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Tiered Cost sharing for Part B Services

Question | xmm,...,.o:mn B
| Do any of your outpatient services have tiered cost sharing? (Please note: Inpatient Hospital services |No
|that have tiered cost sharing are entered in Section B of the PBP software) - |
1a Inpatient Hospital-Acute
Service Category Description
Benefit Description ) B a
Question = ' __ Response |
Does the plan provide Inpatient Hospital-Acute Services as a supplemental benefit under Part C? Yes |

Select enhanced benefits:

Additional Days

Select type of benefit for Additional Days: Mandatory S — 1
Is this benefit unlimited for Additional Days? Yes
|Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No o

“Domm this plan's Medicare-covered benefit cost sharing vary by hospital{s) in which an enrollee obtains ||No

care? v, B
.Wm.ﬁjmﬂm an enrollee Coinsurance? N No
Coes this plan's Additional Days cost sharing vary by hospital{s) in which an enrollee obtains care? No
Is there an enrollee Deductible? " No
Is there an enrollee Copayment? I No

What is your Inpatient Hospital-Acute benefit period?

| Per Admission or Per Stay

[|Po you charge cost sharing on the day of discharge? No
| 1s authorization required? No _
_ Is a referral required for Inpatient Hospital-Acute Services? No

_ Service Category Description

_ 1b Inpatient Hospital Psychiatric

| — Benefit Dascription . _F
_ acmmmmu - el - memuo:mm. » = - -m
Does the plan provide Inpatient Hospital Psychiatric Services as a supplermental benefit under Part C? | No |
.Wﬁsmﬂm a service-specific Maximum Enrgllee Qut-of-Pocket Cost? No
Dommuﬂs_m plan's Medicare-covered benefit cost sharing vary by hospital{s) in which an ms_.o__mm.n.uvnmﬁm No
care?
Is thers m:Im:S__mm o\o|?m_.__w:nm@ T B ||Ne
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3 Cardiac and Pulmonary Rehabilitation Services
Service Category Description

wm_._mmn‘Ummnluzo_u ]

|Question L o |Response |
|1s there a service-specific Maximum Enrollee Out-of-Pocket Cost? T aflm , o - ﬁ
|| Is there an enrollee Coinsurance? No

|1s there an enrollee Deductible? _zo |
.HmBo_.m an enrollee Copayment? No B

Indicate Minimum Copayment amount per service for Medicare-covered Cardiac Rehabilitation Services: | $0.00
1

Indicate Maximum Copayrment amount per service for Medicare-covered Cardiac Rehabilitation $0.00
Services: 1

Indicate Minimum Copayment amount per service for Medicare-covered Intensive Cardiac Rehabilitation Wo.oo
Services: 1

Indicate Maximum Copayrrent amount per service for Medicare-covered Intensive Cardiac $0.00
Rehabilitation Services: 1 _

i |
| Indicate Minimum Copayment amount per service for Medicare-covered Pulmonary Rehabilitation $0.00
|Services: 1

Indicate Maximum Copayment amount per service for Medicare-covered Pulmonary Rehabilitation $0.00
Services: 1

Indicate Minimum Copayment amount per service for Medicare-covered Supervised Exercise Therapy $0.00
(SET) for Symptomatic Peripheral Artery Disease {PAD) Services: 1 |

Indicate Maximum Copayment amount per service for Medicare-covered Supervised Exercise Therapy [$0.00
|[(SET) for Symptomatic Peripheral Artery Disease (PAD) Services: 1

Is authorization required? Yes

Is a referral required for Cardiac and Pulmonary Rehabilitation Setrvices? _zo

4a Emergency/Post-Stabilization Services

Service Category Description |

o M Benefit Description Log b Bt o i

Question s esponcen e
..Hm there a service-specific Maximum Enrollee Qut-of-Pocket Cost? No
Is there an enrollee Coinsurance? B - . - No
Is there an enrollee novm<:m:$ - _ No
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4c Worldwide Emergency/Urgent Coverage

Service Category Description |

Benefit Description

.D:mmn_o-_ = |Response Ba™00ml Eil!F_
Indicate _<_wx_3c3 novamm:ﬁsﬁ amount .mo_. Worldwide mqsmﬂmmsn,\ Oo<m_.m.m.m.:. - B mooo
Indicate Minimum Copayment amount for Wordwide Urgent Coverage: H| i . $0.00
Indicate Maximum Copayment amount for Worldwide Urgent Coverage: 1 . wo.oo
Is :._mmm: enrollee Deductible? . - No ]
Notes: Worldwide services are covered through reimbursement in
) accordance with Triple-S Advantage rates.

