:07 PM SA Western Standard
Time
05/30/2020 04:44:52 PM SA Western Standard
Time
05/30/2020 04:44:53 PM SA Western Standard
Time
05/30/2020 04:49:39 PM SA Western Standard
Time

Upload Status: 05/30/2020 #01806
PLAN STATUS

Section A Status Plan Ready for Upload
Section B1 Status Completed

Section B2 Status Completed

Section B3 Status Completed

Section B4 Status Completed

Section B5 Status Completed

Section B6 Status

Completed




Section B7 Status
Section B8 Status
Section B9 Status
Section B10 Status
Section B11 Status
Section B12 Status
Section B13 Status
Section B14 Status
Section B15 Status
Section B16 Status
Section B17 Status
Section B18 Status
Section B19 Status
Section C Status
Section D Status
Section Mrx Status

Organization Legal Name:
Organization Marketing Name:
Organization Web Site:
Plan Name:
Organization Type:
Plan Type:

Enrollee Type:

Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s).
Service Area(s):
Service Area(s):
Service Area(s):

Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed

SECTION A: SECTION A-1

MCS ADVANTAGE, INC.
MCS Classicare
www.mcesclassicare.com
MCS Classicare Platino Cl1A;sico (HMO D-SNP)
Local CCP

HMO

Part A and Part B

40010 - Adjuntas, PR
40020 - Aguada, PR

40030 - Aguadilla, PR
40040 - Aguas Buenas, PR
40050 - Aibonito, PR

40060 - Anasco, PR fs-:rﬁR:qH‘“

) \\‘\\ D ITACY N,
40070 - Arecibo, PR N 9,

f O

40080 - Arroyo, PR /Contreto Mimss "““l
40090 - Barceloneta, PR | )
40100 - Barranquitas, PR ’ ' “—'j_go ..
40110 - Bayamon, PR N ﬁ,é;'\»; "/
40120 - Cabo Rojo, PR ~Os pE 2~

40130 - Caguas, PR
40140 - Camuy, PR
40145 - Canovanas, PR 1]
40150 - Carolina, PR

40160 - Catano, PR | qg
40170 - Cayey, PR {



Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

40180 - Ceiba, PR
40190 - Ciales, PR
40200 - Cidra, PR
40210 - Coamo, PR
40220 - Comerio, PR
40230 - Corozal, PR
40240 - Culebra, PR
40250 - Dorado, PR
40260 - Fajardo, PR
40265 - Florida, PR
40270 - Guanica, PR
40280 - Guayama, PR
40290 - Guayanilla, PR
40300 - Guaynabo, PR
40310 - Gurabo, PR
40320 - Hatillo, PR
40330 - Hormigueros, PR
40340 - Humacao, PR
40350 - Isabela, PR
40360 - Jayuya, PR
40370 - Juana Diaz, PR
40380 - Juncos, PR
40390 - Lajas, PR
40400 - Lares, PR
40410 - Las Marias, PR
40420 - Las Piedras, PR
40430 - Loiza, PR
40440 - Luquillo, PR
40450 - Manati, PR
40460 - Maricao, PR
40470 - Maunabo, PR
40480 - Mayaguez, PR
40490 - Moca, PR
40500 - Morovis, PR
40510 - Naguabo, PR
40520 - Naranjito, PR
40530 - Orocovis, PR
40540 - Patillas, PR
40550 - Penuelas, PR
40560 - Ponce, PR
40570 - Quebradillas, PR
40580 - Rincon, PR A

WSTRA Cro
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Service Area(s}):
Service Area(s):
Service Area(s):
Service Area(s).
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Arca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Contract Number:
Plan ID:

Segment ID:
Contract Period:
Plan Geographic Name:
Is this an Employer-Only plan?

40590 - Rio Grande, PR
40610 - Sabana Grande, PR
40620 - Salinas, PR
40630 - San German, PR
403640 - San Juan, PR
40650 - San Lorenzo, PR
40660 - San Sebastian, PR
40670 - Santa Isabel, PR
40680 - Toa Alta, PR
40690 - Toa Baja, PR
40700 - Trujillo Alto, PR
40710 - Utuado, PR
40720 - Vega Alta, PR
40730 - Vega Baja, PR
40740 - Vieques, PR
40750 - Villalba, PR
40760 - Yabucoa, PR
40770 - Yauco, PR

SECTION A: SECTION A-2

Indicate CY2021 total projected member months for

this plan:

Dogs this Plan have a CMS-approved Continuation

Area?

Do you intend to participate in the PLATINO
program?

Is this a Special Needs Plan?

Special Needs Plan Type:

Is this D-SNP plan a Medicare zero-dollar cost
sharing plan (this does not apply to Part D
Services)?

H5577
028
0
2021
Puerto Rico
No
139138
No
SR S
Yes ,;;@534910\
;O
| STy
Yes ( 'Contrato Numero .
Dual-Eligible | )
L1y i QJ
No i “‘d. )
\ o A
N3 —~ov/
""--E J ?_ =

Under this D-SNP, has the state agreed to cover all Yes
Medicare premiums and cost sharing for enrollees

in your D-SNP?

Participating Pharmacy Website Address:

Formulary Website Address:
Physician Website Address:

SECTION A: SECTION A-3

www.mcsclassicare.com
www.mcsclassicare.com
www.mcsclassicare.com



Customer Service Contact Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Part D Medicare Beneficiaries:

(866)627-8183
(787)620-2530
(866)627-8181
(787)620-2528
(866)627-8183
(787)620-2530

(866)627-8181

SECTION A: SECTION A-4

Customer Service Contact Local Phone Number for
Prospective Part D Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current
Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Current Medicare Beneficiaries:

Customer Service Contact TTY/TDD for
Prospective Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Prospective Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current
Part D Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Current Part D Medicare Beneficiaries:
Customer Service Contact TTY/TDD for
Prospective Part D Medicare Beneficiaries:

Customer Service Contact Local T'TY/TDD for
Prospective Part D Medicare Beneficiaries:

(787)620-2528
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182

(866)627-8182

SECTION A: SECTION A-5

Is your organization filing a standard bid for Section  No
B of the PBP?

Is your organization filing a standard bid for Section  No
C of the PBP?

SECTION A: SECTION A-6

Is your organization filing a standard bid for Section No
D of the PBP?

Do any of your outpatient services have tiered cost No
sharing? (Please note: Inpatient Hospital services

that have tiered cost sharing are entered in Section

B of the PBP software)

SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 1 ,’.’r




Does the plan provide Inpatient Hospital-Acute No
Services as a supplemental benefit under Part C?

SECTION B: #1A 1 INPATIENT HOSPITAL-ACUTE BASE 2

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Does this plan's Medicare-covered benefit cost No

sharing vary by hospital(s) in which an enrollee
obtains care?

Is there an enrollec Coinsurance? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 7
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE BASE 12
What is your Inpatient Hospital-Acute benefit Original Medicare
period?
Is authorization required? Yes
Is a referral required for Inpatient Hospital-Acute Yes
Services?

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 1

Does the plan provide Inpatient Hospital Psychiatric  No
Services as a supplemental benefit under Part C?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost? -
SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE N \
Does this plan's Medicare-covered benefit cost No
sharing va];;y by hospital(s) in which an enrollee ( |“f Contrat Num“j'm 1
obtains care? w\ —
Is there an enrollee Coinsurance? No s «1@ . :;‘fj
SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 7 \‘? o) 0spE /
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 12
What is your Inpatient Hospital Psychiatric benefit Original Medicare
period?
Is authorization required? Yes
Is a referral required for Inpatient Psychiatric No
Hospital Services?
Notes: Preauthorization required through MCS Solutions,

except for Emergency and Urgency Services.
SECTION B: #2 SNF - BASE 1

Does the plan provide Skiiled Nursing Iacility No
Services as a supplemental benefit under Part C?

Do you allow less than 3 day inpatient hospital stay ~ Yes
prior to SNF admission?



Indicate the Number of Hospital Days Required Zero
Prior to SNF Admission {0-2):

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #2 SNF - BASE 2
Does this plan's Medicare-covered benefit cost No
sharing vary by the Skilled Nursing Facility in
which an enrollee obtains care?

Is there an enrollee Coinsurance? No
SECTION B: #2 SNF - BASE 6
Is there an enrollee Copayment? No
SECTION B: #2 SNF - BASE 10

What is your SNF benefit period? Original Medicare
[s authorization required? Yes
Is a referral required for SNF Services? Yes

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 1
Does the plan provide Cardiac and Pulmonary No
Rehabilitation Services as a supplemental benefit
under Part C?

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 2
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 3
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 4
Is authorization required? Yes
Is a referral required for Cardiac and Pulmonary No

Rehabilitation Services?
SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 1

[s there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 2

Is there an enrollee Copayment? No

SECTION B: #4B URGENTLY NEEDED SERVICES {
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #4B URGENTLY NEEDED SERVICE
Is there an enrollee Copayment? No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 1 —~.4r



Does the plan provide Worldwide
Emergency/Urgent Coverage as a supplemental
benefit under Part C?

Select enhanced benefit:

Select type of benefit for Worldwide Emergency
Coverage:

Select type of benefit for Worldwide Urgent
Coverage:

Is there a Maximum Plan Benefit Coverage amount
for Worldwide Emergency/Urgent Coverage?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Yes

: Worldwide Emergency Coverage: Worldwide
Urgent Coverage

Mandatory

Mandatory

No

No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Copayment?
Is there an enrollee Deductible?

No
No
No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 3

Notes:

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?

Is there an enrollee Copayment?

Coverage is managed through reimbursement based
on different fee schedules allowed by our plan, less
applicable member cost share.

— e —
Lo anSTRAC, S\
<)
No { { Contrato Namerp \ "
il _ _No |-
SECTION B: #5 PARTIAL HOSPITALIZATION - BASE 2 \‘?“x ==y
No AN A/
Roc—e 5%
b Nospe?”

Is authorization required?
Is a referral required for Partial Hospitalization?
Notes:

No

Preauthorization required through MCS Solutions,
except for Emergency and Urgency Services.

SECTION B: #6 HOME HEALTH SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

No

No

SECTION B: # HOME HEALTH SERVICES - BASE 2

Is there an enrollee Deductible?
Is there an enrollee Copayment?

SECTION B: #6 HOME HEALTH SERVICES - BASE 3 il

Is authorization required?
Is a referral required for Home Health Services?

No
No

Yes
Yes

SECTION B: #7A PRIMARY CARE PHYSICIAN SERVICES - BASE 1 ,’I

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

No



Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7B CHIROPRACTIC SERVICES - BASE 1
Does the plan provide Chiropractic Services as a Yes
supplemental benefit under Part C?
Select enhanced benefit: : Routine Care
Select type of benefit for Routine Care: Mandatory
Is this benefit unlimited for Routine Care? No, indicate number
Indicate number of visits for Routine Care: 6
Select Routine Care periodicity: Every year
[s your Chiropractor Services benefit combined No

with either the Acupuncture or Alternative
Therapies benefit, or both?

Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7B CHIROPRACTIC SERVICES - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
Is authorization required? No
Is a referral required for Chiropractic Services? Yes

SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Qut- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 2
[s authorization required? Yes
Is a referral required for Occupational Therapy Yes
Services?

SECTION B: #7D PHYSICIAN SPECIALIST SERVICES ¢

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

SECTION B: #7D PHYSICIAN SPECIALIST SERVICES

Is authorization required? No

Is a referral required for Physician Specialist Yes

Services?



SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - B_AS_E 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enroliee Copayment? No
SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 3

Is authorization required? Yes
Is a referral required for Mental Health Specialty No
Services - Non-Physician?
Notes: Preauthorization required through MCS Solutions.

SECTION B: #7F PODIAT_RY SERVICES - BASE 1
Does the plan provide Podiatry Services as a No
supplemental benefit under Part C?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #7F PODIATRY SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7F PODIATRY SERVICES - BASE 3
Is authorization required? No
Is a referral requlred for Podiatrist Services? Yes

SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 1, f \\\\5 RAC/ '\
Is there a service-specific Maximum Enrollee Out- No f" Q \ O
of-Pocket Cost? If Contrato Numam
Is there an enrollee Coinsurance? No ok Sl _,.|
Is there an enrollee Deductible? No f“ \ ’foq
Is there an enrollee Copayment? No '3’39 /
SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 2 \\"—"’/

Is authorization required? No
Is a referral required for Other Health Care Yes

Professional Services?
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #7H PSYCHIATRIC SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No J
Is there an enrollee Copayment? No

SECTION B: #7H PSYCHIATRIC SERVICES - BASE 3 {-', |
[s authorization required? Yes i

[s a referral required for Psychiatric Services? No



Notes: Preauthorization required through MCS Solutions.
SECTION B: #71 PT AND SP SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

SECTION B: #71 PT AND SP SERVICES - BASE 2

Is authorization required? Yes

Is a referral required for Physical Therapy and Yes

Speech-Language Pathology Services?
SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 1

Do you offer an Additional Telehealth benefit for Yes
Part B services?

Select the Medicare-covered benefits that may have : 7a: Primary Care Physician Services: 7d:

Additional Telehealth Benefits available: Physician Specialist Services: 7el: Individual
Sessions for Mental Health Specialty Services: 7h1:
Individual Sessions for Psychiatric Services: 14¢2:
Diabetes Self-Management Training

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost for Additional Telehealth?

SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 3
Is authorization required for Additional Telehealth No

Services?
Is a referral required for Additional Telehealth No
Services?
SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES -
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE
Is authorization required? No |
Is a referral required for Opioid Treaiment Program  No "
Services? 4
SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 1 ﬂi
Is there a service-specific Maximum Enrollee Out- No /
of-Pocket Cost?
SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 2

Is there an enrollee Coinsurance? No

o



SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 3

Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 4
Is authorization required? Yes
Is a referral required for Outpatient Diagnostic Yes

Procedures/Test/Lab Services?
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 3
Is authorization required? Yes
1s a referral required for Qutpatient Yes
Diagnostic/Therapeutic Radiological, and X-Ray
Services?

SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 2
Is there an enrollee Deductible? - No
Is there an enrollee Copayment? No
Is authorization required for Medicare-covered Yes ,»V\T\g':-\'R:qE/
Outpatient Hospital Services? Q@\ --"—'_“‘MS/;.-
Is authorization required for Medicare-covered No ; T Contrat o N mafo \
Observation Services? } |
Is a referral required for Medicare-covered Yes t ol o
Outpatient Hospital Services? ’ . Jf_.f':;?rf
Is a referral required for Medicare-covered No 7__;5'3' DE 57

Observation Services?
SECTION B: #9B ASC SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No !
SECTION B: #9B ASC SERVICES - BASE 2 | Jfl

Is there an enrollee Deductible? No f

Is there an enrollee Copayment? No

Is authorization required? Yes

Is a referral required for Ambulatory Surgical Yes |

Center Services? |



SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 3
Is authorization required? No
Is a referral required for Qutpatient Substance No
Abuse?

SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 1

Does the plan provide Outpatient Blood Servicesas  Yes
a supplemental benefit under Part C?

Select enhanced benefit: : Three (3) Pint Deductible Waived
Select type of benefit for Three (3) Pint Deductible Mandatory
Waived;
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No

Is a referral required for Outpatient Blood Services?  No
SECTION B: #10A AMBULANCE SERVICES - BASE 1

Is there a service-spectific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #10A AMBULANCE SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #10A AMBULANCE SERVICES - BASE 3
Is authorization required for non-emergency Yes

Medicare services?
SECTION B: #10B TRANSPORTATION SERVICES - BASE 1

Does the plan provide Transportation Services as a Yes

supplemental benefit under Part C?

Select enhanced benefit: Plan Approved Health-related Location ¢
Select type of benefit for Plan Approved Health- Mandatory | //

related Location: /

Is this benefit unlimited for number of trips for Plan  No
Approved Health-related Location?



Indicate number of trips for Plan Approved Health- 10

related Location:

Select Plan Approved Health-related Location Trips ~ Every year
periodicity:

Select Type of Transportation for Plan Approved One-way
Health-related Location:

Select Mode of Transportation for Plan Approved : Medical Transport

Health-related Location:

SECTION B: #10B TRANSPORTATION SERVICES - BASE 2
Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

SECTION B: #10B TRANSPORTATION SERVICES - BASE 3

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Transportation Services? No

Notes: Transportation to Plan-Approved Location provided

by contracted transportation provider, who will
verify remaining trip balance.
SECTION B: #11A DME - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No Q
Is there an enrollee Deductible? No (
Is there an enrollee Copayment? No o :
SECTION B: #11A DME - BASE 2 A0
Are there preferred vendors/manufacturers for Yes \
Durable Medical Equipment (DME)?
Is authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding

services) is managed through
Referral/Authorization Form,

SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES -BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 3
Is authorization required? Yes



Notes:

The PBP will implement a Part D RI program in
accordance with any final Application Proposal
approved by CMMIL.




Describe the components of your pharmacy network
(select all that apply):

Sponsor attests that it will comply with 42 CFR
423.154.

: Standard Retail: Out-of-Network: Standard Mail-
Order: Long-Term Care

: Sponsor attests that it will comply with 42 CFR
423.154.

SECTION RX: MEDICARE RX GENERAL 2

Does plan utilize floor pricing?

Does plan utilize ceiling pricing?

Are there quantity limits on certain prescription
drugs?

Is prior authorization required for certain
prescription drugs?

Will your plan be limiting on-formulary coverage of
drugs to certain indications (i.e., are you
implementing indication-based formulary design)?

Do any drugs in your formulary require a step
therapy plan?

Do you pay for over-the-counter medications
(OTCs) under the utilization management program?

No

Yes

No

SECTION RX: DEFINED STANDARD - LOCATIONS AND LOCATION SUPPLY

Select all Standard Retaﬂ Cost sharing
Location/supply amount(s) that apply:

Enter number of days for Standard Retail Cost
Sharing 1-month supply:

Enter number of days for Standard Retail Cost
Sharing 2-month supply:

Enter number of days for Standard Retail Cost
Sharing 3-month supply:

Select all Out-of-Network Pharmacy
Location/supply amount(s) that apply:

Enter number of days for OQut-of-Network
Pharmacy 1-month supply:

Select all Standard Mail-Order Cost Sharing
Location/supply amount(s) that apply:

Enter number of days for Standard Mail-Order Cost
Sharing 3-month supply:

Select the Long-Term Care Pharmacy one month
Location/supply amount(s) that apply:

Enter number of days for Long-Term Care
Pharmacy 1-month supply:

Are all of the drugs on your formulary available
with an extended day supply?

Are any of the drugs available at an extended day
supply limited to a 1-month supply for the first fill?

: Standard Retail Cost Sharing - 1 month Supply:
Standard Retail Cost Sharing - 2 month Supply:
Standard Retail Cost Sharing - 3 month Supply
30

60

90

: Qut-of-Network Pharmacy - one month supply
30

: Standard Mail-Order - 3-month supply

90

31
No

Yes

SECTION RX: MEDICARE RX - NOTES



SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 2: PACKAGE

#1

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for General Supports for No

Living?

SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 3: PACKAGE

#1

Notes: General Supports for Living contains two separate
benefits: (1) Home Assistance - Eight (8) visits per
year (two per quarter) for Home Assistance
(Plumbing, Electricity, Locksmith) and categories
listed under Pest Control. (2) Subsidy for
Electricity/Water/Telephone/Internet/Gas

SECTION C: V/T - GENERAL - US
Do you offer a US Visitor/Travel Program? No
SECTION D: PLAN DEDUCTIBLE (IN-NETWORK)
Is there an In-Network Plan Deductible? No
SECTION D: MAX ENROLLEE COST LIMIT (IN-NETWORK)

Is there an In-Network Maximum Enrollee Out-of- Yes

Pocket Cost?

Is your In-Network Maximum Enrollee Out-of- Voluntary

Pocket (MOOP) Cost at the Voluntary or

Mandatory Level?

Indicate In-Network Maximum Enrollee Out-of- 3400.00

Pocket Cost Amount:

Select the benefits that apply to the In-Network : In-Network Medicare-covered benefits

Maximum Enrollee Out-of-Pocket cost:

Does the In-Network Maximum Enrollee Out-of- Yes
Pocket Cost apply to all In-Network Medicare-
covered plan services?

SECTION D: MAX PLAN BENEFIT COVERAGE

Is there a Maximum Plan Benefit Coverage No
Amount?

SECTION D: REDUCTIONS IN COST SHARING - GENERAL j *f' '
Do you offer Reductions in Cost Sharing? No i

SECTION D: COMBINED BENEFITS - GENERAL /]

Do you offer Combined Supplemental Benefits with  No
uniform cost sharing?

SECTION RX: MEDICARE RX GENERAL 1

Does your plan offer a Medicare Prescription drug Yes
(Part D) benefit?

Select the type of drug benefit: Defined Standard ﬁ[



SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE
1: PACKAGE #1

Does the plan provide Transportation for Non-
Medical Needs as a supplemental benefit under Part
C?

Select enhanced benefit:

Yes

Plan-approved Location

Select type of benefit for Plan-approved Location: Mandatory
Is this benefit unlimited for number of trips for No
Plan-approved Location?

Indicate number of trips for Plan-approved 0
Location:

Select Plan-approved Location Trips periodicity: Every year
Select Type of Transportation for Non-Medical One-way

Needs for Plan-approved Location:

Select Mode of Transportation for Non-Medical
Need for Plan-approved Location:

: Medical Transport: Other, Describe

SECTION B: VBID/UF/SSBCI 19B #13I TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE

2: PACKAGE #1
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No

SECTION B: VBID/UF/SSBCI 19B #13I TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE
3: PACKAGE #1

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Transportation for Non- No

Medical Needs?

Notes: Fleet includes 4-door sedans, minivans, buses with

hydraulic ramps. The total number of trips is for a
combination of two benefits: -10b - Transportation
Services for Health Related Needs, and -19b - #13i -
Transportation for Non-Medical Needs, if the
beneficiary qualifies for SSBCI.
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 1: PACKAGE
#1

Does the plan provide General Supports for Living Yes
as a supplemental benefit under Part C?

Select type of benefit for General Supports for Mandatory

Living:

Is there a service-specific Maximum Plan Benefit No {
Coverage amount? (f
Is there a service-specific Maximum Enrollee Out- No i

of-Pocket Cost?




SECTION B: VBID/UF/SSBCI 19B #131 NON-PRIMARILY HEALTH RELATED BENEFITS FOR
THE CHRONICALLY ILL - TYPE: PACKAGE #1

Select what type of benefit your Non-Primarily
Health Related Benefits for the Chronically 111
includes:

: Food and Produce: Pest Control: Transportation
for Non-Medical Needs: General Supports for
Living

SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 1: PACKAGE #1

Does the plan provide Food and Produce as a
supplemental benefit under Part C?

Select type of benefit for Food and Produce:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Yes

Mandatory
No

No

SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 2: PACKAGE #1

Is there an enrollee Coinsurance?

Is there an enrollee Deductible?

Is there an enrollee Copayment?

Is authorization required?

Is a referral required for Food and Produce?

No
No
No
No
No

SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 3: PACKAGE #1

Notes:

Food and Produce is a subsidy for groceries.

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 1: PACKAGE #1

Does the plan provide Pest Control as a
supplemental benefit under Part C?

Select type of benefit for Pest Control:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

[s there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Yes \‘Q?I.E‘ig/o'
Q G
Q' \
Mandatory [ ¥ Contrato Nimero |
No
No

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 2: PACKAGE #1

Is there an enrollee Coinsurance?

Is there an enrollee Deductible?

Is there an enrollee Copayment?

Is authorization required?

Is a referral required for Pest Control?

No

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 3: PACKAGE #1

Notes:

Services listed in this category will be combined
with those filed under SSBCI Category "General
Supports for Living". Member will choose up to
Two (2) Services per quarter from the following
options: - Pest Control - Preventive home
cleaning/disinfection - Any of the services listed
under "Home Assistance” (filed under "General
Supports for Living")



Notes: Benefit and Maximum Plan Coverage Amount
includes benefit for repair of devices.

SECTION B: #19 VBID/MA UNIFORMITY FLEXIBILITY/SSBCI
Does your plan include MA Uniformity Flexibility No
with reductions in cost or additional benefits?

Do you offer Special Supplemental Benefits for the Yes
Chronically 1117

Select what type of benefit your SSBCI includes: : Additional Benefits

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI
Does your VBID/MA Uniformity Flexibility/SSBCI  Yes
benefit ofter additional Part C benefits?

How many packages do your Additional Benetits 1
contain? (1-15)
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - PACKAGE TYPE: PACKAGE
#1
Is this package applicable to VBID or MA SSBCI
Uniformity Flexibility or SSBCI?
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 1 (PACKAGE INFO):

PACKAGE #1
Is there a prerequisite for any additional benefits for  No
this package?
Select all the Non-Medicare-covered additional : 13i: Non-Primarily Health Related Benefits for the
benefits offered in this package: Chronically 111

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 2 (OON/POS/PLAN-
LEVEL DEDUCTIBLE): PACKAGE #1

Are any benefits exempt from the plan-level No
deductible?

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 3 (RETROACTIVE
REIMBURSEMENT): PACKAGE #1

Are you offering retroactive reimbursement? No
Is there a maximum benefit amount? Yes
Specify the maximum benefit amount: 80.00
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - NOTES: PACKAGE #1
Notes: The following SSBCI benefits will be offered: -

Food and Produce - Subsidy for Groceries - Pest
Control - Transportation for Non-Medical Needs -
General Supports for Living: (1) Home Assistance ||/
Services (2) Subsidy for Electricity, Water, Phone,
Internet, Gas Maximum benefit coverage

periodicity is every three months. Maximum benefiy’
amount is for the combination of two benefits, |
"Food and Produce" and "Subsidy for Electricity, |/
Water, Phone, Internet, Gas". Amount does not roll
overfaccumulate from one period to the next.
Maximum benefit amount does not apply to "Home

Assistance Services". (




Indicate number for Fitting/Evaluation for Hearing
Aid:

Select Fitting/Evaluation for Hearing Aid
periodicity:

SECTION B: #18A HEARING EXAMS - BASE 2

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there an enrollee Deductible?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

SECTION B: #18A HEARING EXAMS - BASE 3

[s there an enrollee Copayment?
Is authorization required?
[s a referral required for Hearing Exams?

1

Every year

No

No
No

No

No
No
No

SECTION B: #18B HEARING AIDS - BASE 1

Does the plan provide Hearing Aids asa
supplemental benefit under Part C?

Select enhanced benefits:

Select type of benefit for Hearing Aids (all types):
Is this benefit unlimited for Hearing Aids (all
types)?

Indicate quantity for Hearing Aids (all types):
Select Hearing Aids (all types) periodicity:

Yes

: Hearing Aids (all types)

Mandatory
No, indicate number

2
Every year

SECTION B: #18B HEARING AIDS - BASE 2

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Does the Maximum Plan Benefit Coverage Amount
apply per ear or for both ears combined?

Select the Maximum Plan Benefit Coverage type:
Indicate Maximum Plan Benefit Coverage amount:

Indicate Maximum Plan Benefit Coverage
periodicity:

Yes

Both ears combined

Plan-specified amount per period

2000.00
Every vear

SECTION B: #18B HEARING AIDS - BASE 3

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

No

No

SECTION B: #18B HEARING AIDS - BASE 4

Is there an enrollee Copayment?
Is there an enrollee Deductible?

No
No

SECTION B: #18B HEARING AIDS - BASE 5

Is authorization required?
Is a referral required for Hearing Aids?

No
Yes
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Is this benefit unlimited for Eyeglasses (lenses and

frames)?

Yes

SECTION B: #17B EYEWEAR - BASE 2

Select type of benefit for Eyeglass lenses:
1s this benefit unlimited for Eyeglass lenses?
Select type of benefit for Eyeglass frames:
Is this benefit unlimited for Eyeglass frames?

Mandatory
Yes
Mandatory
Yes

SECTION B: #17B EYEWEAR - BASE 3

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Select the Maximum Plan Benefit Coverage type:

Do you offer a Combined Max Plan Benefit
Coverage Amount for all Eyewear?

Indicate Combined Maximum Plan Benefit
Coverage amount:

Select the Combined Maximum Plan Benefit
Coverage periodicity:

Yes

Plan-specified amount per period
Yes

500.00

Every year

SECTION B: #17B EYEWEAR - BASE 4

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
Is there an enrollee Coinsurance?

No

No

SECTION B: #17B EYEWEAR - BASE 5

Is there an enrollee Deductible?
Is there an enrollee Copayment?

No
No

SECTION B: #17B EYEWEAR - BASE 6

Is authorization required?
Is a referral required for Eyewear?
Notes:

No

No

Evewear benefit maximum amount includes repair
of eyewear. Provider and/or member must verify
remaining combined maximum plan benefit
coverage amount available.

SECTION B: #18A HEARING EXAMS - BASE 1

Does the plan provide Hearing Exams as a
supplemental benefit under Part C?

Select enhanced benefits:

Select type of benefit for Routine Hearing Exams:

Is this benefit unlimited for Routine Hearing
Exams?

Indicate number for Routine Hearing Exams:
Select Routine Hearing Exams periodicity:

Select type of benefit for Fitting/Evaluation for
Hearing Aid:

Is this benefit unlimited for Fitting/Evaluation for
Hearing Aid?

Yes

: Routine Hearing Exams: Fitting/Evaluation for
Hearing Aid
Mandatory

No, indicate number

1
Every year
Mandatory

No, indicate number




Is there an enrollee Coinsurance?
Is there an enrollee Deductible?

No
No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 5

Is there an enrollee Copayment?

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 6

Is authorization required?

Is a referral required for Comprehensive Dental
Services?

Notes:

Yes
No

Coverage for crowns included under "Other
Services”. The replacement of a removable dental
prosthesis will be covered five years after its initial
insertion. The member who does not comply with
the stated five-year term from the initial insertion,
may use the Maximum Plan Benefit Coverage
amount for services related to his/her removable
prosthesis.

SECTION B: #17A EYE EXAMS - BASE 1

Does the plan provide Eye Exams as a supplemental

benefit under Part C?

Select enhanced benefit:

Select type of benefit for Routine Eye Exams:

Is this benefit unlimited for Routine Eye Exams?
Indicate number of exams for Routine Eye Exams:
Select the Routine Eye Exams periodicity:

[s there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specitic Maximum Enrollee Out-
of-Pocket Cost?

Yes

: Routine Eye Exams
Mandatory

No, indicate number
1

Every year

No

No

SECTION B: #17A EYE EXAMS - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Copayment?
Is there an enrollee Deductible?

No
No
No

SECTION B: #17A EYE EXAMS - BASE 3

Is authorization required?
Is a referral required for Eye Exams?

No
No

SECTION B: #17B EYEWEAR - BASE 1

Does the plan provide Eyewear as a supplemental
benefit under Part C?

Select enhanced benefits:

Select type of benefit for Contact lenses:
[s this benefit unlimited for Contact lenses?

Select type of benefit for Eyeglasses (lenses and
frames);

Yes ’-' f .
|

: Contact lenses: Eyeglasses (lenses and {rames): |
Eyeglass lenses: Eyeglass frames |

Mandatory .
Yes
Mandatory



SECTION B: #15 HOME INFUSION BUNDLED SERVICES

Does the plan provide Part D home infusion drugs
as part of a bundled service as a mandatory
supplemental benefit?

No

SECTION B: #16A PREVENTIVE DENTAL - BASE 1

Does the plan provide Preventive Dental Items as a
supplemental benefit under Part C?

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 1

Does the plan provide Comprehensive Dental [tems

as a supplemental benefit under Part C?
Select enhanced benefits:

Select type of benefit for Non-routine Services:

Is this benefit unlimited for Non-routine Services?
Select type of benefit for Diagnostic Services:

Is this benefit unlimited for Diagnostic Services?
Indicate number of visits for Diagnostic Services:
Select the Diagnostic Services periodicity:

Select type of benefit for Restorative Services:

Is this benefit unlimited for Restorative Services?
Indicate number of visits for Restorative Services:
Select the Restorative Services periodicity:

Yes

: Non-routine Services: Diagnostic Services:
Restorative Services: Endodontics: Periodontics:
Extractions: Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services

Mandatory

Yes

Mandatory

No, indicate number
1

Every six months
Mandatory

No, indicate number
1

Every three years

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 2

Select type of benefit for Endodontics:

Is this benefit unlimited for Endodontics?
Select type of benefit for Periodontics:

Is this benefit unlimited for Periodontics?
Select type of benefit for Extractions:

[s this benefit unlimited for Extractions?

Select type of benefit for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services:

Is this benefit unlimited for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services?

Mandatory
Yes
Mandatory
Yes
Mandatory
Yes
Mandatory

Yes

SECTION B: #16B COMPREHENSIVE DENTAL -BASE 3

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Select the Maximum Plan Benefit Coverage type:

Yes

Plan-specified amount per period

Indicate Maximum Plan Benefit Coverage amount: 2000.00

Select the Maximum Plan Benefit Coverage Every year

periodicity:

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost? - [
SECTION B: #16B COMPREHENSIVE DENTAL - BASE 4 q



Therapeutic Massage Notes:* Therapeutic massage is limited to six (6) visits per
year and must be ordered by a physician or medical

professional.

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Kidney Disease Education No
Services?

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost for Other Medicare-covered
Preventive Services?

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 2

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No
SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 3

Is there an enrollee Copayment? No

Is authorization required for Medicare-covered No

Glaucoma Screening?

Is authorization required for Medicare-covered No

Diabetes Self-Management Training?

Is authorization required for Medicare-covered No

Barium Enemas?

Is authorization required for Medicare-covered No

Digital Rectal Exams?

Is authorization required for Medicare-covered No

EKG following Welcome Visit?

Is authorization required for Other Medicare- No

covered Preventive Services?
SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 4
Is a referral required for any Services? No
SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 1
Is there a Maximum Enrollee Qut-of-Pocket Cost? No

Is there an enrollee Coinsurance? No [/
SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 2 ! ,'!I ;

Is there an enrollee Copayment? No i

Is there an enrollee Deductible? No

Is Authorization Required? Yes

Does the plan offer step therapy? Yes

Does the benefit step from (select all that apply): : Part B to Part B?: Part D to Part B?



Is your Alternative Therapies benefit combined with ~ No
either the Chiropractor Services benefit or
Acupuncture benefit, or both?

Select type of benefit for Therapeutic Massage: Mandatory
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 3

Is there a service-specific Maximum Plan Benefit No

Coverage amount for Other Defined Supplemental

Benefits? 7

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 6

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost for Other Defined Supplemental

Benefits? o _

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 9

Is there an enrollee Coinsurance? No

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 11
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No o . -
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 13

Is authorization required? No

Is a referral required for Other Defined No

Supplemental Benefits?

Health Education Notes: Route to Wellness - Health and preventive
workshops, preventive care reminders, and self-care
guides. Healthy Welcome Program - Coordination
of initial healthy welcome visit. MCS En Alerta -
Guidance on preventive measures and actions to
take in case of natural disasters and to reduce health
complications.

Nutritional/Dietary Benefit Notes: Personal evaluation and diet plan designed by
licensed dietitian according to patienti€™s health
needs, including exercise suggestions.

Fitness Benefit Notes:* Route to Wellness - Exercise and Nutrition
Education Interventions. Member has access to
fitness classes to promote physical activity and a
healthier lifestyle.

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 14

Remote Access Technology (Web/Phone-based Video doctor visits are intended to complement

technologies) Notes:* face-to-face visits with a board-certified physician //
to treat the most common conditions, such as /]
allergies, flu,among others.

Remote Access Technologies (Nursing Hotline) MCS MedilAnea- Nursing Hotline.

Notes:

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 15

Alternative Therapies Notes:* Foot reflexology is limited to six (6) visits per year '
and must be ordered by a physician or medical
professional.



SECTION B: #13C MEAL BENEFIT - BASE 1

Does the plan provide a limited duration Meal No
Benefit as a supplemental benefit under Part C?

Note: Only primarily health-related meals offered in
accordance with Chapter 4 of the MMCM should be
entered in this section.

SECTION B: #14A MEDICARE-COVERED ZERO DOLLAR PREVENTIVE SERVICES

Medicare-covered Zero Dollar Preventive Services : [ attest that there is no coinsurance, copayment, or

Attestation deductible for all Original Medicare preventive
services that are offered at zero dollar cost sharing.

Is authorization required? No

Is a referral required? No

SECTION B: #14B ANNUAL PHYSICAL EXAM - BASE 1

Does the plan provide the Annual Physical Examas  No
a supplemental benefit under Part C?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 1

Does the plan provide Other Defined Supplemental Yes
Benefits as a benefit under Part C?

Select enhanced benefit (Select all that apply): : 14c1: Health Education: 14¢2: Nutritional/Dietary
Benefit: 14c4: Fitness Benefit*: 14¢7: Remote
Access Technologies (including Web/Phone-based
technologies and Nursing Hotline)*: 14¢17:
Alternative Therapies®: 14¢18: Therapeutic

Massage*
Select type of benefit for Health Education: Mandatory
Select type of benefit for Nutritional/Dietary Mandatory
Benefit:
Is this benefit unlimited for Nutritional/Dietary No, indicate number
Benefit?
Indicate number of visits for Nutritional/Dietary 6
Benefit: o \
. 3 . . .. . < i 14)
Indicate setting for Nutritional/Dietary Benefit: Individual Sessions [Contrato Nd’m \
Select type of benefit for Fitness Benefit: Mandatory |'2 1- —
Indicate type of Fitness Benefit offered (Select all : Physical Fitness '
that apply):
Select type of benefit for Remote Access Mandatory
Technologies (including Web/Phone-based
technologies and Nursing Hotline):
Select the type of Remote Access Technologies : Web/Phone-based technologies: Nursing Hotline {]

offered (Select all that apply):
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 2

Select type of benefit for Alternative Therapies: Mandatory
Is this benefit unlimited for Alternative Therapies? No, indicate number Irr
Indicate number of visits offered for Alternative 6 '

Therapies: ﬁ ]



Is a referral required for Dialysis Services?

No

SECTION B: #13A ACUPUNCTURE - BASE 1

Does the plan provide Acupuncture as a
supplemental benefit under Part C?

Select enhanced benefit:

Select type of benefit for Number of Treatments:

Is this benefit unlimited for Number of Treatments?
Indicate limit for Number of Treatments:

Indicate Number of Treatments periodicity:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is your Acupuncture benefit combined with either
the Chiropractor Services benefit or Alternative
Therapies benefit, or both?

Is there an enrollee Coinsurance?

Is there an enrollee Deductible?

Is there an enrollee Copayment?

Is authorization required?

Is a referral required for Acupuncture?

Yes

: Number of Treatments
Mandatory

No

6

Every year

No

No

No

No
No
No
No
No

SECTION B: #13B OTC ITEMS - BASE 1

Does the plan provide Over-The-Counter (OTC) Yes
Items as a supplemental benefit under Part C?
Select type of benefit for OTC Items: Mandatory
Is there a service-specific Maximum Plan Benefit Yes
Coverage amount?
Indicate Maximum Plan Benefit Coverage amount: 125.00
Select Maximum Plan Benefit Coverage Every month
periodicity: o
Does your Maximum Plan Benefit Coverage No ﬁ(;;‘-\ /2D
amount carry forward to the next period if it is g “
unused?
[s there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Are you offering Nicotine Replacement Therapy No
(NRT) as a Part C OTC benefit?
SECTION B: #13B OTC ITEMS - BASE 2 ,r";'
Is there an enrollee Coinsurance? No ."_.’I
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Does this cover all of the OTC list which may be No

found in Chapter 4 of the Medicare Managed Care
Manual?



Is there a service-specific Maximum Enroliee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?
Is there an enrollee Copayment?

No

No
No
No

SECTION B: #11A DME - BASE 2

Are there preferred vendors/manufacturers for
Durable Medical Equipment (DME)?

Is authorization required?
Notes:

Yes

Yes

Pre-authorization by PCP (for corresponding
services) is managed through
Referral/Authorization Form.

SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 1

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

No

No

SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 2

Is there an enrollee Deductible?
Is there an enrollee Copayment?

No
No

SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 3

Is authorization required?
Notes:

Yes

Pre-authorization by PCP (for corresponding
services) is managed through
Referral/Authorization Form.

SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?

SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE

Is there an enrollee Copayment?

Do you limit Diabetic Supplies and Services to
those from specified manufacturers?

Is authorization required?
Notes:

No

No
No

No </ COntratO NOmero
21-00_
Yes —Ja

' ISV
Py
= ©
Yes "'?050@

Pre-authorization by PCP (for corresponding™"
services) is managed through

Referral/Authorization Form. I}
SECTION B: #12 DIALYSIS SERVICES - BASE 1 '/
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost? !
Is there an enrollee Coinsurance? No |
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #12 DIALYSIS SERVICES - BASE 2

Is authorization required?