5 Partial Hospitalization
Service Category Description

Benefit Description

= e

Question * i% A Response 3 !
Is there a service-specific Maximum Enrollee Out-of-Pocket nmmﬂ..u o N ..._.,.._o T
Is there an enrollee nom:Mcﬂm:nm..\. B 1 _./_o |
Is there an enrollee Deductible? _ No

Is there an enrollee Copayment? - No

Is authorization required? B ..<mm

_Hm a referral required mmﬂ Partial Hospitalization? No

6 Home Health Services
Service Category Description

Benefit Description

Question ; ] — _mmmvo:mm = —-—
Is there a service- m_umn__n_n Maximum Enrollee Out-of-Pocket Cost? |No -
Is there an enrollee Coinsurance? .zo

" Is there an enrollee Deductible? - . .20 )

|Is there an enrollee Copayment? - No

_ Is authorization required? Yes -

_ Is a referral required for Home Health Services? No
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7c Occupational Therapy Services
Service Category Description

Benefit Description

Question N i —— _ Response B
Hﬂmﬂ.mmm 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

Is authorization reguired? o .;_u_,mm

Is a referral required for Occupational Therapy Services? | No

7d Physician Specialist Services excluding Psychiatric Services
Service Category Description

Benefit Description

Question - Response =
_ Is there & service-specific Maximum Enrollee Out-of-Pocket Cost? - _20 ___
_ Is there an enrollee Coinsurance? - No I
|1s there an enrollee Deductible? B INo
” Is there an enrollee Copayment? B i No -
||Is authorization required? ?mm

Is a referral required for Physician Specialist Services? _<mm _

|Question o (T o |mesponse e ]
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No _
Is there an enrollee Coinsurance? No _
mﬁ:mﬂm an enrollee Deductible? B No _
Is there an enrollee Copayment? Ne _
Indicate Minimum Copayment amount for Medicare-covered Individual Sessions: & $0.00 _
Indicate Maximum novm<:._mmﬁ amount for Medicare-covered Individual Sessions: 1 $0.00 "

7e Mental Health Specialty Services
Service Category Description

Benefit Description

8/40



Ov/i6

SIA £S22/AI8S 15U121p0d 40 palinbal |elr9al e §]
oN - ipaunbar uonezuoyNe 51 _

B oo.om_ o |..|.H:_Hmu 1004 3unoy 104 psia 1ad uc:oE.mlucmﬁ,_\,mqu E_._Eﬂxmz 3931B2IpUI
[ 00°0% a 1 131D 3004 SUIIN0Y 40J YSIA J3d JuUnowe JUALARIOD WU 2323pul |
|- OOO%— - 1 :S]lj=2Usg PalaADI-adedIp3aly 10) 1ISIA tad junowe uCQ.‘_._>mn0U WInWIXejs =23221pul _
a 0O0% | B 1 :S1JoUag pRIIACD-UBDPIlA 104 USIA Jad JUNOWE JuaAedoD WNWIUIW 238 21pu] _
ap T T ssAedon I9)01UD UB 213y S _

aN SDGIIINPIG DY CULD UR 2uBY] ST
oN | £93UBINSLO] 9(|0ILUS Ue 313Y) 5[ ”
apl - m.umou um.v_uoauuo-p_._oﬂ__oam_ E;m_xmz u_u__luwn_m-mwu_amm 2 a4ay3l sI _

- ap B éjunowe abeiaan) Jijausg ueld E:t_xmz|nf_umam-mw_>._mm B 24ay3 sI

ieah Adang | - N - :Ajoipeuad w._muluoon_ auIINCy 3yl uuw_m|m

h ¥ SUSIA BED 1004 DUINOY JO J2GUINU 338dIpUT

on | £3JED 1004 SUN0Y JOJ PIYLIUN JYIUS] ST ST

| - >..3mncm|_>_ T = 12l 1004 2UIINTY J04 UJouUaq Jo 2dA] 109)3S

2127 1004 SUIINCY

ISHJIUDY PRdUBLUS 10385

SOA

¢ Hed 43pun Jiysuaq eluswaiddns B se sadiAleg AdlRIpod spiaodd ueld 3yl s20q

asuodsay

uonsand

uonduasag 1yeuag

uondussag Alobaje) anAIas

seo1Mes Anepod 42

oN SURINSAUL-UON - S201AI25 AJeladS Y esH |BIUSlY 104 paunbad [puUajau e s]