No



Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Qutpatient Blood Services? No
SECTION B: #10A AMBULANCE SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #10A AMBULANCE SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #10A AMBULANCE SERVICES - BASE 3
Is authorization required for non-emergency Yes

Medicare services? _ _ - )
SECTION B: #10B TRANSPORTATION SERVICES - BASE 1

Does the plan provide Transportation Services as a Yes
supplemental benefit under Part C?

Select enhanced benefit: Plan Approved Health-related Location

Select type of benefit for Plan Approved Health- Mandatory
related Location:

Is this benefit unlimited for number of trips for Plan  No
Approved Health-related Location?

Indicate number of trips for Plan Approved Health- 24
related Location:

Select Plan Approved Health-related Location Trips  Every year

periodicity:

Select Type of Transportation for Plan Approved One-way
Health-related Location:

Select Mode of Transportation for Plan Approved : Medical Transport

Health-related Location:
SECTION B: #10B TRANSPORTATION SERVICES - BASE 2

Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

SECTION B: #10B TRANSPORTATION SERVICES - BASE 3

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Transportation Services? No

Notes: Transportation to Plan-Approved Location provided

by contracted transportation provider, who will
verify remaining trip balance.

SECTION B: #11A DME - BASE 1 4

¢



Is there an enrollee Coinsurance?

No

SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 2

Is there an enrollee Deductible?
Is there an enrollee Copayment?

Is authorization required for Medicare-covered
Outpatient Hospital Services?

Is authorization required for Medicare-covered
Observation Services?

Is a referral required for Medicare-covered
Outpatient Hospital Services?

Is a referral required for Medicare-covered
Observation Services?

No
No
Yes

No

Yes

No

SECTION B: #9B ASC SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
[s there an enrollee Coinsurance?

SECTION B: #9B ASC SERVICES - BASE 2

Is there an enrollee Deductible?
Is there an enrollee Copayment?
Is authorization required?

Is a referral required for Ambulatory Surgical
Center Services?

SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 1
Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?

No

No

No
No
Yes
Yes

No

SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?
Is there an enrollee Copayment?

No
No
No

SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 3

Is authorization required?

[s a referral required for Outpatient Substance
Abuse?

No

No

SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 1

Does the plan provide Outpatient Blood Services as

a supplemental benefit under Part C?
Select enhanced benefit:

Select type of benefit for Three (3) Pint Deductible

Waived:

Is there a service-specific Maximum Enrollee Out-

of-Pocket Cost?
Is there an enrollee Coinsurance?

Yes

: Three (3) Pint Deductible Waived ')
Mandatory

No

No

SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 2

Is there an enrollee Deductible?

No



SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 3
Is authorization required for Additional Telehealth No

Services?
Is a referral required for Additional Telehealth No
Services?
SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE 2

Is authorization required? No
Is a referral required for Opioid Treatment Program  No
Services?

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 2
Is there an enrollee Coinsurance? No

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 3
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 4
Is authorization required? Yes
Is a referral required for Qutpatient Diagnostic Yes

Procedures/Test/Lab Services?

Lab Services Notes: No referral required for services within the Special
Network, our preferred network.

SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #8B OiJTPATIENT DIAG/THERAPEUTIC RAD SEBVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
S_ECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Outpatient Yes
Diagnostic/Therapeutic Radiological, and X-Ray
Services?

SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?



Is there a service-specific Maximum Enrollee Cut- No

of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 2
Is authorization required? No
Is a referral required for Other Health Care Yes

Professional Services?
SECTION B: #7TH PSYCHIATRIC SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Psychiatric Services? No
Notes: Preauthorization required through MCS Solutions.
SECTION B: #71 PT AND SP SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #71 PT AND SP SERVICES - BASE 2
Is authorization required? Yes
Is a referral required for Physical Therapy and Yes

Speech-Language Pathology Services?
SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 1

Do you offer an Additional Telehealth benefit for Yes
Part B services?

Select the Medicare-covered benefits that may have : 7a: Primary Care Physician Services: 7d: | J /

Additional Telehealth Benefits available: Physician Specialist Services: 7e1: Individual i
Sessions for Mental Health Specialty Services: 7hl:
Individual Sessions for Psychiatric Services: 14e2:
Diabetes Self-Management Training

Is there a service-specific Maximum Enrollee Out- No {/
of-Pocket Cost for Additional Telehealth?

SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No



Is there an enrollee Cp_ggymg_l_lt? No o o
SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 2

Is authorization required? Yes
Is a referral required for Occupational Therapy Yes
Services?

SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE 2
Is authorization required? No
Is a referral required for Physician Specialist Yes
Services?
Notes: No referral required for services within the Special

) 7 N 7 Network, our preferred network.
SECTION B: #7E. MENTAL HEALTH SPECIALTY SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7F. MENTAL HEALTH SPECIALTY SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7E. MENTAL HEALTH SPECIALTY SERVICES - BASE 3

Is authorization required? Yes
Is a referral required for Mental Health Specialty No
Services - Non-Physician?
Notes: Preauthorization required through MCS Solutions.

SECTION B: #7F PODIATRY SERVICES - BASE 1
Does the plan provide Podiatry Services as a No
supplemental benefit under Part C?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #7F PODIATRY SERVICES - BASE 2 |

. - — 1/}

Is there an enrollee Coinsurance? No (]
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7F PODIATRY SERVICES - BASE 3 {
Is authorization required? No
Is a referral required for Podiatrist Services? Yes
Notes: No referral required for services within the Special

Network, our preferred network.
SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 1



Notes: Preauthorization required through MCS Solutions,
except for Emergency and Urgency Services.

SECTION B: #6 HOME HEALTH SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #6 HOME HEALTH SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #6 HOME HEALTH SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Home Health Services? Yes
SECTION B: #7A PRIMARY CARE PHYSICIAN SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7B CHIROPRACTIC SERVICES - BASE 1
Does the plan provide Chiropractic Services as a Yes
supplemental benefit under Part C?
Select enhanced benefit: : Routine Care
Select type of benefit for Routine Care: Mandatory
Is this benefit unlimited for Routine Care? No, indicate number
Indicate number of visits for Routine Care: 6
Select Routine Care periodicity: Every year
Is your Chiropractor Services benefit combined No

with either the Acupuncture or Alternative
Therapies benefit, or both?

Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7B CHIROPRACTIC SERVICES - BASE 2
Is there an enrolice Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
Is authorization required? No
Is a referral required for Chiropractic Services? Yes ¥
SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 1 /N
Is there a service-specific Maximum Enrollee Out- No l/
of-Pocket Cost?
Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No



Is a referral required for Cardiac and Pulmonary No
Rehabilitation Sefyices: e
SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 2

Is there an enrollee Copayment? No

SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 2
Is there an enrollee Copayment? No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 1

Does the plan provide Worldwide Yes
Emergency/Urgent Coverage as a supplemental
benefit under Part C?
Select enhanced benefit: : Worldwide Emergency Coverage: Worldwide

Urgent Coverage

Select type of benefit for Worldwide Emergency Mandatory
Coverage:
Select type of benefit for Worldwide Urgent Mandatory
Coverage:

Is there a Maximum Plan Benefit Coverage amount  No
for Worldwide Emergency/Urgent Coverage?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 3
Notes: Coverage is managed through reimbursement based

on different fee schedules allowed by our plan, less
applicable member cost share.

SECTION B: #5 PARTIAL HO§PITALIZATION -BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No y
Is there an enrollee Deductible? No '/

SECTION B: #5 PARTIAL HOSPITALIZATION - BASE 2 { |
Is there an enrollee Copayment? No .
Is authorization required? Yes - -'L
Is a referral required for Partial Hospitalization? No ' %



Is there an enrollee Coinsurance? No

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 7
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 12
What is your Inpatient Hospital Psychiatric benefit Original Medicare

period?
Is authorization required? Yes
Is a referral required for Inpatient Psychiatric No

Hospital Services?

Notes: Preauthorization required through MCS Solutions,
except for Emergency and Urgency Services.
SECTION B: #2 SNF - BASE 1
Does the plan provide Skilled Nursing Facility No
Services as a supplemental benefit under Part C?

Do you allow less than 3 day inpatient hospital stay  Yes
prior to SNF admission?

Indicate the Number of Hospital Days Required Zero
Prior to SNF Admission (0-2):

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #2 SNF - BASE 2
Does this plan's Medicare-covered benefit cost No
sharing vary by the Skilled Nursing Facility in
which an enrollee obtains care?

Is there an enrollee Coinsurance? No
SECTION B: #2 SNF - BASE 6
Is there an enrollee Copayment? No
SECTION B: #2 SNF - BASE 10
What is your SNF benefit period? Original Medicare
Is authorization required? Yes
Is a referral required for SNI Services? Yes
SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 1
Does the plan provide Cardiac and Pulmonary No
Rehabilitation Services as a supplemental benefit
under Part C?
SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 2
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 3
Is there an enrollee Deductibie? No
[s there an enrollee Copayment? No

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE
Is authorization required? Yes



Customer Service Contact Local TTY/TDD for (866)627-8182
Current Part D Medicare Beneficiaries:

Customer Service Contact TTY/TDD for (866)627-8182
Prospective Part D Medicare Beneficiaries:
Customer Service Contact Local TTY/TDD for (866)627-8182

Prospective Part D Medicare Beneficiaries:

SECTION A: SECTION A-5
Is your organization filing a standard bid for Section  No
B of the PBP?

Is your organization filing a standard bid for Section = No
C of the PBP?

SECTION A: SECTION A-6

Is your organization filing a standard bid for Section ~ No
D of the PBP?

Do any of your outpatient services have tiered cost No
sharing? (Please note: Inpatient Hospital services

that have tiered cost sharing are entered in Section

B of the PBP software)

Does the plan provide Inpatient Hospital-Acute No
Services as a supplemental benefit under Part C?

SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 2

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Does this plan's Medicare-covered benefit cost No

sharing vary by hospital(s) in which an enrollee
obtains care?

Is there an enrollee Coinsurance? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 7
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 12
What is your Inpatient Hospital-Acute benefit Original Medicare
period?
Is authorization required? Yes
Is a referral required for Inpatient Hospital-Acute Yes
Services?

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 1

Does the plan provide Inpatient Hospital Psychiatric =~ No
Services as a supplemental benefit under Part C?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost? o 7

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 2 [
Does this plan's Medicare-covered benefit cost No i
sharing vary by hospital(s) in which an enrollee
obtains care?



Indicate CY2021 total projected member months for 16377

this plan:

Does this Plan have a CMS-approved Continuation ~ No

Area?

Do you intend to participate in the PLATINO Yes
program?

[s this a Special Needs Plan? Yes

Special Needs Plan Type: Dual-Eligible
Is this D-SNP plan a Medicare zero-dollar cost No

sharing plan (this does not apply to Part D

Services)?

Under this D-SNP, has the state agreed to cover all Yes
Medicare premiums and cost sharing for enrollees
in your D-SNP?

SECTION A: SECTION A-3
Participating Pharmacy Website Address:
Formulary Website Address:

www.mesclassicare.com
www.mcsclassicare.com
www.mcsclassicare.com

Physician Website Address:

Customer Service Contact Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Part D Medicare Beneficiaries:

(866)627-8183
(787)620-2530
(866)627-8181
(787)620-2528
(866)627-8183
(787)620-2530

(866)627-8181

SECTION A: SECTION A4

Customer Service Contact Local Phone Number for
Prospective Part D Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current
Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Current Medicare Beneficiaries:

Customer Service Contact TTY/TDD for
Prospective Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Prospective Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current
Part B Medicare Beneficiaries:

(787)620-2528
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182

(866)627-8182




Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

40420 - Las Piedras, PR
40430 - Loiza, PR
40440 - Luquillo, PR
40450 - Manati, PR
40460 - Maricao, PR
40470 - Maunabo, PR
40480 - Mayaguez, PR
40490 - Moca, PR
40500 - Morovis, PR
40510 - Naguabo, PR
40520 - Naranjito, PR
40530 - Orocovis, PR
40540 - Patillas, PR
40550 - Penuelas, PR
40560 - Ponce, PR

40570 - Quebradillas, PR

40580 - Rincon, PR
40590 - Rio Grande, PR

Service Area(s): 40610 - Sabana Grande, PR
Service Area(s): 40620 - Salinas, PR

Service Area(s): 40630 - San German, PR
Service Area(s): 40640 - San Juan, PR
Service Area(s): 40650 - San Lorenzo, PR
Service Area(s): 40660 - San Sebastian, PR
Service Area(s): 40670 - Santa Isabel, PR

Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

Contract Number: H5577

Plan ID: 037

Segment D 0 [
Contract Period: 2021 / .'If,’
Plan Geographic Name: Puerto Rico '
Is this an Employer-Only plan? No

40680 - Toa Alta, PR
40690 - Toa Baja, PR

40700 - Trujillo Alto, PR

40710 - Utuado, PR
40720 - Vega Alta, PR
40730 - Vega Baja, PR
40740 - Vieques, PR
40750 - Villalba, PR
40760 - Yabucoa, PR
40770 - Yauco, PR

SECTION A: SECTION A-2




Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Arca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

40020 - Aguada, PR
40030 - Aguadilla, PR
40040 - Aguas Buenas, PR
40050 - Aibonito, PR
40060 - Anasco, PR
40070 - Arecibo, PR
40080 - Arroyo, PR
40090 - Barceloneta, PR
40100 - Barranquitas, PR
40110 - Bayamon, PR
40120 - Cabo Rojo, PR
40130 - Caguas, PR
40140 - Camuy, PR
40145 - Canovanas, PR
40150 - Carolina, PR
40160 - Catano, PR
40170 - Cayey, PR
40180 - Ceiba, PR
40190 - Ciales, PR
40200 - Cidra, PR
40210 - Coamo, PR
40220 - Comerio, PR
40230 - Corozal, PR
40240 - Culebra, PR
40250 - Dorado, PR
40260 - Fajardo, PR

40265 - Florida, PR 7% NS
40270 - Guanica, PR < (contrato Eﬁ*;;‘*’;‘n
40280 - Guayama, PR d;._? 1-27 “j’lo
40290 - Guayanilla, PR \ {\m S
)P
40300 - Guaynabo, PR '\'E_Ef_-? D ﬂf;, 7

40310 - Gurabo, PR

40320 - Hatillo, PR

40330 - Hormigueros, PR i:_
40340 - Humacao, PR |/
40350 - Isabela, PR |
40360 - Jayuya, PR ;
40370 - Juana Diaz, PR
40380 - Juncos, PR ?'
40390 - Lajas, PR

40400 - Lares, PR

40410 - Las Marias, PR
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SECTION A: SECTION A-1
Organization Legal Name: MCS ADVANTAGE, INC.
Organization Marketing Name: MCS Classicare
Organization Web Site: www.mcsclassicare.com
Plan Name: MCS Classicare Platino @Home (HMO D-SNP)
Organization Type: Local CCP f
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Is prior authorization required for certain Yes

prescription drugs?

Will your plan be limiting on-formulary coverage of No
drugs to certain indications (i.e., are you
implementing indication-based formulary design)?

Do any drugs in your formulary require a step Yes
therapy plan?
Do you pay for over-the-counter medications No

(OTCs) under the utilization management program?
SECTION RX: DEFINED STANDARD - LOCATIONS AND LOCATION SUPPLY

Select all Standard Retail Cost sharing
Location/supply amount(s) that apply:

: Standard Retail Cost Sharing - 1 month Supply:
Standard Retail Cost Sharing - 2 month Supply:
Standard Retail Cost Sharing - 3 month Supply

Enter number of days for Standard Retail Cost 30

Sharing 1-month supply:

Enter number of days for Standard Retail Cost 60

Sharing 2-month supply:

Enter number of days for Standard Retail Cost 90

Sharing 3-month supply:

Select all Qut-of-Network Pharmacy

: Out-of-Network Pharmacy - one month supply

Location/supply amount(s) that apply:

Enter number of days for Out-of-Network 30

Pharmacy 1-month supply:

Select all Standard Mail-Order Cost Sharing : Standard Mail-Order - 3-month supply
Location/supply amount(s) that apply:

Enter number of days for Standard Mail-Order Cost 90

Sharing 3-month supply:

Select the Long-Term Care Pharmacy one month : Long-Term Care Pharmacy - 1-month supply

Location/supply amount(s) that apply:
Enter number of days for Long-Term Care 31

Pharmacy 1-month supply:

Are all of the drugs on your formulary available No

with an extended day supply?

Are any of the drugs available at an extended day Yes
supply limited to a 1-month supply for the first fill?

Notes:

SECTION RX: MEDICARE RX - NOTES

The PBP will implement a Part D RI program in
accordance with any final Application Proposal
approved by CMMI.

Module:
Requested By:

Last entry Date:

PBP
d3ua

PLAN SYSTEM INFORMATION
05/27/2020



SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 3: PACKAGE
#1

Notes: General Supports for Living contains two separate
benefits: (1) Home Assistance - Eight (8) visits per
year (two per quarter) for Home Assistance
(Plumbing, Electricity, Locksmith) and categories
listed under Pest Control. (2) Subsidy for
Electricity/Water/Telephone/Internet/Gas

SECTION C: V/T - GENERAL - US

Do you offer a US Visitor/Travel Program? No
SECTION D: PLAN DEDUCTIBLE (IN-NETWORK)

Is there an In-Network Plan Deductible? No

SECTION D: MAX ENROLLEE COST LIMIT (IN-NETWORK)
Is there an In-Network Maximum Enrollee Qut-of- Yes
Pocket Cost?
Is your In-Network Maximum Enrollee Out-of- Voluntary
Pocket (MOOP) Cost at the Voluntary or
Mandatory Level?
Indicate In-Network Maximum Enrollee Out-of- 3400.00
Pocket Cost Amount:
Select the benefits that apply to the In-Network : In-Network Medicare-covered benefits
Maximum Enrollee Out-of-Pocket cost:
Does the In-Network Maximum Enrollee Out-of- Yes

Pocket Cost apply to all In-Network Medicare-
covered plan services?

SECTION D: MAX PLAN BENEFIT COVERAGE
Is there a Maximum Plan Benefit Coverage No
Amount?
SECTION D: REDUCTIONS IN COST SHARING - GENERAL
Do you offer Reductions in Cost Sharing? No
SECTION D: COMBINED BENEFITS - GENERAL

Do you offer Combined Supplemental Benefits with ~ No
uniform cost sharing?

SECTION RX: MEDICARE RX GENERAL 1

Does your plan offer a Medicare Prescription drug Yes

(Part D) benefit?

Select the type of drug benefit: Defined Standard

Describe the components of your pharmacy network  : Standard Retail: Out-of-Network: Standard Mail-

(select all that apply): Order: Long-Term Care

Sponsor attests that it will comply with 42 CFR : Sponsor attests that it will comply with 42 CFR

423.154. 423.154.
SECTION RX: MEDICARE RX GENERAL 2 1//

Does plan utilize floor pricing? No [

Does plan utilize ceiling pricing? No '

Are there quantity limits on certain prescription Yes }

drugs? |



Indicate number of trips for Plan-approved 0

Location:

Select Plan-approved Location Trips periodicity: Every year

Select Type of Transportation for Non-Medical One-way

Needs for Plan-approved Location:

Select Mode of Transportation for Non-Medical : Medical Transport: Other, Describe

Need for Plan-approved Location:
SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE

2: PACKAGE #1

Is there a service-specific Maximum Plan Benefit No

Coverage amount?

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enroliee Coinsurance? No

Is there an enrollee Deductible? No

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE
3: PACKAGE #1

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Transportation for Non- No

Medical Needs?

Notes: Fleet includes 4-door sedans, minivans, buses with

hydraulic ramps. The total number of trips is for a
combination of two benefits: -10b - Transportation
Services for Health Related Needs, and -19b - #131 -
Transportation for Non-Medical Needs, if the
beneficiary qualifies for SSBCIL.

SECTION B: VBID/UY/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 1: PACKAGE
#1

Does the plan provide General Supports for Living Yes
as a supplemental benefit under Part C?

Select type of benefit for General Supports for Mandatory
Living:
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 2: PACKAGE
#1
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No " IJ
Is there an enrollee Copayment? No '
Is authorization required? No
Is a referral required for General Supports for No

Living? (]



Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: VBID/UF/SSBCT 19B #131 FOOD AND PRODUCE - BASE 2: PACKAGE #1
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Food and Produce? No
SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 3: PACKAGE #1

Notes: Food and Produce is a subsidy for groceries.

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 1: PACKAGE #1
Does the plan provide Pest Control as a Yes
supplemental benefit under Part C?7
Select type of benefit for Pest Control: Mandatory
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 2: PACKAGE #
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Pest Control? No

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 3: PACKAGE #1
Notes: Services listed in this category will be combined

with those filed under SSBCI Category "General
Supports for Living". Member will choose up to
Two (2) Services per quarter from the following
options: - Pest Control - Preventive home
cleaning/disinfection - Any of the services listed
under "Home Assistance" (filed under "General
Supports for Living")

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE

1: PACKAGE #1
Does the plan provide Transportation for Non- Yes
Medical Needs as a supplemental benefit under Part
C?
Select enhanced benefit: Plan-approved Location I/}
Select type of benefit for Plan-approved Location: Mandatory [ /
Is this benefit unlimited for number of trips for No

Plan-approved Location?



SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI

Does your VBID/MA Uniformity Flexibility/SSBCI ~ Yes
benefit offer additional Part C benefits?

How many packages do your Additional Benefits 1

contain? (1-15)

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - PACKAGE TYPE: PACKAGE
#1

Is this package applicable to VBID or MA SSBCI
Uniformity Flexibility or SSBCI?

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 1 (PACKAGE INFO):

PACKAGE #1
Is there a prerequisite for any additional benefits for ~ No
this package?
Select all the Non-Medicare-covered additional : 13i: Non-Primarily Health Related Benefits for the
benefits offered in this package: Chronically 111

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 2 (OON/POS/PLAN-
LEVEL DEDUCTIBLE): PACKAGE #1

Are any benefits exempt from the plan-level No
deductible?

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 3 (RETROACTIVE
REIMBURSEMENT): PACKAGE #1

Are you offering retroactive reimbursement? No
Is there a maximum benefit amount? Yes
Specify the maximum benefit amount: 300.00
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - NOTES: PACKAGE #1
Notes: The following SSBCI benefits will be offered: -

Food and Produce - Subsidy for Groceries - Pest
Control - Transportation for Non-Medical Needs -
General Supports for Living: (1) Home Assistance
Services (2) Subsidy for Electricity, Water, Phone,
Internet, Gas Maximum benefit coverage
periodicity is every three months. Maximum benefit
amount is for the combination of two benefits,
"Food and Produce” and "Subsidy for Electricity,
Water, Phone, Internet, Gas". Amount does not roll
over/accumulate from one period to the next.
Maximum benefit amount does not apply to "Home
Assistance Services".

SECTION B: VBID/UF/SSBCI 19B #131 NON-PRIMARILY HEALTH RELATED BENEFITS FOR
THE CHRONICALLY ILL - TYPE: PACKAGE #1

Select what type of benefit your Non-Primarily : Food and Produce: Pest Control: Transportation
Health Related Benefits for the Chronically 111 for Non-Medical Needs: General Supports for
includes: Living :

SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 1: PACKAGE #1 | "-
Does the plan provide Food and Produce as a Yes Z |
supplemental benefit under Part C? o
Select type of benefit for Food and Produce: Mandatory "‘[J\]

!

"t



Is there an enrollee Deductible? No

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #18A HEARING EXAMS - BASE 3

Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Hearing Exams? No

SECTION B: #18B HEARING AIDS - BASE 1
Does the plan provide Hearing Aids as a Yes
supplemental benefit under Part C?
Select enhanced benefits: : Hearing Aids (all types)
Select type of benefit for Hearing Aids (all types): Mandatory
Is this benefit unlimited for Hearing Aids (all No, indicate number
types)?
Indicate quantity for Hearing Aids (all types): 2
Select Hearing Aids (all types) periodicity: Every year

SECTION B: #18B HEARING AIDS - BASE 2
Is there a service-specific Maximum Plan Benefit Yes

Coverage amount?

Does the Maximum Plan Benefit Coverage Amount  Both ears combined
apply per ear or for both ears combined?

WeTRAG

O Q,
{f- N% .
( Cortrato Mrimerg | |
I

Select the Maximum Plan Benefit Coverage type: Plan-specified amount per period
Indicate Maximum Plan Benefit Coverage amount: 2500.00 : (2
Indicate Maximum Plan Benefit Coverage Every year e
periodicity:
SECTION B: #18B HEARING AIDS - BASE 3
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #18B HEARING AIDS - BASE 4
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
SECTION B: #18B HEARING AIDS - BASE 5
Is authorization required? No
Is a referral required for Hearing Aids? Yes
Notes: Benefit and Maximum Plan Coverage Amount

includes benefit for repair of devices.
SECTION B: #19 VBID/MA UNIFORMITY FLEXIBILITY/SSBCI

Does your plan include MA Uniformity Flexibility No
with reductions in cost or additional benefits?

Do you offer Special Supplemental Benefits for the Yes
Chronically 1117

Select what type of benefit your SSBCI includes: : Additional Benefits



SECTION B: #17B EYEWEAR - BASE 3

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Select the Maximum Plan Benefit Coverage type:

Do you offer a Combined Max Plan Benefit
Coverage Amount for all Eyewear?

Indicate Combined Maximum Plan Benefit
Coverage amount;

Select the Combined Maximum Plan Benefit
Coverage periodicity:

Yes

Plan-specified amount per period
Yes

600.00

Every year

SECTION B: #17B EYEWEAR - BASE 4

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

No

No

SECTION B: #17B EYEWEAR - BASE 5

is there an enrollee Deductible?
Is there an enrollee Copayment?

No
No

SECTION B: #17B EYEWEAR - BASE 6

Is authgrization required?
Is a referral required for Eyewear?
Notes:

No

No

Eyewear benefit maximum amount includes repair
of eyewear. Provider and/or member must verify

remaining combined maximum plan benefit
coverage amount available.

SECTION B: #18A HEARING EXAMS - BASE 1

Does the plan provide Hearing Exams as a
supplemental benefit under Part C?

Select enhanced benefits:

Select type of benefit for Routine Hearing Exams:

[s this benefit unlimited for Routine Hearing
Exams?

Indicate number for Routine Hearing Exams:
Select Routine Hearing Exams periodicity:

Select type of benefit for Fitting/Evaluation for
Hearing Aid:

Is this benefit unlimited for Fitting/Evaluation for
Hearing Aid?

Indicate number for Fitting/Evaluation for Hearing
Aid:

Select Fitting/Evaluation for Hearing Aid
periodicity:

Yes

: Routine Hearing Exams: Fitting/Evaluation for
Hearing Aid
Mandatory

No, indicate number

1 /
Contrato Nimero

I

Every year
Mandatory

No, indicate number

1

Every year

SECTION B: #18A HEARING EXAMS - BASE 2

Is there a service-specific Maximum Plan Benefit
Coverage amount?

No



Is a referral required for Comprehensive Dental
Services?

Notes:

No

Coverage for crowns included under "Other
Services". The replacement of a removable dental
prosthesis will be covered five years after its initial
insertion. The member who does not comply with
the stated five-year term from the initial insertion,
may use the Maximum Plan Benefit Coverage
amount for services related to his/her removable
prosthesns

SECTION B: #17A EYE EXAMS - BASE 1

Does the plan provide Eye Exams as a supplemental

benefit under Part C?

Select enhanced benefit:

Select type of benefit for Routine Eye Exams:

Is this benefit unlimited for Routine Eye Exams?
Indicate number of exams for Routine Eye Exams:
Select the Routine Eye Exams periodicity:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

SECTION B: #17A EYE EXAMS - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Copayment?
Is there an enrollee Deductible?

Yes

: Routine Eye Exams
Mandatory
No, indicate number

1 5‘\' RAC/
3 04,
Every year \“ ‘“
No X Contrato Nomero \
. -
No

No
No
No

SECTION B: #17A EYE EXAMS - BASE 3

Is authorization required?
Is a referral required for Eye Exams?

No
No

SECTION B: #17B EYEWEAR - BASE 1

Does the plan provide Eyewear as a supplemental
benefit under Part C?

Select enhanced benefits:

Yes

: Contact lenses: Eyeglasses (lenses and frames):
Eyeglass lenses: Eyeglass frames

Select type of benefit for Contact lenses: Mandatory

Is this benefit unlimited for Contact lenses? Yes

Select type of benefit for Eyeglasses (lenses and Mandatory

frames):

Is this benefit unlimited for Eyeglasses (lenses and Yes

frames)? .
SECTION B: #17B EYEWEAR - BASE 2 J / /

Select type of benefit for Eyeglass lenses: Mandatory

Is this benefit unlimited for Eyeglass lenses? Yes

Select type of benefit for Eyeglass frames: Mandatory

Is this benefit unlimited for Eyeglass frames? Yes



Does the plan provide Comprehensive Dental Items
as a supplemental benefit under Part C?

Select enhanced benefits:

Select type of benefit for Non-routine Services:

[s this benefit unlimited for Non-routine Services?
Select type of benetit for Diagnostic Services:

Is this benefit unlimited for Diagnostic Services?
Indicate number of visits for Diagnostic Services:
Select the Diagnostic Services periodicity:

Select type of benefit for Restorative Services:

Is this benefit unlimited for Restorative Services?
Indicate number of visits for Restorative Services:
Select the Restorative Services periodicity:

Yes

: Non-routine Services: Diagnostic Services:
Restorative Services: Endodontics: Periodontics:
Extractions: Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services

Mandatory

Yes

Mandatory

No, indicate number
1

Every six months
Mandatory

No, indicate number
1

Every three years

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 2

Select type of benefit for Endodontics:

Is this benefit unlimited for Endodontics?
Select type of benefit for Periodontics:

Is this benefit unlimited for Periodontics?
Select type of benefit for Extractions:

Is this benefit unlimited for Extractions?

Select type of benefit for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services:

Is this benefit unlimited for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services?

Mandatory
Yes
Mandatory
Yes
Mandatory
Yes
Mandatory

Yes

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 3

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Select the Maximum Plan Benefit Coverage type:
Indicate Maximum Plan Benefit Coverage amount:
Select the Maximum Plan Benefit Coverage
periodicity:

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Yes

Plan-specified amount per period
2000.00
Every year

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 4

Is there an enrollee Coinsurance?
Is there an enrollee Deductibie?

No
No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 5

Is there an enrollee Copayment?

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 6

Is authorization required?

Yes



Is there an enrollee Deductible? No

Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Kidney Disease Education No
Services?
SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost for Other Medicare-covered
Preventive Services?

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 3
[s there an enrollee Copayment? No
Is authorization required for Medicare-covered No

Glaucoma Screening?

Is authorization required for Medicare-covered No
Diabetes Self-Management Training?

Is authorization required for Medicare-covered No
Barium Enemas?

Is authorization required for Medicare-covered No
Digital Rectal Exams?

Is authorization required for Medicare-covered No
EKG following Welcome Visit?

Is authorization required for Other Medicare- No

covered Preventive Services? S
SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 4
Is a referral required for any Services? No

Is there a Maximum Enrollee Qut-of-Pocket Cost? No

Is there an enrollee Coinsurance? No
SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 2
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
Is Authorization Required? Yes
Does the plan offer step therapy? Yes
Does the benefit step from (select all that apply): : Part B to Part B?: Part D to Part B?

SECTION B: #15 HOME INFUSION BUNDLED SERVICES

Does the plan provide Part D home infusion drugs No
as part of a bundled service as a mandatory
supplemental benefit? _
SECTION B: #16A PREVENTIVE DENTAL - BASE 1 j "

Does the plan provide Preventive Dental Items as a No
supplemental benefit under Part C?

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 1 /!



SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 6

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost for Other Defined Supplemental
Benefits?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 9
Is there an enrollee Coinsurance? No

SECTION B: #14C OTHER DEFINED SUPPLEMENTA_L BENEFITS - BASE 11
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 13
Is authorization required? No
Is a referral required for Other Defined No

Supplemental Benefits?

Health Education Notes: Route to Wellness - Health and preventive
workshops, preventive care reminders, and self-care
guides. Healthy Welcome Program - Coordination
of initial healthy welcome visit. MCS En Alerta -
Guidance on preventive measures and actions to
take in case of natural disasters and to reduce health
complications,

Personal evaluation and diet plan designed by
licensed dietitian according to patienta€™s health
needs, including exercise suggestions.

Route to Wellness - Exercise and Nutrition
Education Interventions. Member has access to
fitness classes to promote physical activity and a
healthier lifestyle.

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 14
Remote Access Technology (Web/Phone-based Video doctor visits are intended to complement
technologies) Notes:* face-to-face visits with a board-certified physician

to treat the most common conditions, such as
allergies, flu,among others.

Remote Access Technologies (Nursing Hotline) MCS MedilAnea- Nursing Hotline.
Notes:
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 15

Alternative Therapies Notes:* Foot reflexology is limited to six (6) visits per year
and must be ordered by a physician or medical /]
professional. . j' /

Therapeutic Massage Notes:* Therapeutic massage is limited to six (6) visits per
year and must be ordered by a physician or medical |
professional. I.f

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 1 ;';J

Is there a service-specific Maximum Enrollee Out- No ':

of-Pocket Cost?

Is there an enrollee Coinsurance? No

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 2



Medicare-covered Zero Dollar Preventive Services : I attest that there is no coinsurance, copayment, or
Attestation deductible for all Original Medicare preventive
services that are offered at zero dollar cost sharing.

Is authorization required? No

Is a referral required? No 7
SECTION B: #14B ANNUAL PHYSICAL EXAM - BASE 1

Does the plan provide the Annual Physical Exam as  No
0y gl B S —
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 1

Does the plan provide Other Defined Supplemental Yes
Benefits as a benefit under Part C?

Select enhanced benefit (Select all that apply): : 14¢l: Health Education: 14¢2: Nutritional/Dietary
Benefit: 14¢4: Fitness Benefit*: 14c7: Remote
Access Technologies (including Web/Phone-based
technologies and Nursing Hotline)*: 14¢17:
Alternative Therapies*: 14c18: Therapeutic

Massage*
Select type of benefit for Health Education: Mandatory
Select type of benefit for Nutritional/Dietary Mandatory
Benefit:
Is this benefit unlimited for Nutritional/Dietary No, indicate number
Benefit?
Indicate number of visits for Nutritional/Dietary 6
Benefit:
Indicate setting for Nutritional/Dietary Benefit: Individual Sessions
Select type of benefit for Fitness Benefit: Mandatory
Indicate type of Fitness Benefit offered (Select all : Physical Fitness
that apply):
Select type of benefit for Remote Access Mandatory

Technologies (including Web/Phone-based
technologies and Nursing Hotline):

Select the type of Remote Access Technologies - Web/Phone-based technologies: Nursing Hotline
offered (Select all that apply):

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 2
Select type of benefit for Alternative Therapies: Mandatory
Is this benefit unlimited for Alternative Therapies? No, indicate number

Indicate number of visits offered for Alternative 6
Therapies:

Is your Alternative Therapies benefit combined with  No
either the Chiropractor Services benefit or
Acupuncture benefit, or both?

Select type of benefit for Therapeutic Massage: Mandatory ) b |
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 3 ,r':-‘
Is there a service-specific Maximum Plan Benefit No /

Coverage amount for Other Defined Supplemental
Benefits?



Indicate Number of Treatments periodicity: Every year

Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

Is your Acupuncture benefit combined with either No

the Chiropractor Services benefit or Alternative
Therapies benefit, or both?

SECTION B: #13A ACUPUNCTURE - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Acupuncture? No
SECTION B: #13B OTC ITEMS - BASE 1
Does the plan provide Over-The-Counter (OTC) Yes
Items as a supplemental benefit under Part C?
Select type of benefit for OTC Items: Mandatory
Is there a service-specific Maximum Plan Benefit Yes
Coverage amount?
Indicate Maximum Plan Benefit Coverage amount: 60.00
Select Maximum Plan Benefit Coverage Every three months
periodicity:
Does your Maximum Plan Benefit Coverage No
amount carry forward to the next period if it is
unused?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Are you offering Nicotine Replacement Therapy No

{NRT) as a Part C OTC benefit?
SECTION B: #13B OTC ITEMS - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Does this cover all of the OTC list which may be No
found in Chapter 4 of the Medicare Managed Care
Manual?
SECTION B: #13C MEAL BENEFIT - BASE 1
Does the plan provide a limited duration Meal No
Benefit as a supplemental benefit under Part C? _
Note: Only primarily health-related meals offered in []

accordance with Chapter 4 of the MMCM should be 1]
entered in this section.

SECTION B: #14A MEDICARE-COVERED ZERO DOLLAR PREVENTIVE SERVICES



Notes: Pre-authorization by PCP (for corresponding
services) is managed through
Referral/Authorization Form.

SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 3
Is authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding

services) is managed through
Referral/Authorization Form.

SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 2
Is there an enrollee Copayment? No
Do you limit Diabetic Supplies and Services to Yes
those from specified manufacturers?
Is authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding

services) is managed through
Referral/Authorization Form.

SECTION B: #12 DIALYSIS SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #12 DIALYSIS SERVICES - BASE 2
Is authorization required? No
Is a referral required for Dialysis Services? No

SECTION B: #13A ACUPUNCTURE - BASE 1

Does the plan provide Acupuncture as a Yes 1]/
supplemental benefit under Part C? '
Select enhanced benefit: : Number of Treatments
Select type of benefit for Number of Treatments: Mandatory

Is this benefit unlimited for Number of Treatments?  No
Indicate limit for Number of Treatments: 6



Is there an enrollee Deductible?
Is there an enrollee Copayment?

No
No

SECTION B: #10A AMBULANCE SERVICES - BASE 3

Is authorization required for non-emergency
Medicare services?

Yes

SECTION B: #10B TRANSPORTATION SERVICES - BASE 1

Does the plan provide Transportation Services as a
supplemental benefit under Part C?

Select enhanced benefit:

Select type of benefit for Plan Approved Health-
related Location:

Is this benefit unlimited for number of trips for Plan
Approved Health-related Location?

Indicate number of trips for Plan Approved Health-
related Location:

Select Plan Approved Health-related Location Trips
periodicity:

Select Type of Transportation for Plan Approved
Health-related Location:

Select Mode of Transportation for Plan Approved
Health-related Location:

Yes

Plan Approved Health-related Location
Mandatory

No
52
Every year

One-way

: Medical Transport

SECTION B: #10B TRANSPORTATION SERVICES - BASE 2

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?

No

No

No
No

SECTION B: #10B TRANSPORTATION SERVICES - BASE 3

Is there an enrollee Copayment?

Is authorization required?

Is a referral required for Transportation Services?
Notes:

No
No
No

Transportation to Plan-Approved Location provided
by contracted transportation provider.

SECTION B: #11A DME - BASE 1

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?
Is there an enrollee Copayment?

SECTION B: #11A DME - BASE 2 I/

Are there preferred vendors/manufacturers for
Durable Medical Equipment (DME)?

Is authorization required?

No , y

No
No
No

Yes

Yes



Is a referral required for Medicare-covered Yes
QOutpatient Hospital Services?

Is a referral required for Medicare-covered No
Observation Services?

SECTION B: #9B ASC SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

SECTION B: #9B ASC SERVICES - BASE 2

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Is authorization required? Yes

Is a referral required for Ambulatory Surgical Yes

Center Services? ) -
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 3
Is authorization required? No
Is a referral required for Outpatient Substance No
Abuse?

SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 1

Does the plan provide Qutpatient Blood Services as  Yes
a supplemental benefit under Part C?

Select enhanced benefit: : Three (3) Pint Deductible Waived
Select type of benefit for Three (3) Pint Deductible Mandatory
Waived:
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 2
Is there an enrollee Deductible? No _
Is there an enrollee Copayment? No r fu’ /
Is authorization required? No '

Is a referral required for Outpatient Blood Services?  No . o
SECTION B: #10A AMBULANCE SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Qut- No |
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #10A AMBULANCE SERVICES - BASE 2



[s there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE 2

Is authorization required? No
Is a referral required for Opioid Treatment Program  No
Services?

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 2
Is there an enrollee Coinsurance? No

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 3
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 4
Is authorization required? Yes
Is a referral required for Outpatient Diagnostic Yes

Procedures/Test/Lab Services?
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 1

[s there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Qutpatient Yes
Diagnostic/Therapeutic Radiological, and X-Ray
Services?

SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 2 _ ! f‘
Is there an enrollee Deductibie? No ‘
Is there an enrollee Copayment? No
Is authorization required for Medicare-covered Yes

Outpatient Hospital Services?

Is authorization required for Medicare-covered No
Observation Services?