ON ¢paunbal uojyezUoyIne s

00'0% 1 ISUDISSES dNOID) PAIDACI-2IEIIP3lY 10} JUNOWE JUSWARAOD) LUNUIXE | mlum_u_ucH

00°0% 1 1SUOISSSS dNOJD PAIFADD-BIENPSlY J0) Junowe JuswAedoD Wiy 23e1pul

— R, — : P e LN

uonduosaq Jysueg

uondudssg A1oBaje) 9dIAIRS

Sa2IAes Ajjedads yjeoH [eIUdW 97




7g Other Health Care Professionai Services

Service Category Description

Benefit Bescription

Question - _Womlvm.._..lmum — T
.Hm there a service-specific Maximum Enrollee Out-of-Pocket nom,nu |[No
|Is there an enrollee Coinsurance? | No
Is there an enrollee Deductible? No N
Is there an enrollee Copayment? N0
.Hm authorization required? | No
| Is a referral required for Other Health Care Professional Services? Yes B
= 7h Psychiatric Services
Service Category Description
Benefit Description
|Question B _ Iresponse 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 !
Indicate Minimum Copayment amount for Medicare-covered Individual Sessions: 1 $0.00 |
wmn“mnm Maximum Copayment amount for Medicare-covered Individual Sessions: 1 .ﬂu.oo -
Indicate Minimum Copayment amount for Medicare-covered Group Sessions: 1 4£0.00
Indicate me_a: Copayment amount for Medicare-covered Group Wmmma:m" 1 $0.00 _
mm authorization required? - No e
Is a referral required for Psychiatric Services? No _

7i Physical Therapy and Speech-language Pathology Services

Service Category Description

Benefit Description

.D:_._mmzo: Response D m L .
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? No
Is there an enrcllee Coinsurance? No
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Service Category Description

_wm:mmﬁ Description

71k Opioid Treatment Program Services

W...mﬂ?: ng = !lli A - e I: o =D wﬁmmuoam.m =0
Is there an enrollee Copayment? — ——— - ..zc. . ) [
Is autherization required? No
Is a referral required for Opioid Treatment Program Services? No

Service Category Description

wm:mmﬁUnmn_.muzoz

8a Outpatient Diagnostic Procedures, Tests and Lab Services

| Question — _ |Response
_Hm there a service-specific Maximum ms_,o__mmlor_ﬁ-o? Pocket Cost? [INo )
Tm there an enrollee Coinsurance? No

|Is there an enrollee Deductible? N [No

_mm.:m_.m an enrollee Copayment? - | No

Indicate Minimum Copayment amount for Medicare-covered Diagnhostic Procedures/Tests: 1 $0.00

Indicate Maximurn Copayment amount for Medicare-coverad Diagnostic Procedures/Tests: 1 $0.00 N B
Indicate Minimum Copayment amount for Medicare-covered Lab Services: 1 [$0.00 o
Indicate meu.ac_..d Copayment amount for Medicare-covered Lab Services: 1 - $0.00

.Hm m_._mdoﬂ.Nmn._o: required? ” Yes

Is a referral required for Outpatient Diagnostic Procedures/Test/Lab Services? B I| No

Service Category Description

Benefit Description

[ 8b Outpatient Diagnostic and Therapeutic Radiological Services

| Is there an enrollee Deductible?

|[Question ﬂxmm_uosmm
| 1s there a service-specific Maximum Enrollee Out-of-Pocket Cost? No
| Is there an enrollee Coinsurance? No

No

|1s there an enrollee Copayment?

No

12/40
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9b Ambulatory Surgical Center (ASC) Services
Service Category Description

Benefit Description

Question Response
_ Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No
|1Is there an enrollee Coinsurance? No
” Is there an enroliee Deductible? No
| 1s there an enrollee Copayment? No |
| 1s authorization required? Yes
Is a referral required for Ambulatory Surgical Center Services? | No

Sc Qutpatient Substance Abuse Services
Service Category Description
Benefit Description

m_m.mnmo: AR = - < E.a.- ,.IH_.__N,mm_umnmm _ - l
.Hm there a service-specific _smxn_.:c:; Enrollee Out-of-Pocket Cost? No

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No - B
Is there an enrollee Copayment? - ) No

Indicate Minimum Copayment amount for Medicare-covered Individual Sessions: 1 $0.00

Indicate Maximum Copayment M:._o_._:ﬁ for Medicare-covered Individual Sessions: 1 wo.loo

Indicate Minimum Copayment amount for Medicare-covered Group Sessions: 1 - $0.00

Indicate Maximum Cepayment m::oc:M for Medicare-covered Group Sessions: 1 _ $0.00

Is authorization _.mn_c__‘ma.u B T No

Is a referral required for Qutpatient Substance Abuse? - B No

—. e

9d Outpatient Blood Services
Service Category Description

Benefit Description

Question

_zmmvosmm

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

] 7S5

Select enhanced benefit: Three (3} Pint Deductible <<m_<hn2u\

2
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10b Transportation Services
Service Category Description

Benefit Description

Question . - = MH_.Wmm,_um_.:mm — —

mm_mnn..W\_um of m.m._.,.mmn for >ﬂ< Imm_ﬁjnﬂmﬂmﬁma _b.;ntmzmﬂ.li - Z:mrmwmoj\ B . I.