Is authorization required? No

Is a referral required for Other Health Care Yes
Professional Services?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Psychiatric Services? No
Notes: Preauthorization required through MCS Solutions.
SECTION B: #71 PT AND SP SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #71 PT AND SP SERVICES - BASE 2
Is authorization required? Yes
Is a referral required for Physical Therapy and Yes

Speech-Language 7Path010gy Services? N
SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 1

Do you offer an Additional Telehealth benefit for Yes

Part B services?

Select the Medicare-covered benefits that may have : 7a: Primary Care Physician Services: 7d:
Additional Telehealth Benefits available: Physician Specialist Services: 7el: Individual

Sessions for Mental Health Specialty Services: 7hl:
Individual Sessions for Psychiatric Services: 14¢e2:
Diabetes Self-Management Training

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost for Additional Telehealth?

SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No fi
Is there an enrollee Copayment? No I/

SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 3

Is authorization required for Additional Telehealth No
Services?

Is a referral required for Additional Telehealth No
Services?

SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE 1



Is authorization required? Yes

Is a referral required for Occupational Therapy Yes
Services?

SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE 2
Is authorization required? No
Is a referral required for Physician Specialist Yes
Services?

SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 3

Is authorization required? Yes
Is a referral required for Mental Health Speciaity No
Services - Non-Physician?
Notes: Preauthorization required through MCS Solutions.

SECTION B: #7F PODIATRY SERVICES - BASE 1
Does the plan provide Podiatry Services as a No
supplemental benefit under Part C?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #7F PODIATRY SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7F PODIATRY SERVICES - BASE 3
Is authorization required? No
Is a referral required for Podiatrist Services? Yes

SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 1 |/

Is there a service-specific Maximum Enrollee Out- No |
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No {
Is there an enrollee Copayment? No f

I:

SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 2



SECTION B: #6 HOME HEALTH SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: # HOME HEALTH SERVICES - BASE 2
Is there an enroliee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #6 HOME HEALTH SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Home Health Services? Yes
SECTION B: #7A PRIMARY CARE PHYSICIAN SERVICES - BASE 1
Is there a service-specitfic Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7B CHIROPRACTIC SER_VICES -BASE 1
Does the plan provide Chiropractic Services as a Yes
supplemental benefit under Part C?
Select enhanced benefit: : Routine Care
Select type of benefit for Routine Care: Mandatory
Is this benefit unlimited for Routine Care? No, indicate number
Indicate number of visits for Routine Care: 6
Select Routine Care periodicity: Every year
Is your Chiropractor Services benefit combined No

with either the Acupuncture or Alternative
Therapies benefit, or both?

Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7B CHIROPRACTIC SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
Is authorization required? No [
Is a referral required for Chiropractic Services? Yes I
SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 1 '
Is there a service-specific Maximum Enrollee Out- No J
of-Pocket Cost? g
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 2



SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 1

[s there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 2
Is there an enroltee Copayment? No
SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 2
Is there an enrollee Copayment? No
SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 1
Does the plan provide Worldwide Yes
Emergency/Urgent Coverage as a supplemental
benefit under Part C?
Select enhanced benefit: : Worldwide Emergency Coverage: Worldwide
Urgent Coverage
Select type of benefit for Worldwide Emergency Mandatory
Coverage:
Select type of benefit for Worldwide Urgent Mandatory
Coverage:

Is there a Maximum Plan Benefit Coverage amount  No
for Worldwide Emergency/Urgent Coverage?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 3
Notes: Coverage is managed through reimbursement based

on different fee schedules allowed by our plan, less
applicable member cost share.

SECTION B: #5 PARTIAL HOSPITALIZATION - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

[s there an enrollee Coinsurance? No Jr' f

Is there an enrollee Deductible? No | /
SECTION B: #5 PARTIAL HOSPITALIZATION - BASE 2 '

Is there an enrollee Copayment? No .

Is authorization required? Yes -','*

Is a referral required for Partial Hospitalization? No i

Notes: Preauthorization required through MCS Sl utions,

except for Emergency and Urgency Services.



Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 12
What is your Inpatient Hospital Psychiatric benefit Original Medicare

period?
Is authorization required? Yes
Is a referral required for Inpatient Psychiatric No

Hospital Services?

Notes: Preauthorization required through MCS Solutions,
except for Emergency and Urgency Services.

SECTION B: #2 SNF - BASE 1
Does the plan provide Skilled Nursing Facility No
Services as a supplemental benefit under Part C?
Do you allow less than 3 day inpatient hospital stay  Yes

prior to SNF admission?
Indicate the Number of Hospital Days Required Zero
Prior to SNF Admission (0-2):
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #2 SNF - BASE 2 TN
Does this plan's Medicare-covered benefit cost No 19 / A
{ Contrato Numero |

sharing vary by the Skilled Nursing Facility in
which an enrollee obtains care?

Is there an enrollee Coinsurance? ~ No \ /3
SECTION B: #2 SNF - BASE 6 552
Is there an enrollee Copayment? No
SECTION B: #2 SNF - BASE 10

What is your SNF benefit period? Original Medicare
Is authorization required? Yes
Is a referral required for SNF Services? Yes

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 1
Does the plan provide Cardiac and Pulmonary No
Rehabilitation Services as a supplemental benefit
under Part C?

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 2
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 3
Is there an enrollee Deductible? No
[s there an enrollee Copayment? No

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 4
Is authorization required? Yes
Is a referral required for Cardiac and Pulmonary No

Rehabilitation Services?



Customer Service Contact TTY/TDD for (866)627-8182
Prospective Part D Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for (866)627-8182
Prospective Part D Medicare Beneficiaries:

SECTION A: SECTION A-5

Is your organization filing a standard bid for Section  No
B of the PBP?

Is your organization filing a standard bid for Section  No
C of the PBP?

SECTION A: SECTION A-6

Is your organization filing a standard bid for Section ~ No
D of the PBP?

Do any of your outpatient services have tiered cost No
sharing? (Please note: Inpatient Hospital services
that have tiered cost sharing are entered in Section

B of the PBP software)
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 1
Does the plan provide Inpatient Hospital-Acute No

Services as a supplemental benefit under Part C?
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 2

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Does this plan's Medicare-covered benefit cost No

sharing vary by hospital(s} in which an enrollee
obtains care?

[s there an enrollee Coinsurance? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 7
Is there an enrollee Deductible? No
Is there an enrollee Copaymeni? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 12
What is your Inpatient Hospital-Acute benefit Original Medicare
period?
[s authorization required? Yes
Is a referral required for Inpatient Hospital-Acute Yes
Services?

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 1

Does the plan provide Inpatient Hospital Psychiatric ~ No
Services as a supplemental benefit under Part C?

Is there a service-specific Maximum Enrollee Out- No J:"__J'

of-Pocket Cost? [
SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 2

Does this plan's Medicare-covered benefit cost No

sharing vary by hospital(s) in which an enrollee
obtains care?

Is there an enrollee Coinsurance? No
SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 7



Does this Plan have a CMS-approved Continuation
Area?

Do you intend to participate in the PLATINO
program?

Is this a Special Needs Plan?

Special Needs Plan Type:

Is this D-SNP plan a Medicare zero-dollar cost
sharing plan (this does not apply to Part D
Services)?

Under this D-SNP, has the state agreed to cover all

Medicare premiums and cost sharing for enrollees
in your D-SNP?

No
Yes

Yes
Dual-Eligible
No

Yes

SECTION A: SECTION A-3

Participating Pharmacy Website Address:
Formulary Website Address:
Physician Website Address:

Customer Service Contact Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Part D Medicare Beneficiaries:

www.mcsclassicare.com
www.mcsclassicare.com
www.mcsclassicare.com
(866)627-8183

(787)620-2530
(866)627-8181
(787)620-2528
(866)627-8183
(787)620-2530

(866)627-8181

SECTION A: SECTION A-4

Customer Service Contact Local Phone Number for
Prospective Part D Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current
Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Current Medicare Beneficiaries:

Customer Service Contact T'TY/TDD for
Prospective Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Prospective Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current
Part D Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Current Part D Medicare Beneficiaries:

(787)620-2528
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182

(866)627-8182




Service Area(s): 40430 - Loiza, PR

Service Area(s): 40440 - Luquillo, PR

Service Area(s): 40450 - Manati, PR

Service Area(s): 40460 - Maricao, PR

Service Area(s): 40470 - Maunabo, PR

Service Arca(s): 40480 - Mayaguez, PR

Service Area(s): 40490 - Moca, PR

Service Area(s): 40500 - Morovis, PR

Service Arca(s): 40510 - Naguabo, PR

Service Area(s). 40520 - Naranjito, PR

Service Area(s): 40530 - Orocovis, PR

Service Arca(s): 40540 - Patillas, PR

Service Area(s). 40550 - Penuelas, PR

Service Area(s): 40560 - Ponce, PR

Service Areca(s): 40570 - Quebradillas, PR

Service Area(s): 40580 - Rincon, PR

Service Area(s): 40590 - Rio Grande, PR

Service Area(s): 40610 - Sabana Grande, PR

Service Area(s): 40620 - Salinas, PR

Service Area(s): 40630 - San German, PR

Service Area(s): 40640 - San Juan, PR

Service Area(s): 40650 - San Lorenzo, PR

Service Area(s): 40660 - San Sebastian, PR

Service Area(s): 40670 - Santa Isabel, PR

Service Area(s): 40680 - Toa Alta, PR

Service Area(s): 40690 - Toa Baja, PR

Service Area(s): 40700 - Tryjillo Alto, PR

Service Area(s): 40710 - Utuado, PR

Service Area(s): 40720 - Vega Alta, PR

Service Area(s): 40730 - Vega Baja, PR

Service Area(s): 40740 - Vieques, PR

Service Area(s): 40750 - Villalba, PR

Service Area(s): 40760 - Yabucoa, PR

Service Arca(s): 40770 - Yauco, PR

Contract Number: H5577

Plan ID: 036

Segment 1D: 0 'I

Contract Period: 2021

Plan Geographic Name: Puerto Rico |

Is this an Employer-Only plan? No i
SECTION A: SECTION A-2 ,;f ,'J

Indicate CY2021 total projected member months for 13800 v

this plan:



Service Areca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

40030 - Aguadilla, PR
40040 - Aguas Buenas, PR
40050 - Aibonito, PR
40060 - Anasco, PR
40070 - Arecibo, PR
40080 - Arroyo, PR
40090 - Barceloneta, PR
40100 - Barranquitas, PR
40110 - Bayamon, PR
40120 - Cabo Rojo, PR
40130 - Caguas, PR
40140 - Camuy, PR
40145 - Canovanas, PR
40150 - Carolina, PR
40160 - Catano, PR
40170 - Cayey, PR
40180 - Ceiba, PR
40190 - Ciales, PR
40200 - Cidra, PR
40210 - Coamo, PR
40220 - Comerio, PR
40230 - Corozal, PR
40240 - Culebra, PR
40250 - Dorado, PR
40260 - Fajardo, PR
40265 - Florida, PR
40270 - Guanica, PR
40280 - Guayama, PR
40290 - Guayanilla, PR
40300 - Guaynabo, PR
40310 - Gurabo, PR
40320 - Hatillo, PR
40330 - Hormigueros, PR
40340 - Humacao, PR
40350 - Isabela, PR
40360 - Jayuya, PR
40370 - Juana Diaz, PR
40380 - Juncos, PR
40390 - Lajas, PR
40400 - Lares, PR
40410 - Las Marias, PR
40420 - Las Piedras, PR




Plan Ready for Upload Timestamp:

05/30/2020 03:10:36 PM SA Western Standard

Time
MA BPT Timestamp: 05/30/2020 04:44:59 PM SA Western Standard
Time
PD BPT Timestamp: 05/30/2020 04:45:00 PM SA Western Standard
Time
Last Upload File Creation Timestamp: 05/30/2020 04:49:39 PM SA Western Standard
Time
Upload Status: 05/30/2020 #01806
PLAN STATUS
Section A Status Plan Ready for Upload
Section B1 Status Completed
Section B2 Status Completed
Section B3 Status Completed
Section B4 Status Completed
Section B5 Status Completed
Section B6 Status Completed
Section B7 Status Completed
Section B§ Status Completed
Section B9 Status Completed
Section B10 Status Completed
Section B11 Status Completed
Section B12 Status Completed
Section B13 Status Completed
Section B14 Status Completed
Section B15 Status Completed
Section B16 Status Completed
Section B17 Status Completed
Section B18 Status Completed
Section B19 Status Completed
Section C Status Completed
Section D Status Completed
Section Mrx Status Completed
SECTION A: SECTION A-1
Organization Legal Name: MCS ADVANTAGE, INC.
Organization Marketing Name: MCS Classicare
Organization Web Site: www.mgcsclassicare.com
Plan Name: MCS Classicare Platino Recarga (IIMO D-§NP)
Organization Type: Local CCP ‘r
Plan Type: HMO '
Enrollee Type: Part A and Part B
Service Area(s): 40010 - Adjuntas, PR

Service Area(s): 40020 - Aguada, PR



Will your plan be limiting on-formulary coverage of  No
drugs to certain indications (i.e., are you
implementing indication-based formulary design)?

Do any drugs in your formulary require a step Yes
therapy plan?
Do you pay for over-the-counter medications No

(OTCs) under the utilization management program? -
SECTION RX: DEFINED STANDARD - LOCATIONS AND LOCATION SUPPLY

Select all Standard Retail Cost sharing : Standard Retail Cost Sharing - 1 month Supply:

Location/supply amount(s) that apply: Standard Retail Cost Sharing - 2 month Supply:
Standard Retail Cost Sharing - 3 month Supply

Enter number of days for Standard Retail Cost 30

Sharing 1-month supply:

Enter number of days for Standard Retail Cost 60

Sharing 2-month supply:

Enter number of days for Standard Retail Cost 90

Sharing 3-month supply:

Select all Qut-of-Network Pharmacy : Out-of-Network Pharmacy - one month supply

Location/supply amount(s) that apply:

Enter number of days for Out-of-Network 30

Pharmacy 1-month supply:

Select all Standard Mail-Order Cost Sharing : Standard Mail-Order - 3-month supply

Location/supply amount(s} that apply:

Enter number of days for Standard Mail-Order Cost 90
Sharing 3-month supply:

Select the Long-Term Care Pharmacy one month : Long-Term Care Pharmacy - [-month syg
Location/supply amount(s} that apply:

Enter number of days for Long-Term Care 31 LR
Pharmacy 1-month supply: 2C"i““‘i‘_t° 3"”39“’31
Are all of the drugs on your formulary available No

with an extended day supply?
Are any of the drugs available at an extended day Yes
supply limited to a 1-month supply for the first fill?
SECTION RX: MEDICARE RX - NOTES
Notes: The PBP will implement a Part D RI program in

accordance with any final Application Proposal
approved by CMMI.

Module: PBP /|
Requested By: d3ua ( /
PLAN SYSTEM INFORMATION /
Last eniry Date: 05/30/2020 rf' |
PBP Software Version: 2021.01 Y |



SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 3: PACKAGE
#1

Notes: Home Assistance - Eight (8) visits per year (two per

quarter) for Home Assistance (Plumbing,
Electricity, Locksmith) and categories listed under

Pest Control.
SECTION C: V/T - GENERAL - US
Do you offer a US Visitor/Iravel Program? No
SECTION D: PLAN DEDUCTIBLE (IN-NETWORK)
Is there an In-Network Plan Deductible? No
SECTION D: MAX ENROLLEE COST LIMIT (IN-NETWORK)
Is there an In-Network Maximum Enrollee Out-of- Yes
Pocket Cost?
Is your In-Network Maximum Enrollee Out-of- Voluntary
Pocket (MOOP) Cost at the Voluntary or
Mandatory Level?
Indicate In-Network Maximum Enrollee Out-of- 3400.00
Pocket Cost Amount:
Select the benefits that apply to the In-Network . In-Network Medicare-covered benefi
Maximum Enrollee Out-of-Pocket cost:
Does the In-Network Maximum Enrollee Qut-of- Yes

Pocket Cost apply to all In-Network Medicare-
covered plan services?
SECTION D: MAX PLAN BENEFIT COVERAGE

Is there a Maximum Plan Benefit Coverage No
Amount?

SECTION D: REDUCTIONS IN COST SHARING - GENERAL
Do you offer Reductions in Cost Sharing? No
SECTION D: COMBINED BENEFITS - GENERAL

Do you offer Combined Supplemental Benefits with  No
uniform cost sharing?

SECTION RX: MEDICARE RX GENERAL 1

Does your plan offer a Medicare Prescription drug Yes
(Part D) benefit?
Select the type of drug benefit: Defined Standard
Describe the components of your pharmacy network  : Standard Retail: Out-of-Network: Standard Mail-
(select all that apply): Order: Long-Term Care
Sponsor attests that it will comply with 42 CFR : Sponsor attests that it will comply with 42 CFR
423.154. 423.154.

SECTION RX: MEDICARE RX GENERAL 2
Does plan utilize floor pricing? No (/ f"
Does plan utilize ceiling pricing? No {
Are there quantity limits on certain prescription Yes
drugs?

Is prior authorization required for certain Yes |
prescription drugs?



Indicate number of trips for Plan-approved 0

Location:

Select Plan-approved Location Trips periodicity: Every year

Select Type of Transportation for Non-Medical One-way

Needs for Plan-approved Location:

Select Mode of Transportation for Non-Medical : Medical Transport: Other, Describe

Need for ?1§1n-approved Location:

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE

2: PACKAGE #1
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE
3: PACKAGE #1

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Transportation for Non- No

Medical Needs?

Notes: Fleet includes 4-door sedans, minivans, buses with

hydraulic ramps. The total number of trips is for a
combination of two benefits: -10b - Transportation
Services for Health Related Needs, and -19b - #131 -
Transportation for Non-Medical Needs, if the
o - o - beneficiary qualifies for SSBCL
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 1: PACKAGE
#1
Does the plan provide General Supports for Living Yes
as a supplemental benefit under Part C?

Select type of benefit for General Supports for Mandatory
Living:
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 2: PACKAGE
#1
Is there an enrollee Coinsurance? No /|
Is there an enrollee Deductible? No . Irfll.f'
Is there an enrollee Copayment? No [/
Is authorization required? No
Is a referral required for General Supports for No .

Living?



SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 3 (RETROACTIVE
REIMBURSEMENT): PACKAGE #1

Are you offering retroactive reimbursement?
Is there a maximum benefit amount?

No
No

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - NOTES: PACKAGE #1

Notes:

The following SSBCI benefits will be offered: -
Pest Control - Transportation for Non-Medical
Needs - General Supports for Living: (1) Home
Assistance Services

SECTION B: VBID/UF/SSBCI 19B #131 NON-PRIMARILY HEALTH RELATED BENEFITS FOR
THE CHRONICALLY ILL - TYPE: PACKAGE #1

Select what type of benefit your Non-Primarily
Health Related Benefits for the Chronically 1l
includes:

: Pest Control: Transportation for Non-Medical
Needs: General Supports for Living

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 1: PACKAGE #1

Does the plan provide Pest Control as a
supplemental benefit under Part C?

Select type of benefit for Pest Control:

Is there a service-specific Maximum Plan Benefit
Coverage amount?

[s there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 2: PACKAGE

[s there an enrollee Coinsurance?

Is there an enrollee Deductible?

Is there an enrollee Copayment?

Is authorization required?

Is a referral required for Pest Control?

Mandatory Q/
No { < [C'

No @6‘ .

Yes '
o‘
§‘f’
Py
’mBTO

No
No
No
No
No

SECTION B: VBID/UF/SSBCI 19B #13I PEST CONTROL - BASE 3: PACKAGE #1

Notes:

Services listed in this category will be combined
with those filed under SSBCI Category "General
Supports for Living". Member will choose up to
Two (2) Services per quarter from the following
options: - Pest Control - Preventive home
cleaning/disinfection - Any of the services listed
under "Home Assistance” (filed under "General
Supports for Living")

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE
1: PACKAGE #1

Does the plan provide Transportation for Non-

Medical Needs as a supplemental benefit under Part

Cc?
Select enhanced benefit:
Select type of benefit for Plan-approved Location:

Is this benefit unlimited for number of trips for
Plan-approved Location?

Yes

Plan-approved Location
Mandatory
No 4



Is there a service-specific Maximum Plan Benefit
Coverage amount?

Does the Maximum Plan Benefit Coverage Amount
apply per ear or for both ears combined?