Is this benefit unlimited for m:-.:cmﬂ of trips for Any Health-related Location? _..,.._o |
Indicate number of trips for Any Health-related Location: i |24

Select Any Health-related Location Trips periodicity: Every year B -

Select Type of Transportation for Any Health-related Location: B ._,mvlzm-ém,\

Select Mode of Transportation for Any Imm_nslﬁm_mnma Location: Taxi; Van; Other, Describe
f|Is there a mmgnw-wnmnin Maximumn Plan Benefit Coverage amount? No
||Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? No -
| Is there an enrollee Coinsurance? No -

Is there an enrollee Deductible? INo

Is there an enrollee no|_um<3m:$ No

Is authorization required? Yes

Is a referral required for ,_._.msmummzoz Services? - | No =
| Notes: a Other method of transpertation is available in an automobile through

a contracted provider.

11a Durable Medical Equipment (DME)
Service Category Description

Benefit Description

Question

| - | . e a3 u_xnw_uo:mm - _
_ Is there a service-specific Maximum Enrollee Qut-of-Pocket nomn.ul B No _
Il Is there an enrollee Coinsurance? -.<.Imm _
1 Indicate Z_a_.:.c_.: Coinsurance Um_.nmbnmom for Zmamnmﬂm-ngmﬂ.mu Benefits: B - _ 0% = )
_ Indicate Maximum Coinsurance percentage for Medicare-covered Benefits: 5%
I Hmﬂ,m:m an enrollee Deductible? No |_
|1s there an enrollee Copayment? B No _
|Are there preferred <m:uoa\m:m=:mmnncaa for Durable Medical Equipment (DME)? Yes
Is authorization required? B - _ Yes
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Service Category Description

[ Benefit Description

11c Diabetic Supplies and Services and Diabetic Therapeutic Shoes or Inserts

Eemergi— S = = [Response |
_ Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? o , No -
“ Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? B No

Mm there an enrollee Copayment? No |
" Indicate Minimum Copayment amount per item for Medicare-covered Diabetes Supplies: 1 $0.00 N .
Indicate Maximum Copayment amount per item for Medicare-covered Diabetes Supplies; 1 Wo.oo

Indicate Minimum Copayment amount per item for Medicare-covered Diabetic Therapeutic Shoes or $0.00 .
Inserts: 1

Hsnwnmmm Zy:B.Muoumﬁ.m,ﬁ-m:ﬁc:n per item for Medicare-covered U_mcm:ml._.ﬂmaum:zn Shoes or mo.o.ol |

Inserts: 1

Do you limit Diabetic Supplies and Services to those from specified manufacturers? Yes

Is authorization required? No )

o =7 12 Em_<mmm|mmynmm ———7

Service Category Description
Benefit Description

Queston =  respomse =

W there a service-specific Maximum Enroliee gﬂ-c?_uo.“xm_.. Cost? No . B
Is there an enroilee Coinsurance? |No

Is there an enrollee Deductible? |No - |
Is there an enropllee Copayment? | i | No

_Hm authorization required? No

_anmsm referral _.mnc\:‘.m,a for Dialysis Services? w_o o

13a Acupencture
Service Category Description

= : = Benefit Description _
| Question TLwl wwmw_uo:mm
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13b OTC Items
Service Category Description

Benefit Description

e ——

Question Response

[ e —— - S L e —— ——
Is there a service-specific Maximum Enrellee Qut-of-Pocket Cost? |No

Are you offeting Micotine Replacement Therapy (NRT) as a Part C OTC benefit? Yes

Nicotine Replacement Therapy (NRT) Attestation:

The Nicotine Replacement Therapy (NRT) being offered does not
..ac_u_mnm.nm any Part D OTC or formulary drugs.

Manual?

Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? o No T

Is there an enrollee Copayment? - i | No o -
Does :.Mmm cover all of the OTC list which may be ﬂocmm _:mmuﬁmﬂ 4 of the Medicare Managed Care No -

Notes: Analgesics Anti-Inflammatory (NSAIDs) and Non-Narcotic,
Antihistamine Hypnotics, Anorectal Agents, Antidiarrheal,
Antiemetic, Artificial Tears and Lubricants, Calcium, Cobalamins,
Cough/Cold/Allergy, Dermatological agents, Folic Acid, Iron,
Laxatives, Minerals & Electroiytes, Multivitamins, Nasal Agents,
Nutritional Supplements such as Fish Qil and Omega 3, Smoking
Deterrents, Otic Agents, Urinary Analgesics, Vaginal Products,
Vitamins, Adult Diapers/Pads and Blood Pressure Monitor.

! The Blood Pressure Monitor is covered up to one (1) every 5 years.

[ 13c Meal Benefit

Service Category Description

1 —— Benefit Unmm:mmmo: -

_. Question 1 |Response

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

| Only primarily health-related rmeals offered in accordance with Chapter 4 of the MMCM should be

|entered in this section.

13d Other 1
Service Category Description
. wmammﬁ Description
pcmm:o_.. .._ Response
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4c¢ Worldwide Emergency/Urgent Coverage
Service Category Description
Benefit Description — _

O:mmzo:. === = i _”mmuozmm - oy i
Hm>m_._,mﬂm an m:ﬂo__mm Wo..mmw\:_m:ﬂ.w , - -.I.i.i ..zo !...

Indicate Minimum Copayment amount for Werdwide Emergency nomm_.m@mnlu .%o.oo

_ Indicate _<_mxw3c3|nuonm<3m:ﬁ amount for Worldwide Emergency no<mn.m.um“ 1 — $£0.00
| 1ndicate 3:“3:3.0%2353 amount for Worldwide Urgent Coverage: 1 $0.00
|| Indicate Maximum Copayment amount for Worldwide Urgent Coverage: 1 $0.00
|Ls there an enrollee Deductible? ” .zol
| Notes: Wordwide services are covered through reimbursement in
| B .mnno_.n_m:nm with Triple-S Advantage rates. B !

. 5 Partial Hospitalization
Service Category Description
Benefit Description

Question =  Tespomee

Is there a mmE_nm-.man._._n_n Maxirmum Enrollee Out-of-Pocket Cost? . |No - ]
_Hmlﬂ:m_.m an enrollee no_.lsm:_‘m:nm.q. = B - Hh..ﬂo |H - J
_Hm there an enrollee Deductible? No

.m..rﬁljmﬂm an m:_.ome Copayment? |No ) 1
Is authorization required? o Yes j
_.H.m a referral required for Partial Hospitalization? No |

6 Home Health Services
Service Category Description

I Benefit Ummn..:.u.mol:- :

f
| Question e . . - ..|._wmmvo=m|..wl _
Is there mme_nm-mUmnin Maximum Enrollee Out-of-Pocket Cost? o No — ]
.Hm there an enrollee Coinsurance? |No il
Is there an enrollee Deductible? - No
Is there an enrollee Copayment? B No

6/41
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3 Cardiac and Pulmonary Rehabilitation
Service Category Description

Benefit Description

Services

Question _ Response |
Does the plan provide Cardiac and nc__._,M:mQ Rehabilitation Services as a supplemental benefit under No
Part C? B |
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? ||No
Is there an enrcliee Coinsurance? No !
Is there an enrollee Deductible? No
|Is there an enroliee Copayment? No B
Indicate Minimum Copayment amount per service for Medicare-covered Cardiac Rehabilitation Services: ||$0.00
1
Indicate Maximum Copayment amount per service for Medicare-covered Cardiac Rehabilitation _ $0.00
Services: 1
| Indicate Minimum Copayment amount per service for Medicare-covered Intensive Cardiac Rehabilitation |[$0.00
Services: 1
Indicate Maximum Copayment amount per service for Medicare-covered Intensive Cardiac N $0.00
Rehabilitation Services: 1
Indicate Minimum Copayment amount per service for Medicare-covered Pulmonary Rehabilitation $0.00
Services: 1
Indicate Maximum Copayment amount per mml:.._.nm for Medicare-covered Pulmonary Rehabilitation $0.00
Services: 1
Indicate Minimum Copayment amount per service for Medicare-covered Supervised Exercise Therapy $0.00 i
(SET) for Symptomatic Peripheral Artery Disease (PAD) Services: 1 __
Indicate Maximum Copayrment armount per service for Medicare-covered Supervised Exetcise Therapy  [$0.00
(SET) for Symptomatic Peripheral Artery Disease (PAD) Services: 1
Tm authorization required? Yes
m.Hm a referral required for Cardiac and Pulmonary Rehabilitation Services? No |

__ 4a Emergency /Post-Stabilization Services

_! Service Category Description

Benefit Description

‘Question

[Response

Is there a service-specific Maximum Enrcllee OCut-of-Pocket Cost?