Select the Maximum Plan Benefit Coverage type:
Indicate Maximum Plan Benefit Coverage amount:

Indicate Maximum Plan Benefit Coverage
periodicity:

Yes
Both ears combined

Plan-specified amount per period
1000.00
Every year

SECTION B: #18B HEARING AIDS - BASE 3

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

No

No

SECTION B: #18B HEARING AIDS - BASE 4

Is there an enrollee Copayment?
Is there an enrollee Deductible?

No
No

SECTION B: #18B HEARING AIDS - BASE 5

Is authorization required?
[s a referral required for Hearing Aids?
Notes:

SECTION B: #19 VBID/MA UNIFORMITY FLEXIBILITY/SSBCI

Does your plan include MA Uniformity Flexibility
with reductions in cost or additional benefits?

Do you offer Special Supplemental Benefits for the
Chronically T11?

Select what type of benefit your SSBCI includes:

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI
Does your VBID/MA Uniformity Flexibility/SSBCI

benefit offer additional Part C benefits?

How many packages do your Additional Benefits
contain? (_1 -15)

No
Yes

Benefit and Maximum Plan Coverage Amount
includes benefit for repair of devices.

No
Yes

: Additional Benefits

Yes

1

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - PACKAGE TYPE: PACKAGE'

Is this package applicable to VBID or MA
Uniformity Flexibility or SSBCI?

#1

SSBCI

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 1 (PACKAGE INFO): :
PACKAGE #1 (

Is there a prerequisite for any additional benefits for

this package?
Select all the Non-Medicare-covered additional
benefits offered in this package:

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 2 (OON/POS/PLAN- 8

No

: 13i: Non-Primarily Health Related Benefits for the
Chronically I11

LEVEL DEDUCTIBLE): PACKAGE #1 y

Are any benefits exempt from the plan-level
deductible?

No

T



Is a referral required for Eyewear? No

Notes: Eyewear benefit maximum amount includes repair
of eyewear, Provider and/or member must verify
remaining combined maximum plan benefit
coverage amount available.

SECTION B: #18A HEARING EXAMS - BASE 1

Does the plan provide Hearing Exams as a Yes
supplemental benefit under Part C?

Select enhanced benefits: : Routine Hearing Exams: Fitting/Evaluation for
Hearing Aid

Select type of benefit for Routine Hearing Exams: Mandatory

Is this benefit unlimited for Routine Hearing No, indicate number

Exams?

Indicate number for Routine Hearing Exams: 1

Select Routine Hearing Exams periodicity: Every year

Select type of benefit for Fitting/Evaluation for Mandatory

Hearing Aid:

Is this benefit unlimited for Fitting/Evaluation for No, indicate number

Hearing Aid?

Indicate number for Fitting/Evaluation for Hearing 1

Aid:

Select Fitting/Evaluation for Hearing Aid Every yecar

periodicity:

SECTION B: #18A HEARING EXAMS - BASE 2

Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there an enrollee Deductible? No
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #18A HEARING EXAMS - BASE 3
Is there an enroliee Copayment? No
Is authorization required? No
Is a referral required for Hearing Exams? No

SECTION B: #18B HEARING AIDS - BASE 1

Does the plan provide Hearing Aids as a Yes
supplemental benefit under Part C?
Select enhanced benefits: : Hearing Aids (all types) [/
Select type of benefit for Hearing Aids (all types): Mandatory / f},’{
Is this benefit unlimited for Hearing Aids (all No, indicate number
types)?
Indicate quantity for Hearing Aids (all types): 2 .
Select Hearing Aids (all types) periodicity: Every year '

SECTION B: #18B HEARING AIDS - BASE 2 ¢



Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

No

SECTION B: #17A EYE EXAMS - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Copayment?
Is there an enrollee Deductible?

No
No
No

SECTION B: #17A EYE EXAMS - BASE 3

Is authorization required?
Is a referral required for Eye Exams?

No
No

SECTION B: #17B EYEWEAR - BASE 1

Does the plan provide Eyewear as a supplemental
benefit under Part C?

Select enhanced benefits:

Select type of benefit for Contact lenses:
1s this benefit unlimited for Contact lenses?

Select type of benefit for Eyeglasses (lenses and
frames):

Is this benefit unlimited for Eyeglasses (lenses and
frames)?

Yes

: Contact lenses: Eyeglasses (lenses and frames):
Eyeglass lenses: Eyeglass frames

Mandatory
Yes
Mandatory

Yes

SECTION B: #17B EYEWEAR - BASE 2

Select type of benefit for Eyeglass lenses:

Is this benefit unlimited for Eyeglass lenses?
Select type of benefit for Eyeglass frames:

Is this benefit unlimited for Eyeglass frames?

Mandatory
Yes
Mandatory
Yes

SECTION B: #17B EYEWEAR - BASE 3

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Select the Maximum Plan Benefit Coverage type:
Do you offer a Combined Max Plan Benefit
Coverage Amount for all Eyewear?

Indicate Combined Maximum Plan Benefit
Coverage amount:

Select the Combined Maximum Plan Benefit
Coverage periodicity:

Yes

Plan-specified amount per period
Yes

200.00

Every year

SECTION B: #17B EYEWEAR - BASE 4

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?

SECTION B: #17B EYEWEAR - BASE 5

No

No If)

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No (
SECTION B: #17B EYEWEAR - BASE 6 ”.

Is authorization required? No '



Is this benefit unlimited for Restorative Services? No, indicate number

Indicate number of visits for Restorative Services: 1

Select the Restorative Services periodicity: Every three years
SECTION B: #16B COMPREHENSIVE DENTAL - BASE 2

Select type of benefit for Endodontics: Mandatory

Is this benefit unlimited for Endodontics? Yes

Select type of benefit for Periodontics: Mandatory

Is this benefit unlimited for Periodontics? Yes

Select type of benefit for Extractions: Mandatory

Is this benefit unlimited for Extractions? Yes

Select type of benefit for Prosthodontics, Other Mandatory

Oral/Maxillofacial Surgery, Other Services:

Is this benefit unlimited for Prosthodontics, Other Yes

Oral/Maxillofacial Surgery, Other Services?
SECTION B: #16B COMPREHENSIVE DENTAL - BASE 3

Is there a service-specific Maximum Plan Benefit Yes
Coverage amount?

Select the Maximum Plan Benefit Coverage type: Plan-specified amount per period
Indicate Maximum Plan Benefit Coverage amount: 2000.00
Select the Maximum Plan Benefit Coverage Every year
periodicity:
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 4
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE §
Is there an enrollee Copayment? No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 6
Is authorization required? Yes
Is a referral required for Comprehensive Dental No
Services?
Notes: Prosthodontics not covered.

SECTION B: #17A EYE EXAMS - BASE 1
Does the plan provide Eye Exams as a supplemental  Yes

benefit under Part C?

Select enhanced benefit: : Routine Eye Exams

Select type of benefit for Routine Eye Exams: Mandatory ]

Is this benefit unlimited for Routine Eye Exams? No, indicate number //
Indicate number of exams for Routine Eye Exams: 1 |/

Select the Routine Eye Exams periodicity: Every year

Is there a service-specific Maximum Plan Benefit No 4

Coverage amount?



Is there an enrollee Copayment?

Is authorization required for Medicare-covered
Glaucoma Screening?

Is authorization required for Medicare-covered
Diabetes Self-Management Training?

Is authorization required for Medicare-covered
Barium Enemas?

Is authorization required for Medicare-covered
Digital Rectal Exams?

Is authorization required for Medicare-covered
EKG following Welcome Visit?

Is authorization required for Other Medicare-
covered Preventive Services?

No
No

No

No

No

No

No

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 4

Is a referral required for any Services?

No

SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 1

Is there a Maximum Enrollee Qut-of-Pocket Cost?

Is there an enrollee Coinsurance?

SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 2

Is there an enroilee Copayment?

Is there an enrollee Deductible?

Is Authorization Required?

Does the plan offer step therapy?

Does the benefit step from (select all that apply):

SECTION B: #15 HOME INFUSION BUNDLED SERVICES

Does the plan provide Part D home infusion drugs
as part of a bundled service as a mandatory
supplemental benefit?

No
No

No

No

Yes

Yes

: Part B to Part B?: Part D to Part B?

No

SECTION B: #16A PREVENTIVE DENTAL - BASE 1

Does the plan provide Preventive Dental Items as a

supplemental benefit under Part C?

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 1

Does the plan provide Comprehensive Dental Items

as a supplemental benefit under Part C?
Select enhanced benefits:

Select type of benefit for Non-routine Services:

Is this benefit unlimited for Non-routine Services?
Select type of benefit for Diagnostic Services:

Is this benefit unlimited for Diagnostic Services?
Indicate number of visits for Diagnostic Services:
Select the Diagnostic Services periodicity:

Select type of benefit for Restorative Services:

Yes

: Non-routine Services: Diagnostic Services:
Restorative Services: Endodontics: Periodontics:
Extractions: Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services

Mandatory

Yes i/
Mandatory

No, indicate number -
1 ,;
Every six months

Mandatory



Health Education Notes: \STRAC/S Route to Wellness - Health and preventive
\;}-‘if _“x{l’ ) workshops, preventive care reminders, and self-care
I ~ N\®N gyides. Healthy Welcome Program - Coordination
[ Gontrato NimexC \ of initial healthy welcome visit. MCS En Alerta -

003
—n

Guidance on preventive measures and actions to
take in case of natural disasters and to reduce health
complications.

Personal evaluation and diet plan designed by
licensed dietitian according to patienta€™s health
needs, including exercise suggestions.

Fitness Benefit Notes:* Route to Wellness - Exercise and Nutrition
Education Interventions. Member has access to
fitness classes to promote physical activity and a

healthier lifestyle.
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 14
Remote Access Technology (Web/Phone-based Video doctor visits are intended to complement
technologies) Notes:* face-to-face visits with a board-certified physician

to treat the most common conditions, such as
allergies, flu,among others.

Remote Access Technologies (Nursing Hotline) MCS MedilAnea- Nursing Hotline.

Notes:

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 135

Alternative Therapies Notes:* Foot reflexology is limited to six (6) visits per year
and must be ordered by a physician or medical
professional.

Therapeutic Massage Notes:* Therapeutic massage is limited to six (6) visits per
year and must be ordered by a physician or medical
professional.

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 2

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Kidney Disease Education No

Services?

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost for Other Medicare-covered
Preventive Services?

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 3



Alternative Therapies*: 14¢18: Therapeutic

Massage*
Select type of benefit for Health Education: Mandatory
Select type of benefit for Nutritional/Dietary Mandatory
Benefit:
Is this benefit unlimited for Nutritional/Dietary No, indicate number
Benefit?
Indicate number of visits for Nutritional/Dietary 6
Benefit:
Indicate setting for Nutritional/Dietary Benefit: Individual Sessions
Select type of benefit for Fitness Benefit: Mandatory
Indicate type of Fitness Benefit offered (Select all : Physical Fitness
that apply):
Select type of benefit for Remote Access Mandatory

Technologies (including Web/Phone-based
technologies and Nursing Hotline):

Select the type of Remote Access Technologies : Web/Phone-based technologies: Nursing Hotline
offered (Select all that apply):

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 2

Select type of benefit for Alternative Therapies: Mandatory

Is this benefit unlimited for Alternative Therapies? No, indicate number
Indicate number of visits offered for Alternative 6

Therapies:

Is your Alternative Therapies benefit combined with ~ No
either the Chiropractor Services benefit or
Acupuncture benefit, or both?

Select type of benefit for Therapeutic Massage: Mandatory
SECTION B: #}4C QTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 3
Is there a service-specific Maximum Plan Benefit No
Coverage amount for Other Defined Supplemental
Benefits?
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 6
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost for Other Defined Supplemental
Benefits?
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 9
Is there an enrollee Coinsurance? No
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 11
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No j
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 13 J Ir"_.-’r
Is authorization required? No g
Is a referral required for Other Defined No

Supplemental Benefits?



Is a referral required for Acupuncture?

No

SECTION B: #13B OTC ITEMS - BASE 1

Does the plan provide Over-The-Counter (OTC) Yes

Items as a supplemental benefit under Part C?

Select type of benefit for OTC Items: Mandatory
Is there a service-specific Maximum Plan Benefit Yes
Coverage amount?

Indicate Maximum Plan Benefit Coverage amount: 20.00
Select Maximum Plan Benefit Coverage Every three months
periodicity:

Does your Maximum Plan Benefit Coverage No
amount carry forward to the next period if it is

unused?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

Are you offering Nicotine Replacement Therapy No

(NRT) as a Part C OTC benefit?

SECTION B: #13B OTC ITEMS - BASE 2

Is there an enrollee Coinsurance? No A

Is there an enrollee Deductible? No L ofd \©
Is there an enrollee Copayment? No l2 1 -9q o)
Does this cover all of the OTC list which may be No \ i /

found in Chapter 4 of the Medicare Managed Care
Manual?

SECTION B: #13C MEAL BENEFIT - BASE 1

Does the plan provide a limited duration Meal
Benefit as a supplemental benefit under Part C?

No

Note: Only primarily health-related meals offered in
accordance with Chapter 4 of the MMCM should be
entered in this section.

SECTION B: #14A MEDICARE-COVERED ZERO DOLLAR PREVENTIVE SERVICES

Medicare-covered Zero Dollar Preventive Services : I attest that there is no coinsurance, copayment, or

Attestation deductible for all Original Medicare preventive
services that are offered at zero dollar cost sharing.
Is authorization required? No
Is a referral required? No f

SECTION B: #14B ANNUAL PHYSICAL EXAM - BASE 1 f ;'I

Does the plan provide the Annual Physical Exam as  No
a supplemental benefit under Part C?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 1

Does the plan provide Other Defined Supplemental ~ Yes
Benefits as a benefit under Part C?

Select enhanced benefit (Select all that apply): : 14c¢1: Health Education: 14¢2: Nutritional/Dietary
Benefit: 14c4: Fitness Benefit*: 14¢7: Remote
Access Technologies (including Web/Phone-basequ

technologies and Nursing Hotline)*: 14¢17:



Notes: Pre-authorization by PCP (for corresponding
services) is managed through
Referral/Authorization Form.

SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 2
Is there an enrollee Copayment? No
Do you limit Diabetic Supplies and Services to Yes
those from specified manufacturers?
Is authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding

services) 1s managed through
Referral/Authorization Form.

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enroliee Copayment? No

SECTION B: #12 DIALYSIS SERVICES - BASE 2
Is authorization required? No
Is a referral required for Dialysis Services? No

SECTION B: #13A ACUPUNCTURE - BASE 1

Does the plan provide Acupuncture as a Yes
supplemental benefit under Part C?
Select enhanced benefit: : Number of Treatments
Select type of benefit for Number of Treatments: Mandatory

Is this benefit unlimited for Number of Treatments? No

Indicate limit for Number of Treatments: 6

Indicate Number of Treatments periodicity: Every year
Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

Is your Acupuncture benefit combined with either No

the Chiropractor Services benefit or Alternative
Therapies benefit, or both?

SECTION B: #13A ACUPUNCTURE - BASE 2 J _!' /

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

Is authorization required? No



Indicate number of trips for Plan Approved Health- 6
related Location:

Select Plan Approved Health-related Location Trips ~ Every year

periodicity:

Select Type of Transportation for Plan Approved One-way
Health-related Location:

Select Mode of Transportation for Plan Approved : Medical Transport

Health-related Location:

SECTION B: #10B TRANSPORTATION SERVICES - BASE 2

Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

SECTION B: #10B TRANSPORTATION SERVICES - BASE 3

Is there an enrollee Copayment? No

Is authorization required? No

Is a referral required for Transportation Services? No

Notes: Transportation to Plan-Approved Location provided

by contracted transportation provider, who will
verify remaining trip balance.

SECTION B: #11A DME - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #11A DME - BASE 2
Are there preferred vendors/manufacturers for Yes
Durable Medical Equipment (DME)?
Is authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding

services) is managed through
Referral/Authorization Form.

SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No ¥
SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 2 ' { /
Is there an enrollee Deductible? No :
Is there an enrollee Copayment? No
SECTION B: #11B PROSTHETICS/MEDICAL SUPPLIES - BASE 3 .,J

Is authorization required? Yes |



SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #9C OUTPATIENT SUBSTANCE ABUSE - BASE 3
Is authorization required? No
Is a referral required for Qutpatient Substance No
Abuse?

SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 1

Does the plan provide Qutpatient Blood Services as  Yes
a supplemental benefit under Part C?

Select enhanced benefit: : Three (3) Pint Deductible Waived
Select type of benefit for Three (3} Pint Deductible Mandatory
Waived:
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #9D OUTPATIENT BLOOD SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No

Is a referral required for thpaﬁ%ent Blood Services? NQ -
SECTION B: #10A AMBULANCE SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #10A AMBULANCE SERVICES - BASE 2
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #10A AMBULANCE SERVICES - BASE 3
Is authorization required for non-emergency Yes

Medicare services?
SECTION B: #10B TRANSPORTATION SERVICES - BASE 1

Does the plan provide Transportation Services as a Yes
supplemental benefit under Part C?

Select enhanced benefit: Plan Approved Health-related Location

Select type of benefit for Plan Approved Health- Mandatory (]
related Location:

Is this benefit unlimited for number of trips for Plan  No
Approved Health-related Location? %



SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 3

[s there an enrollee Deductible? No
[s there an enrollee Copayment? No
SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 4
Is authorization required? Yes
[s a referral required for Outpatient Diagnostic Yes

Procedures/Test/Lab Services?
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 2
[s there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #8B OUTPATIENT DIAG/THERAPEUTIC RAD SERVICES - BASE 3
[s authorization required? Yes
Is a referral required for Outpatient Yes
Diagnostic/Therapeutic Radiological, and X-Ray
Services?

SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 1

[s there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #9A OUTPATIENT HOSPITAL SERVICES - BASE 2
[s there an enrollee Deductible? No
Is there an enrolleec Copayment? No
[s authorization required for Medicare-covered Yes
Outpati tal Sorvi ? \*\\STRACIO\
patient Hospital Services? @

.. . o \ ‘“\
Is authorl.zatlon n?qulred for Medicare-covered No < /contrato Nimero
Observation Services? 21 -09 3'|
Is a referral required for Medicare-covered Yes _ Ig ]
Outpatient Hospital Services? /:y /’
Is a referral required for Medicare-covered No o e
Observation Services? P

SECTION B: #9B ASC SERVICES - BASE 1
Is there a service-specific Maximum Enroliee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #9B ASC SERVICES - BASE 2 (f

Is there an enrollee Deductible? No '/
Is there an enrollee Copayment? No
Is authorization required? Yes |
Is a referral required for Ambulatory Surgical Yes |

Center Services?



Notes: ) 7 Preauthorization required through MCS Solutions.
SECTION B: #71 PT AND SP SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

SECTION B: #71 PT AND SP SERVICES - BASE 2

Is authorization required? Yes

Is a referral required for Physical Therapy and Yes

Speech-Language Pathology Services?
SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 1

Do you offer an Additional Telchealth benefit for Yes

Part B services?

Select the Medicare-covered benefits that may have  : 7a: Primary Care Physician Services: 7d:

Additional Telehealth Benefits available: Physician Specialist Services: 7el: Individual
Sessions for Mental Health Specialty Services: 7hl:
Individual Sessions for Psychiatric Services: 14e2:
Diabetes Self-Management Training

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost for Additional Telehealth?

SECTION B: #7J ADDITIONAL TELEHEALTH SERVICES - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #’fJ ADDITIONAL TELEHEALTH SERVICES - BASE 3
Is authorization required for Additional Telehealth No

Services?
Is a referral required for Additional Telehealth No
Services?

SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #7K OPIOID TREATMENT PROGRAM SERVICES - BASE 2
Is authorization required? No |/
Is a referral required for Opioid Treatment Program  No |
Services?

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE 1 ;' '

Is there a service-specific Maximum Enrollee Out- No /
of-Pocket Cost? '

SECTION B: #8A OUTPATIENT DIAG PROCS/TESTS/LAB SERVICES - BASE2
Is there an enrollee Coinsurance? No



SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 2
Is there an enroliee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7E MENTAL HEALTH SPECIALTY SERVICES - BASE 3
Is authorization required? Yes
Is a referral required for Mental Health Specialty No
Services - Non-Physician?
Notes: Preauthorization required through MCS Solutions.
SECTION B: #7F PODIATRY SERVICES - BASE 1
Does the plan provide Podiatry Services as a No
supplemental benefit under Part C?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7F PODIATRY SERVICES - BASE 2
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7F PODIATRY SERVICES - BASE 3
Is authorization required? No
Is a referral required for Podiatrist Services? Yes
SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost? \
Is there an enrollee Coinsurance? No }
Is there an enrollee Deductible? No e oy
[s there an enrollee Copayment? No QC:‘? - xgﬁff
SECTION B: #7G OTHER HEALTH CARE PROFESSIONAL - BASE 2 OspE~
Is authorization required? No
Is a referral required for Other Health Care Yes
Professional Services?
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 2
Is there an enrollee Coinsurance? No ,
Is there an enrollee Deductible? No T, /
Is there an enrollee Copayment? No | li
SECTION B: #7H PSYCHIATRIC SERVICES - BASE 3 '
Is authorization required? Yes 4

Is a referral required for Psychiatric Services? No



Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7B CHIROPRACTIC SERVICES - BASE 1
Does the plan provide Chiropractic Services as a Yes
supplemental benefit under Part C?
Select enhanced benefit: : Routine Care
Select type of benefit for Routine Care: Mandatory
Is this benefit unlimited for Routine Care? No, indicate number
Indicate number of visits for Routine Care: 6
Select Routine Care periodicity: Every year
Is your Chiropractor Services benefit combined No

with either the Acupuncture or Alternative
Therapies benefit, or both?

Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #7B CHIROPRACTIC SERVICES - BASE 2

Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
Is authorization required? No
Is a referral required for Chiropractic Services? Yes
SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
1s there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #7C OCCUPATIONAL THERAPY SERVICES - BASE 2
Is authorization required? Yes
Is a referral required for Occupational Therapy Yes
Services?

SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

SECTION B: #7D PHYSICIAN SPECIALIST SERVICES - BASE 2

Is authorization required? No /
Is a referral required for Physician Specialist Yes '

Services?



Does the plan provide Worldwide
Emergency/Urgent Coverage as a supplemental
benefit under Part C?

Select enhanced benefit:

Select type of benefit for Worldwide Emergency
Coverage:

Select type of benefit for Worldwide Urgent
Coverage:

Is there a Maximum Plan Benefit Coverage amount
for Worldwide Emergency/Urgent Coverage?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Yes

: Worldwide Emergency Coverage: Worldwide
Urgent Coverage

Mandatory

Mandatory

No

No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Copayment?
Is there an enrollee Deductible?

No
No
No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE 3

Notes:

Coverage is managed through reimbursement based
on different fee schedules allowed by our plan, less
applicable member cost share.

SECTION B: #5 PARTIAL HOSPITALIZATION - BASE 1

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

Is there an enrollee Coinsurance?
Is there an enrollee Deductible?

No

No
No

SECTION B: #5 PARTIAL HOSPITALIZATION - BASE 2

Is there an enrollee Copayment?

Is authorization required?

Is a referral required for Partial Hospitalization?
Notes:

SECTION B: #6 HOME HEALTH SERVICES - BASE 1

Is there a service-specific Maximum Enrollee OQut-
of-Pocket Cost?

Is there an enrollee Coinsurance?

SECTION B: #6 HOME HEALTH SERVICES - BASE 2

Is there an enrollee Deductible?
Is there an enrollee Copayment?

SECTION B: #6 HOME HEALTH SERVICES - BASE 3

No
Yes
No

Preauthorization required through MCS Solutions,
except for Emergency and Urgency Servicgs

No

No

No
No

Is authorization required? Yes
Is a referral required for Home Health Services? Yes

SECTION B: #7A PRIMARY CARE PHYSICIAN SERVICES - BASE 1 #
Is there a service-specific Maximum Enrollee Out- No fl

of-Pocket Cost?



Indicate the Number of Hospital Days Required Zero
Prior to SNF Admission (0-2):

[s there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #2 SNF - BASE 2
Does this plan's Medicare-covered benefit cost No
sharing vary by the Skilled Nursing Facility in
which an enrollee obtains care?

[s there an enrollee Coinsurance? No

SECTION B: #2 SNF - BASE 6
Is there an enrollee Copayment? No

SECTION B: #2 SNF - BASE 10
What is your SNF benefit period? Original Medicare
Is authorization required? Yes
Is a referral required for SNF Services? Yes

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 1

Does the plan provide Cardiac and Pulmonary No
Rehabilitation Services as a supplemental benefit
under Part C?

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 2

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enroilee Coinsurance? No

SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 3

Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #3 CARDIAC AND PULMONARY REHABILITATION SERVICES - BASE 4
Is authorization required? Yes
Is a referral required for Cardiac and Pulmonary No

Rehabilitation Services?
SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #4A EMERGENCY/POST-STABILIZATION SERVICES - BASE 2

Is there an enrollee Copayment? No

SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 1
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #4B URGENTLY NEEDED SERVICES - BASE 2
Is there an enrollee Copayment? No

SECTION B: #4C WORLDWIDE EMERGENCY/URGENT COVERAGE - BASE1 /|

o



SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 1

Does the plan provide Inpatient Hospital-Acute No
Services as a supplemental benefit under Part C?

SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 2

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Does this plan's Medicare-covered benefit cost No

sharing vary by hospital(s) in which an enrollee
obtains care?

Is there an enrollee Coinsurance? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 7
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
SECTION B: #1A INPATIENT HOSPITAL-ACUTE - BASE 12
What is your Inpatient Hospital-Acute benefit Original Medicare
period?
Is authorization required? Yes
Is a referral required for Inpatient Hospital-Acute Yes
Services?

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 1
Does the plan provide Inpatient Hospital Psychiatric  No
Services as a supplemental benefit under Part C?

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 2

Does this plan's Medicare-covered benefit cost No
sharing vary by hospital(s) in which an enrollee
obtains care?

Is there an enrollee Coinsurance? No

SECTION B: #1B INPATIENT HOSPITAL PSYCHIATRIC - BASE 7
Is there an enrollee Deductible? No
Is there an enrollee Copayment‘? No

What is your Inpatient Hospltal Psychiatric benefit Original Medicare
period?

Is authorization required? Yes

Is a referral required for Inpatient Psychiatric No
Hospital Services?

Notes: Preauthorization required through MCS Solutions,
except for Emergency and Urgency Services.

SECTION B: #2 SNF - BASE 1

Does the plan provide Skilled Nursing Facility No

Services as a supplemental benefit under Part C? l
Do you allow less than 3 day inpatient hospital stay ~ Yes 'm\ -
prior to SNF admission? y |

C



Physician Website Address:

Customer Service Contact Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Prospective Medicare Beneficiaries:

Customer Service Contact Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Local Phone Number for
Current Part D Medicare Beneficiaries:

Customer Service Contact Phone Number for
Prospective Part D Medicare Beneficiaries:

www.mcsclassicare.com
(866)627-8183

(787)620-2530
(866)627-8181
(787)620-2528
(866)627-8183
(787)620-2530

(866)627-8181

SECTION A: SECTION A-4

Customer Service Contact Local Phone Number for
Prospective Part D Medicare Beneficiaries:

Customer Service Contact TTY/TDD for Current
Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Current Medicare Beneficiaries:

Customer Service Contact TTY/TDD for
Prospective Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Prospective Medicare Beneficiaries:

Customer Service Contact TTY/TDI) for Current
Part D Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Current Part D Medicare Beneficiaries:
Customer Service Contact TTY/TDD for
Prospective Part D Medicare Beneficiaries:

Customer Service Contact Local TTY/TDD for
Prospective Part D Medicare Beneficiaries:

SECTION A: SECTION A-5

Is your organization filing a standard bid for Section = No

B of the PBP?

Is your organization filing a standard bid for Section

C of the PBP?

(787)620-2528
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182
(866)627-8182

(866)627-8182

No

SECTION A: SECTION A-6

Is your organization filing a standard bid for Section  No .
D of the PBP? |

Do any of your outpatient services have tiered cost No
sharing? (Please note: Inpatient Hospital services

that have tiered cost sharing are entered in Section

B of the PBP software)



Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Arca(s):

40570 - Quebradilias, PR
40580 - Rincon, PR
40590 - Rio Grande, PR
40610 - Sabana Grande, PR
40620 - Salinas, PR
40630 - San German, PR
40640 - San Juan, PR
40650 - San Lorenzo, PR
40660 - San Sebastian, PR
40670 - Santa Isabel, PR
40680 - Toa Alta, PR
40690 - Toa Baja, PR
40700 - Trujillo Alto, PR
40710 - Utuado, PR
40720 - Vega Alta, PR
40730 - Vega Baja, PR
40740 - Vieques, PR
40750 - Villalba, PR
40760 - Yabucoa, PR
40770 - Yauco, PR

Contract Number: H5577
Plan ID: 029
Segment 1D: 0

Contract Period: 2021

Plan Geographic Name: Puerto Rico
Is this an Employer-Only plan? No

SECTION A: SECTION A-2
Indicate CY2021 total projected member months for 81477

this plan:

Does this Plan have a CMS-approved Continuation No

Area?

Do you intend to participate in the PLATINO Yes
program?

Is this a Special Needs Plan? Yes

Special Needs Plan Type: Dual-Eligible
Is this D-SNP plan a Medicare zero-dollar cost No

sharing plan (this does not apply to Part D

Services)?

Under this D-SNP, has the state agreed to cover all Yes
Medicare premiums and cost sharing for enrollees
in your D-SNP?

SECTION A: SECTION A-3 ¥
Participating Pharmacy Website Address: www.mcsclassicare.com
Formulary Website Address: www.mcsclassicare.com |



Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Arca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Arca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Arca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Arca(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

40160 - Catano, PR
40170 - Cayey, PR
40180 - Ceiba, PR
40190 - Ciales, PR
40200 - Cidra, PR
40210 - Coamo, PR
40220 - Comerio, PR
40230 - Corozal, PR
40240 - Culebra, PR
40250 - Dorado, PR
40260 - Fajardo, PR
40265 - Florida, PR
40270 - Guanica, PR
40280 - Guayama, PR
40290 - Guayanilla, PR
40300 - Guaynabo, PR
40310 - Gurabo, PR
40320 - Hatillo, PR
40330 - Hormigueros, PR
40340 - Humacao, PR
40350 - Isabela, PR
40360 - Jayuya, PR
40370 - Juana Diaz, PR
40380 - Juncos, PR
40390 - Lajas, PR
40400 - Lares, PR
40410 - Las Marias, PR
40420 - Las Piedras, PR
40430 - Loiza, PR
40440 - Luquillo, PR
40450 - Manati, PR
40460 - Maricao, PR
40470 - Maunabo, PR
40480 - Mayaguez, PR
40490 - Moca, PR
40500 - Morovis, PR
40510 - Naguabo, PR
40520 - Naranjito, PR (/]
40530 - Orocovis, PR /
40540 - Patillas, PR |
40550 - Penuelas, PR

40560 - Ponce, PR

\STRAC/5
é‘; ~%o




Section B5 Status
Section B6 Status
Section B7 Status
Section B8 Status
Section B9 Status
Section B10 Status
Section B11 Status
Section B12 Status
Section B13 Status
Section B14 Status
Section B15 Status
Section B16 Status
Section B17 Status
Section B18 Status
Section B19 Status
Section C Status
Section D Status
Section Mrx Status

Organization Legal Name:
Organization Marketing Name:

Organization Web Site:
Pian Name:
Organization Type:
Plan Type:
Enrollec Type:
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):
Service Area(s):

Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed
Completed

SECTION A: SECTION A-1

MCS ADVANTAGE, INC.
MCS Classicare
www.nicsclassicare.com
MCS Classicare Platino MA;sCa$h (HMO D-SNP)
Local CCP

HMO

Part A and Part B

40010 - Adjuntas, PR
40020 - Aguada, PR
40030 - Aguadilla, PR
40040 - Aguas Buenas, PR
40050 - Aibonito, PR
40060 - Anasco, PR

?,-"cgntrato Ngrmaro

40070 - Arecibo, PR \21-003)

40080 - Arroyo, PR “;O ; ?

40090 - Barceloneta, PR N a—"5
\'\5’0 s D%,./

40100 - Barranquitas, PR

40110 - Bayamon, PR

40120 - Cabo Rojo, PR i
40130 - Caguas, PR (| /
40140 - Camuy, PR N
40145 - Canovanas, PR

40150 - Carolina, PR



Enter number of days for Standard Retail Cost
Sharing 3-month supply:

Select all Qut-of-Network Pharmacy
Location/supply amount(s) that apply:

Enter number of days for Out-of-Network
Pharmacy 1-month supply:

Select all Standard Mail-Order Cost Sharing
Location/supply amount(s) that apply:

Enter number of days for Standard Mail-Order Cost
Sharing 3-month supply:

Select the Long-Term Care Pharmacy one month
Location/supply amount(s} that apply:

Enter number of days for Long-Term Care
Pharmacy 1-month supply:

Are all of the drugs on your formulary available
with an extended day supply?

Are any of the drugs available at an extended day
supply limited to a 1-month supply for the first fill?

SECTION RX: MEDICARE RX - NOTES

Notes:

90
: Out-of-Network Pharmacy - one month supply
30

: Standard Mail-Order - 3-month supply

90

: Long-Term Care Pharmacy - 1-month supply
31
No

Yes

The PBP will implement a Part D RI program in

accordance with any final Application Proposal
approved by CMML

Module: PBP
Requested By: d3ua
PLAN SYSTEM INFORMATION
Last entry Date: 05/29/2020
PBP Software Version: 2021.01

Plan Ready for Upload Timestamp:
MA BPT Timestamp:
PD BPT Timestamp:

Last Upload File Creation Timestamp:

05/29/2020 03:13:54 PM SA Western Standard
Time
05/30/2020 04:44:54 PM SA Western Standard
Time
05/30/2020 04:44:55 PM SA Western Standard
Time
05/30/2020 04:49:39 PM SA Western Standard
Time

Upload Status: 05/30/2020 #01806

PLAN STATUS I
Section A Status Plan Ready for Upload ;
Section B1 Status Completed / /
Section B2 Status Completed
Section B3 Status Completed L[

Section B4 Status

Completed / /
/



Indicate In-Network Maximum Enrollee Qut-of- 3400.00
Pocket Cost Amount:

Select the benefits that apply to the In-Network : In-Network Medicare-covered benefits
Maximum Enrollee Qut-of-Pocket cost:

Does the In-Network Maximum Enrollee Out-of- Yes
Pocket Cost apply to all In-Network Medicare-
covered plan services?

SECTION D: MAX PLAN BENEFIT COVERAGE

Is there a Maximum Plan Benefit Coverage No
Amount?

SECTION D: REDUCTIONS IN COST SHARING - GENERAL
Do you offer Reductions in Cost Sharing? No
SECTION D: COMBINED BENEFITS - GENERAL

Do you offer Combined Supplemental Benefits with ~ No
uniform cost sharing?

SECTION RX: MEDICARE RX GENERAL 1

Does your plan offer a Medicare Prescription drug Yes
(Part D) benefit?
Select the type of drug benefit: Defined Standard
Describe the components of vour pharmacy network  : Standard Retail: Out-of-Network: Standard Mail-
(select all that apply): Order: Long-Term Care
Sponsor attests that it will comply with 42 CFR : Sponsor attests that it will comply with 42 CFR
423.154. 423.154.

SECTION RX: MEDICARE RX GENERAL 2
Does plan utilize floor pricing? No
Does plan utilize ceiling pricing? No
Are there quantity limits on certain prescription Yes
drugs?
Is prior authorization required for certain Yes \5'\' RAC/O
prescription drugs? 4*\ 4’ \
Will your plan be limiting on-formulary coverage of  No ,.fc:entrato NGmero | "1
drugs to certain indications (i.e., are you | 21-00: | ;
implementing indication-based formulary design)? o' § /
Do any drugs in your formulary require a step Yes . f“@ N Py /
therapy plan? b o‘?o S Dgy

Do you pay for over-the-counter medications No
{OTCs) under the utilization management program?

SECTION RX: DEFINED STANDARD - LOCATIONS AND LOCATION SUPPLY

Select all Standard Retail Cost sharing : Standard Retail Cost Sharing - 1 month Supply:
Location/supply amount(s) that apply: Standard Retail Cost Sharing - 2 month Supply:

Standard Retail Cost Sharing - 3 month Supply
Enter number of days for Standard Retail Cost 30

Sharing 1-month supply:
Enter number of days for Standard Retail Cost 60 @

Sharing 2-month supply:



Is authorization required? No

Is a referral required for Transportation for Non- No
Medical Needs?
Notes: Fleet inchides 4-door sedans, minivans, buses with

hydraulic ramps. The total number of trips is for a
combination of two benefits: -10b - Transportation
Services for Health Related Needs, and -19b - #13i -
Transportation for Non-Medical Needs, if the
beneficiary qualifies for SSBCL
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 1: PACKAGE
#1

Does the plan provide General Supports for Living Yes
as a supplemental benefit under Part C?

Select type of benefit for General Supports for Mandatory
Living:
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LIVING - BASE 2: PACKAGE
#1
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for General Supports for No
Liv'mg_‘? o ) NFos o}
SECTION B: VBID/UF/SSBCI 19B #131 GENERAL SUPPORTS FOR LI1VING - BASE 3: PACKAGE
#1
Notes: General Supports for Living contains two separate

benefits: (1) Home Assistance - Eight (8) visits per
year (two per quarter) for Home Assistance
(Plumbing, Electricity, Locksmith) and categories
listed under Pest Control. (2} Subsidy for
Electricity/ Water/Telephone/Internet/Gas

SECTION C: V/T - GENERAL - US

Do you offer a US Visitor/Travel Program? No
SECTION D: PLAN DEDUCTIBLE (IN-NETWORK)
Is there an In-Network Plan Deductible? No
SECTION D: MAX ENROLLEE COST LIMIT (IN-NETWORK)
Is there an In-Network Maximum Enrollee Out-of- Yes ¥,
Pocket Cost? '
Is your In-Network Maximum Enrollee Out-of- Voluntary

Pocket (MOOP) Cost at the Voluntary or .
Mandatory Level? '



Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there a service-specific Maximum Enrollee Qut- No
of-Pocket Cost?

SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 2: PACKAGE #1

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Pest Control? No
SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 3: PACKAGE #1
Notes: Services listed in this category will be combined

with those filed under SSBCI Category "General
Supports for Living". Member will choose up to
Two (2) Services per quarter from the following
options: - Pest Control - Preventive home
cleaning/disinfection - Any of the services listed
under "Home Assistance” (filed under "General
Supports for Living")

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE

1: PACKAGE #1
Does the plan provide Transportation for Non- Yes
Medical Needs as a supplemental benefit under Part
C?
Select enhanced benefit: Plan-approved Location
Select type of benefit for Plan-approved Location: Mandatory
Is this benefit unlimited for number of trips for No
Plan-approved Location?
Indicate number of trips for Plan-approved 0
Location:
Select Plan-approved Location Trips periodicity: Every year
Select Type of Transportation for Non-Medical One-way
Needs for Plan-approved Location: s 0%
Select Mode of Transportation for Non-Medical : Medical Transport: Other, Describe S i

Need for Plan-approved Location:
SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEDS - BASE

2: PACKAGE #1
[s there a service-specific Maximum Plan Benefit No ,
Coverage amount? . iﬁ
Is there a service-specific Maximum Enrollee Out- No \/
of-Pocket Cost? [ ]
Is there an enrollee Coinsurance? No ﬂ. ’
Is there an enrollee Deductible? No

SECTION B: VBID/UF/SSBCI 19B #131 TRANSPORTATION FOR NON-MEDICAL NEEI:I‘Q BASE

3: PACKAGE #1
Is there an enrollee Copayment? No f



Are any benefits exempt from the plan-level No
deductible? e -
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 3 (RETROACTIVE
REIMBURSEMENT): PACKAGE #1

Are you offering retroactive reimbursement? No
1s there a maximum benefit amount? Yes
Specify the maximum benefit amount: 60.00
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - NOTES: PACKAGE #1
Notes: The following SSBCI benefits will be offered: -

Food and Produce - Subsidy for Groceries - Pest
Control - Transportation for Non-Medical Needs -
General Supports for Living: (1) Home Assistance
Services (2) Subsidy for Electricity, Water, Phone,
Internet, Gas Maximum benefit coverage
periodicity is every three months. Maximum benefit
amount is for the combination of two benefits,
"Food and Produce" and "Subsidy for Electricity,
Water, Phone, Internet, Gas". Amount does not roll
overfaccumulate from one period to the next.
Maximum benefit amount does not apply to "Home
Assistance Services".