No

4/41



Lr/e VQ
-
- v
| e
1 il
_esuodsen| ) TR e—— Y uorsend
——= —= uonduosaq Jyousg T P = =1
uonduosag Adobae) ARG
SIDAIDS UopRIlIgeYIY AleUowW|ng PUE JEeIpieD) £
ON - $S9DIAIBS ANS 404 padinbas [eusy e sy
S9A Jpaiinbau uoljezucyine sy
oN ¢aBueyosip Jo Aep ay7 uo BuuRUS 1505 2AIBYD NOA O
AR5 18d 4O UOISSLUPY Jad ipousd Jijeuaq JNS INoA st JBYM
oN N N uawAedo) 29jj0dud ue U3yl sy
oN £SIUBINSUIOD DIJ|0JUS UB 2497 ST
- i9Ie7 SUIRIO 29)|0JUS|
ON | ue yziym ul AJiced buisuny pos |y3 Aq Aea Buueys 1502 Jjausq padsaod-aledipaiy s,ueld syl seog
aN £3500 1204 -J0-IN0 IJ|CIUT WNWIXB ] IS -221/A85 B 243Y] ST
. B aN duolssiupe JNg 03 doud Aels [ejdsoy jualjedur Aep £ URYY $53] mjle NCA og
oN £D ed Japun Jysuaq [eluaws|ddns e se saolaIag Ajjoed m_.__|m.5w._ pas spiacad ueld ay3 seog
= — wmca_..__wﬂi = i : uonsend

uopdiosag Nyeuag
uondunsag AtoBaje) eoinias

(dNS) Anpoed BuisinN pajIdis €

oN _ LSBIIADS |RIdS0o 2IRIY2ASY Jualledu] Jof padinbal |eualas e 51

ON épannbal uojiezoyne st

0.7._.. = ¢abueyosip Jo Aep syj uo Buueys 3502 abieys noA on_1

AR]1S 194 10 UOISSILIPY 134 - épousd ucmcmﬁ uaﬁ;mn_ |endsop jualzedui JnoA si 1BUMm

. o on| SUaAedoD 99)04ud ue 3uaL] ST
OoN £9|Q132Nnp3ag 991AJUS UR 3J3Y3 ST

ON £92URINSUI0T 33J|0JuB Ue 243Y3 ST

I asuodsay | uonsanY

= ———  ——— — ==,

:o_u&.._ummaﬂ_u._w:um

uonduosag Aobaje) aonag

aljenyaAsd jeydsoH wuanzeduy qt




Tiered Cost sharing for Part B Services

Question Hmmmvozmm

Do any of your outpatient services have tiered cost sharing? (Please note: Inpatient Hospital services | No
that have tiered cost sharing are entered in Section B of the PBP software)

1a Inpatient Hospital-Acute

Service Category Description

Benefit Description

Question_

o T ,. | Response
Does the m_m: provide :ﬁmzm:ﬁ Iomnmﬁm_->n_\=”|m Services as a supplemental benefit under Part C? _<mm -
Select Hmﬂjm:nma benefits: _>n_n=ﬂ_o:m_ Days
Select type of benefit mom Additional Days: Mandatory
an:_m benefit unlimited for Additicnal Um<m|u ) Yes .
Is there a mm?.nm-mumn._mmn Maximum Enrollee Out-of-Pocket Cost? No

boes this plan's Medicare-covered benefit cost sharing vary by hospital(s) in which an enrollee obtains |No
care?

Is there an enrcllee Coinsurance? No _
._uomm this plan's Additional Days cost sharing vary by hospital(s) in which an enroflee o_uﬂmmsmlnwﬂm..‘, No .
_.\.H.m there an enrollee Deductible? - = No -
Tw there an enrollee Copayment? = No |
méjmﬁ is your Inpatient Hospital-Acute benefit period? | Per Admission or Per Stay B ._
| Do you n:mam-@n sharing on the day of discharge? No

Is authorization required? _ No |
..Hm a referral required for Inpatient IOmEﬂml_-?Eﬂm Services? amo

1b Inpatient Hospital Psychiatric
Service Category Description

Benefit Description

Question | Response =
| Does the plan provide Inpatient Hospital Psychiatric Services as a supplemental benefit under Part C? No
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No \A....HW.—.ZLJW.VV

Does this plan's Medicare-covered benefit cost sharing vary by hospital{s) in which an enrollee obtains ||No
care?

2/41
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The below contract(s) and PBP(s) for Triple-S Management Corporation are
provisionally approved for participation in the VBID Model for Contract Year 2021:

H4005-001-000
H4005-004-000
H5774-003-000
H5774-005-000
H5774-023-000
H5774-027-000
H5774-031-000
H5774-033-000
H5774-022-000
H5774-024-000
H5774-025-000
H5774-026-000
H5774-028-000
H5774-032-000

P e —

= -






with CMS requirements for benefits offered in the VBID model; 2) be consistent with the
benefit proposals and the actuarial or financial information contained in your application,
as modified or clarified in subsequent written communication with CMS prior to this
notice, unless otherwise approved by CMS in writing; and 3) not be structured to
discriminate against any Medicare beneficiary.

Should you wish to withdraw your application for one or more PBPs, please notify the
VBID Model team in writing at VBID ¢ cms.hhs.uov.

You may also request to make changes to the approved interventions or financial
projections contained in your application by contacting CMS at the same address. Prior to
bid submission, CMS will allow incremental changes to proposed interventions, but only
where good cause is shown. After bid submission, CMS will only allow changes of a type
typically allowed for MA and Part D benefits after bid submission, such as those required
in response to CMS bid desk review findings, or made during rebate reallocation.
Allowance of changes to approved VBID Model components is a matter of CMS
discretion, and CMS may require resubmission of actuarial documentation to account for
proposed changes.

A condition of this authorization is that you obtain prior approval from CMS for the
publication or release of any press release, external report or statistical/analytical material
or other similar material that references your participation in the VBID Model. External
reports and statistical/analytical material may include papers, articles, professional
publications, speeches, and testimony. The CMS will make reasonable efforts to
complete its review expeditiously. Any material submitted to CMS for prior approval that
is not disapproved in writing by the CMS within 30 calendar days after receipt by CMS
will be deemed approved. You must also include the following statement on the first page
of all external reports and statistical/analytical material that are subject to this paragraph:
“The statements contained in this document are solely those of the authors and do not
necessarily reflect the views or policies of the CMS. The authors assume responsibility
for the accuracy and completeness of the information contained in this document.” This
condition will remain until the signing of the CY 2021 MA contract, whose terms will
govern this subject.

/j.-f‘ﬁ ¢ appreciate your interest in the VBID Model and look forward to your participation.

Please continue to adhere to the terms of the VBID Model’s Request for Applications,
and monitor communications from the CMS for additional guidance to VBID Model
participants.

Sincerely,
Laura McWright

Deputy Director, Seamless Care Models Group, Center for Medicare and Medicaid
Innovation







DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop WB-06-03
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR METHCARE 8 MEDICAIL) SERVICES
CENTER FOR MEDICARE AND MEDICAID INNOVATION

DATE: May 20, 2020

TO: Vanessa Acevedo Caban
Triple-S Management Corporation
1484 Av. Franklin Delano Roosevelt
San Juan, Puerto Rico 00920

FROM: Laura McWright, Deputy Director, Seamless Care Models Group, Center for
Medicare and Medicaid Innovation

Subject: Medicare Advantage Value-Based Insurance Design Model Application —
Calendar Year 2021

Thank you for your application to the Centers for Medicare & Medicaid Services (CMS)
Medicare Advantage Value-Based Insurance Design (VBID) Model, on behalf of Triple-
S Management Corporation.

We have determined, on a provisional basis that the plan benefit packages (PBPs) and
specific VBID model components referenced in your updated application meet the
Model’s requirements and thus make your organization eligible to participate in the
VBID Model. Accordingly, your organization is authorized to submit a calendar year
(CY) 2021 Medicare Advantage (MA) or MA prescription drug (MA-PD) bid submission
that contains VBID benefits offered under authority of the VBID Model for the
contract(s) and PBP(s) listed on page 3.

This authorization should not be construed as final approval by CMS of the VBID Model
benefits described in your application or final confirmation that your organization is
eligible to participate in the VBID Model for CY 2021. Your acceptance into the VBID
Model for CY 2021 will become final upon full execution of the CY 2021 MA contract
_which includes an addendum for participation in the Model. Until such time, CMS

/%fves the right to revoke this preliminary determination.

i This authorization extends only to the specific VBID Model benefits, and for the specific
PBPs proposed in your application. Those PBPs are listed at the end of this memo. If
CMS has granted your organization an exception from one or more Model eligibility
requirements, the contingencies and caveats of that exception continue to apply. This
authorization should not be construed as approval or disapproval of any other element of
your MA or MA-PD product offering, including marketing and communications plans for
VBID Model benefits, which may have been described in the application.

Please follow instructions to be issued by CMS and the Office of the Actuary for the

proper inclusion of VBID Model benefits in your CY 2021 bid submission and
submission of supplemental formulary files, if any. All bids submitted must 1) comply

DI



Question

Response

Does your VBID benefit include Part D
reductions in cost?

No

How many packages does your Part D VBID
benefit contain?

Value Based Insurance Design Attestation

Contrato
1 -

Nimero

6o |
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Do any of your outpatient services have
tiered cost sharing? (Please note: Inpatient
Hospital services that have tiered cost
sharing are entered in Section B of the PBP
software)

No

Part D Benefit Data

Benefit

Plan Data

Benefit

Plan Data

Deductible

445

Pre-ICL Cast Shares

See helow

initial Coverage Limit

4130

Enrollee Out-of-Pocket Cost Threshold

46,550.00/Every year

OON cost sharing structure

Standard Retall Copay/Coinsurance plus a
differential between the OON billed charge
and the Standard Retail allowable