SECTION B: VBID/UF/SSBCI 19B #131 NON-PRIMARILY HEALTH RELATED BENEFITS FOR

THE CHRONICALLY ILL - TYPE: PACKAGE #1

Select what type of benefit your Non-Primarily : Food and Produce: Pest Control: Transportation
Health Related Benefits for the Chronically Ill for Non-Medical Needs: General Supports for
includes: Living
SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 1: PACKAGE #1
Does the plan provide Food and Produce as a Yes
supplemental benefit under Part C?
Select type of benefit for Food and Produce: Mandatory
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-gpecific Maximum Enrollee Qut- No
of-Pocket Cost?
SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 2: PACK
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Food and Produce? No
SECTION B: VBID/UF/SSBCI 19B #131 FOOD AND PRODUCE - BASE 3: PACKAGE #1 AH'"
Notes: Food and Produce is a subsidy for groceries. {}
SECTION B: VBID/UF/SSBCI 19B #131 PEST CONTROL - BASE 1: PACKAGE #1 v
Does the plan provide Pest Control as a Yes

supplemental benefit under Part C?
Select type of benefit for Pest Control: Mandatory



SECTION B: #18B HEARING AIDS - BASE 2

Is there a service-specific Maximum Plan Benefit Yes
Coverage amount?

Does the Maximum Plan Benefit Coverage Amount  Both ears combined
apply per ear or for both ears combined?

Select the Maximum Plan Benefit Coverage type: Plan-specified amount per period
Indicate Maximum Plan Benefit Coverage amount: 2500.00
Indicate Maximum Plan Benefit Coverage Every year
periodicity:
SECTION B: #18B HEARING AIDS - BASE 3
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
SECTION B: #18B HEARING AIDS - BASE 4
Is there an enrollee Copayment? No
Is there an enrollee Deductible? No
SECTION B: #18B HEARING AIDS - BASE §
Is authorization required? No
Is a referral required for Hearing Aids? Yes
Notes: Benefit and Maximum Plan Coverage Amount

includes benefit for repair of devices.
SECTION B: #19 VBID/MA UNIFORMITY FLEXIBILITY/SSBCI

Does your plan include MA Uniformity Flexibility No
with reductions in cost or additional benefits?

Do you offer Special Supplemental Benefits for the  Yes /{g\: R";:E" s

e
Chronically I11? qu@ﬁ""' ﬁ?ﬁ’}
- : CAddi Y
Select what type of benefit your SSBCT includes: : Additional Benefits T/ Contrate Nimero |, -
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBC 2 1 - 0 ) 0 3]
Does your VBID/MA Uniformity Flexibility/SSBCI  Yes tg; _ _:?
benefit offer additional Part C benefits? N O e % g
. R P Py
How many packages do your Additional Benefits 1 ~0s0D €~

contain? (1-15)
SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - PACKAGE TYPE: PACKAGE
#1

Is this package applicable to VBID or MA SSBCI
Uniformity Flexibility or SSBCI?

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 1 (PACKAGE INFO): |/

PACKAGE #1 {/
Is there a prerequisite for any additional benefits for ~ No |
this package? ¥
Select all the Non-Medicare-covered additional : 13i: Non-Primarily Health Related Benefits for the {
benefits offered in this package: Chromcally 1

SECTION B: #19B ADDITIONAL BENEFITS FOR VBID/UF/SSBCI - BASE 2 (OON’/POS/PLANil
LEVEL DEDUCTIBLE): PACKAGE #1

7



SECTION B: #17B EYEWEAR - BASE 6

Is authorization required? No
Is a referral required for Eyewear? No
Notes: Eyewear benefit maximum amount includes repair

of eyewear. Provider and/or member must verify
remaining combined maximum plan benefit
coverage amount available.

SECTION B: #18A HEARING EXAMS - BASE 1
Does the plan provide Hearing Exams as a Yes
supplemental benefit under Part C?

Select enhanced benefits: : Routine Hearing Exams: Fitting/Evaluation for
Hearing Aid

Select type of benefit for Routine Hearing Exams: Mandatory

Is this benefit unlimited for Routine Hearing No, indicate number

Exams?

Indicate number for Routine Hearing Exams: 1

Select Routine Hearing Exams periodicity: Every year

Select type of benefit for Fitting/Evaluation for Mandatory

Hearing Aid:

Is this benefit unlimited for Fitting/Evaluation for No, indicate number

Hearing Aid?

Indicate number for Fitting/Evaluation for Hearing 1

Aid:

Select Fitting/Evaluation for Hearing Aid Every year

periodicity:

SECTION B: #18A HEARING EXAMS - BASE 2
Is there a service-specific Maximum Plan Benefit No
Coverage amount?

Is there an enrollee Deductible? No
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No

SECTION B: #18A HEARING EXAMS - BASE 3
Is there an enrollee Copayment? No
Is anthorization required? No
Is a referral required for Hearing Exams? No

SECTION B: #18B HEARING AIDS - BASE 1

Does the plan provide Hearing Aids as a Yes
supplemental benefit under Part C?
Select enhanced benefits: : Hearing Aids (all types) /}
Select type of benefit for Hearing Aids (all types): Mandatory [/
Is this benefit unlimited for Hearing Aids (all No, indicate number
types)?

Indicate quantity for Hearing Aids (all types): 2 / l_

Select Hearing Aids (all types) periodicity: Every year / +
-

v



Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specific Maximum Enrollee Out-
of-Pocket Cost?

No

No

SECTION B: #17A EYE EXAMS - BASE 2

Is there an enrollee Coinsurance?
Is there an enrollee Copayment?
Is there an enrollee Deductible?

No
No

No

SECTION B: #17A EYE EXAMS - BASE 3

Is authorization required?
Is a referral required for Eye Exams?

No
No

SECTION B: #17B EYEWEAR - BASE 1

Does the plan provide Eyewear as a supplemental
benefit under Part C?

Select enhanced benefits:

Select type of benefit for Contact lenses:
Is this benefit unlimited for Contact lenses?

Select type of benefit for Eyeglasses (lenses and
frames):

Is this benefit unlimited for Eyeglasses (lenses and
frames)?

Yes

: Contact lenses: Eyeglasses (lenses and frames):
Eyeglass lenses: Eyeglass frames

Mandatory
Yes
Mandatory

Yes

SECTION B: #17B EYEWEAR - BASE 2

Select type of benefit for Eyeglass lenses:
Is this benefit unlimited for Eyeglass lenses?
Select type of benefit for Eyeglass frames:
Is this benefit unlimited for Eyeglass frames?

Mandatory
Yes
Mandatory
Yes

SECTION B: #17B EYEWEAR - BASE 3

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Select the Maximum Plan Benefit Coverage type:

Do you offer a Combined Max Plan Benefit
Coverage Amount for all Eyewear?

Indicate Combined Maximum Plan Benefit
Coverage amount:

Select the Combined Maximum Plan Benefit
Coverage periodicity:

Yes

Plan-specified amount per period /
cmtrato Nu'mem 1,

Yes :
k 21-003)

300.00 L 3
t\{ic\':()}:‘?.____é%;'

Every year --?L.S__D/

SECTION B: #17B EYEWEAR - BASE 4

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost? _

Is there an enrollee Coinsurance? No _.I-". i
SECTION B: #17B EYEWEAR - BASE 5 fl

Is there an enrollee Deductible? No ‘

Is there an enrollee Copayment? No



Indicate Maximum Coinsurance percentage for
Restorative Services:

Indicate Minimum Coinsurance percentage for
Endodontics:
Indicate Maximum Coinsurance percentage for
Endodontics:

Indicate Minimum Coinsurance percentage for
Periodontics:

Indicate Maximum Coinsurance percentage for
Periodontics:

Indicate Minimum Coinsurance percentage for
Extractions:

Indicate Maximum Coinsurance percentage for
Extractions:

Indicate Minimum Cotnsurance percentage for
Prosthodontics, Other Oral/Maxillofacial Surgery,
Other Services:

Indicate Maximum Coinsurance percentage for
Prosthodontics, Other Oral/Maxillofacial Surgery,
Other Services:

Is there an enrollee Deductible?

Is there an enrollee Copayment?

30%

30%

30%

30%

30%

30%

30%

0%

30%

No

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 6

Is authorization required?

Is a referral required for Comprehensive Dental
Services?

Notes:

Yes
No

Coverage for crowns included under "Other
Services". Minimum coinsurance applies to Oral
Surgery. Maximum coinsurance applies to
Prosthodontics and crowns. The replacement of a
removable dental prosthesis will be covered five
years after its initial insertion. The member who
does not comply with the stated five-year term from
the initial insertion, may use the Maximum Plan
Benefit Coverage amount for services related to
his/her removable prosthesis.

SECTION B: #17A EYE EXAMS - BASE 1

Does the plan provide Eye Exams as a supplemental

benefit under Part C?

Select enhanced benefit:

Select type of benefit for Routine Eye Exams:

Is this benefit unlimited for Routine Eye Exams?
Indicate number of exams for Routine Eye Exams:
Select the Routine Eye Exams periodicity:

Yes

: Routine Eye Exams

Mandatory it/
No, indicate number
1

Every year



Is this benefit unlimited for Restorative Services? No, indicate number

Indicate number of visits for Restorative Services: 1

Select the Restorative Services periodicity: Every three years
SECTION B: #16B COMPREHENSIVE DENTAL - BASE 2

Select type of benefit for Endodontics: Mandatory

Is this benefit unlimited for Endodontics? Yes

Select type of benefit for Periodontics: Mandatory

Is this benefit unlimited for Periodontics? Yes

Select type of benefit for Extractions: Mandatory

Is this benefit unlimited for Extractions? Yes

Select type of benefit for Prosthodontics, Other Mandatory

Oral/Maxillofacial Surgery, Other Services:

Is this benefit unlimited for Prosthodontics, Other Yes

Oral/Maxillofacial Surgery, Other Services?
SECTION B: #16B COMPREHENSIVE DENTAL - BASE 3

Is there a service-specific Maximum Plan Benefit Yes
Coverage amount?

Select the Maximum Plan Benefit Coverage type: Plan-specified amount per period
Indicate Maximum Plan Benefit Coverage amount: 2000.00
Select the Maximum Plan Benefit Coverage Every year
periodicity:
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
SECTION B: #16B COMPREHENSIVE DENTAL - BASE 4
Is there an enrollee Coinsurance? Yes
Select which Comprehensive Dental Services have : Medicare-covered Benefits: Non-routine Services:
a Coinsurance (Select all that apply): Diagnostic Services: Restorative Services:

Endodontics: Periodontics: Extractions:
Prosthodontics, Other Oral/Maxillofacial Surgery,
Other Services

Indicate the Minimum Coinsurance percentage for 30%

Medicare-covered Benefits:

Indicate the Maximum Coinsurance percentage for 30%

Medicare-covered Benefits:

Indicate Minimum Coinsurance percentage for 30%

Non-routine Services:

Indicate Maximum Coinsurance percentage for 30%

Non-routine Services:

Indicate Minimum Coinsurance percentage for 30%

Diagnostic Services:

Indicate Maximum Coinsurance percentage for 30%

Diagnostic Services: ;
Indicate Minimum Coinsurance percentage for 30% = (

Restorative Services:
(_~



Is there an enrollee Copayment?

Is authorization required for Medicare-covered
Glaucoma Screening?

Is authorization required for Medicare-covered
Diabetes Self-Management Training?

Is authorization required for Medicare-covered
Barium Enemas?

Is authorization required for Medicare-covered
Digital Rectal Exams?

Is authorization required for Medicare-covered
EKG following Welcome Visit?

Is authorization required for Other Medicare-
covered Preventive Services?

No

No

No

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 4

Is a referral required for any Services?

No

SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 1

Is there a Maximum Enrollee Out-of-Pocket Cost?

Is there an enroliee Coinsurance?

SECTION B: #15 MEDICARE PART B RX DRUGS - BASE 2

Is there an enrollee Copayment?

Is there an enrollee Deductible?

Is Authorization Required?

Does the plan offer step therapy?

Does the benefit step from (select all that apply):

SECTION B: #15 HOME INFUSION BUNDLED SERVICES

Does the plan provide Part D home infusion drugs
as part of a bundled service as a mandatory
supplemental benefit?

No
No

No
No
Yes
Yes
: Part B to Part B?: Part D to Part B?

T Contrato NGmaso

T

No

SECTION B: #16A PREVENTIVE DENTAL - BASE 1

Does the plan provide Preventive Dental Items as a

supplemental benefit under Part C?

No

SECTION B: #16B COMPREHENSIVE DENTAL - BASE 1

Does the plan provide Comprehensive Dental Items

as a supplemental benefit under Part C?
Select enhanced benefits:

Select type of benefit for Non-routine Services:

Is this benefit unlimited for Non-routine Services?
Select type of benefit for Diagnostic Services:

Ts this benefit unlimited for Diagnostic Services?
Indicate number of visits for Diagnostic Services:
Select the Diagnostic Services periodicity:

Select type of benefit for Restorative Services:

Yes

: Non-routine Services: Diagnostic Services:
Restorative Services: Endodontics: Periodontics:
Extractions: Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services

Mandatory
Yes
Mandatory (]
No, indicate number

1 L
Every six months {
Mandatory



Health Education Notes: Route to Wellness - Health and preventive
workshops, preventive care reminders, and self-care
guides. Healthy Welcome Program - Coordination
of initial healthy welcome visit. MCS En Alerta -
Guidance on preventive measures and actions to
take in case of natural disasters and to reduce health
complications.

Nutritional/Dietary Benefit Notes: Personal evaluation and diet plan designed by
licensed dietitian according to patientd€™s health
needs, including exercise suggestions.

Fitness Benefit Notes: * Route to Wellness - Exercise and Nutrition

Education Interventions. Member has access to
fitness classes to promote physical activity and a

healthier lifestyle.
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 14
Remote Access Technology (Web/Phone-based Video doctor visits are intended to complement
technologies) Notes:* face-to-face visits with a board-certified physician

to treat the most common conditions, such as
allergies, flu,among others.

Remote Access Technologies (Nursing Hotline) MCS MedilAnea- Nursing Hotline.

Notes:

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 15

Alternative Therapies Notes:* Foot reflexology is limited to six (6) visits per year
and must be ordered by a physician or medical
professional.

Therapeutic Massage Notes:* Therapeutic massage is limited to six (6) visits per
year and must be ordered by a physician or medical
professional.

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BASE 1

Is there a service-specific Maximum Enrollee Out- No

of-Pocket Cost?

Is there an enrollee Coinsurance? No

SECTION B: #14D - KIDNEY DISEASE EDUCATION SERVICES BAS & \53.5-'«;9,_{(34,
Is there an enrollee Deductible? No N "G\
Is there an enrollee Copayment? No { gﬁfiﬂ"am ’6""&3{3 "‘I )
Is authorization required? No i % — 79/
Is a referral required for Kidney Disease Education No ‘(’;\G _ ; ‘2:?; /
Services? ) . <2

o
“JRogpn&
SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BA* i

Is there a service-specific Maximum Enrollee Out- No |
of-Pocket Cost for Other Medicare-covered
Preventive Services? |

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 4 |
Is there an enrollee Coinsurance? No ’
Is there an enrollee Deductible? No

SECTION B: #14E OTHER MEDICARE-COVERED PREVENTIVE SERVICES - BASE 3



Alternative Therapies*: 14¢18: Therapeutic

Massage*
Select type of benefit for Health Education: Mandatory
Select type of benefit for Nutritional/Dietary Mandatory
Benefit:
Is this benefit unlimited for Nutritional/Dietary No, indicate number
Benefit?
Indicate number of visits for Nutritional/Dietary 6
Benefit:
Indicate setting for Nutritional/Dietary Benefit: Individual Sessions
Select type of benefit for Fitness Benefit: Mandatory
Indicate type of Fitness Benefit offered (Select all : Physical Fitness
that apply):
Select type of benefit for Remote Access Mandatory

Technologies (including Web/Phone-based
technologies and Nursing Hotline):

Select the type of Remote Access Technologies : Web/Phone-based technologies: Nursing Hotline
offered (Select all that apply):

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 2

Select type of benefit for Alternative Therapies: Mandatory

Is this benefit unlimited for Alternative Therapies? No, indicate number
Indicate number of visits offered for Alternative 6

Therapies:

Is your Alternative Therapies benefit combined with  No
either the Chiropractor Services benefit or
Acupuncture benefit, or both?

Select type of benefit for Therapeutic Massage: Mandatory
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 3
Is there a service-specific Maximum Plan Benefit No
Coverage amount for Other Defined Supplemental
Benefits?
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 6
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost for Other Defined Supplemental
Benefits?
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS -BASE 9
Is there an enrollee Coinsurance? No
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 11
Is there an enrollee Deductible? No
Is there an enroliee Copayment? No {
SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE13 /[
Is authorization required? No
Is a referral required for Other Defined No

Supplemental Benefits?



Is a referral required for Acupuncture? No
SECTION B: #13B OTCITEMS - BASE 1

Does the plan provide Over-The-Counter (OTC) Yes

I[tems as a supplemental benefit under Part C?

Select type of benefit for OTC Items: Mandatory
Is there a service-specitic Maximum Plan Benefit Yes
Coverage amount?

Indicate Maximum Plan Benefit Coverage amount: 40.00
Select Maximum Plan Benefit Coverage Every three months
periodicity:

Does your Maximum Plan Benefit Coverage No

amount carry forward to the next period if it is

unused?

Is there a service-specific Maximum Enroliee Out- No
of-Pocket Cost?

Are you offering Nicotine Replacement Therapy No

(NRT) as a Part C OTC benefit?
SECTION B: #13B OTC ITEMS - BASE 2

Is there an enrollee Coinsurance? No $\51 RAC/q

Is there an enrollee Deductible? No AN “'{l"o
9, @

Is there an enrollee Copayment? No T Contrare »imaro

Does this cover all of the OTC list which may be No

found in Chapter 4 of the Medicare Managed Care

Manual?

SECTION B: #13C MEAL BENEFIT - BASE 1

Does the plan provide a limited duration Meal No
Benefit as a supplemental benefit under Part C?

Note: Only primarily health-related meals offered in
accordance with Chapter 4 of the MMCM should be
entered in this section.

SECTION B: #14A MEDICARE-COVERED ZERO DOLLAR PREVENTIVE SERVICES

Medicare-covered Zero Dollar Preventive Services : I attest that there is no coinsurance, copayment, or

Afttestation deductible for all Original Medicare preventive
services that are offered at zero dollar cost sharing.

Is authorization required? No

Is a referral required? No

SECTION B: #14B ANNUAL PHYSICAL EXAM - BASE 1

Does the plan provide the Annual Physical Exam as ~ No
a supplemental benefit under Part C?

SECTION B: #14C OTHER DEFINED SUPPLEMENTAL BENEFITS - BASE 1

Does the plan provide Other Defined Supplemental Yes
Benefits as a benefit under Part C?

Select enhanced benefit (Sclect all that apply): : 14c1: Health Education: 14¢2: Nutritional/Diet
Benefit: 14c4: Fitness Benefit*: 14¢7: Remote f
Access Technologies (including Web/Phone-based J
technologies and Nursing Hotline)*: 14¢17:



Notes: Pre-authorization by PCP (for corresponding
services) is managed through
Referral/Authorization Form.

SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
SECTION B: #11C DIABETIC SUPPLIES AND SERVICES - BASE 2
Is there an enrollee Copayment? No
Do you limit Diabetic Supplies and Services to Yes
those from specified manufacturers?
Is authorization required? Yes
Notes: Pre-authorization by PCP (for corresponding

services) 1s managed through
Referral/Authorization Form.

SECTION B: #12 DIALYSIS SERVICES - BASE 1

Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No

SECTION B: #12 DIALYSIS SERVICES - BASE 2
Is authorization required? No
Is a referral required for Dialysis Services? No

SECTION B: #13A ACUPUNCTURE - BASE 1

Does the plan provide Acupuncture as a Yes
supplemental benefit under Part C?
Select enhanced benefit: : Number of Treatments
Select type of benetit for Number of Treatments: Mandatory
Is this benefit unlimited for Number of Treatments?  No
Indicate limit for Number of Treatments: 6
Indicate Number of Treatments periodicity: Every year
Is there a service-specific Maximum Plan Benefit No
Coverage amount?
Is there a service-specific Maximum Enrollee Out- No
of-Pocket Cost?
Is your Acupuncture benefit combined with either No

the Chiropractor Services benefit or Alternative
Therapies benefit, or both?

SECTION B: #13A ACUPUNCTURE - BASE 2

Is there an enrollee Coinsurance? No .
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No v

Is authorization required? No