Quantity Limits

Yes

Sharing, 1 Month =

Prior Authorization Reguired Yes Step Therapy Plan Yes
You pay for Over-the-Counter medications  |Yes 07C Medication Attestation statement: Per |Attest
{OTCs) under the Utilization Management the CY 2009 Call Letter, an MADO cannot
Program offer the same OTC drug under both its Part
C supplemental benefit and its Part D
benefit. | attest any OTC drugs that are
covered under Part C are separate and
distinct from OTC drugs covered under Part
D.
Offers OTCs as a part of a formal Step Yes Pharmacy Network Components Standard/Preferred Retail; Out-of-Network;
Therapy Protocol submitted for review and Standard Mail-Order; Long-Term Care
\approval by £MS?
Utilizes floot pricing Yes Fermulary Exception Tier 4
Do you apply a second [ess expensive cost  |No Notes Available No .
sharing level for all generic drugs approved
for formulary exceptions?
Sponsor attestation Sponsor attests that it will comply with 42 Daoes plan utilize ceiling pricing? No
CFR 423.154.
Cost Shares Ahove the Threshald The greater of 53.70 for generic or a Are you implementing indication-based No
preferred multi-source crug and $9.20 for all formulary design?
other drugs, or 5%
Pre-Initial Coverage Limit
Tiet 1 Tler 2 Tier 3 Tier 4 Tier 5 Tier 6
Tier Label Preferred Generic Generic Preferred Brand Non-Preferred Brand Specialty Tier Select Care Drugs |
Tier Drug Type Generic Generic Brand Brand Generic; Brand Generic; Brand
r Includes Part D Drugs Only Part D Drugs Only  |Part D Drugs Only Part O Drugs Only Part D Drugs Only [Part D Drugs Cnly
All drugs on formulary for this tier available |Yes Yes Yes Yes Yes Yes
at extended days supply
Drugs avzilable at an extended day supply  |No Mo No Yes Yes
for this tier limited to a 1-month supply for
the first fill?
Tvpe of cost sharing structure Copayment Copayment Copayment Copayment Coinsurance Copayment
Daily Preferred Retail Copayment $0.47 50.50] $1.40 $3.17 30,10
Standard Retail/Preferred Retail Cost- Eld) 30 El) 30 30 30
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19¢c VBID Hospice
Service Category Description

Benefit Ummmmcmo:

|
- PEET, 28

Response

Question = B =N ) = ] )
Is there an mmﬂo__mm. Wo‘imc_.msnm,.\V - i , - . No B

Is there an enrollee Copayment? zol a o

Is there an enrollee .Oom:m:_\msnm,.‘, |No

\Hm there an enrollee Copayment? _ No

Is there an enrollee Coinsurance? N No

Is there an enrollee Copayment? B [ No .
Is there an enrollee Coinsurance? T |.".zo || -

Is there an enrollee Copayment? _ No .
Mandatory supplemental benefits for enroilees that elect hospice? |Yes

Enter the Maximum plan benefit armount: B 0.00 N

Are hospice mcuu_mqmzﬂm_lcmsmzﬁm contingent upon receiving services from an in-network provider? | Yes

Coverage of primarily and non-primarly health related _nm:.mtm,u ameliorate z._m.mcann_o:m_\uﬂxn:o_om_nm_ Il No
# __.%.mnﬂ.% hospice enrollees’ health conditions and reduce avoidable emergency and healthcare _

Fﬂ.__._mm:o:. -

Temporary coverage of room and board in a residential facility as determined by a beneficiary’s need No “
for custodial and activities of dally living care without a caregiver or other residence to discharge to.

Reduced cost sharing for unrelated medical care services received during hespice eiection No !
-0?@. mandatory supplemental benefits | Yes a ]

Describe other mandatory supplemental benefits:

L —

In-Home Support

Hospice notes
|

In~Home Support Benefit =The benefit consists of qualified staff in-
heme support for activities of daily living such as:

Help for bathing and dressing, transferring or assistance for mobility
at home, light housekeeping (cleaning, laundry,

cleaning dishes), meal preparation and help with medication
reminders. One 4-hour visit per week as long as the

member participates in the hospice program with a contracted in-

network provider.

! This rew is populated in the PBP Benefit report with a $0 copay because the plan has indicated no copayment and no coinsurance in their PBP Data entry.

40/40
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19b Additional Benefits for VBID/UF/SSBCI - UF Package 1

| Category

_ Disease States: Chronic Obstructive Pulmonary Disease (COPD); Congestive Heart Failure (CHF); Other 1; Other 2; Other 3; Other 4; Other 5
PBP Section |

Question

Response ;

Is a referral required for Other Defined Supplemental Benefits?

N

| In-Home Support Services Notes:*

Benefit consists of in home support for activities of daily living such
as: Help with bathing and with dressing, Transferring or mobility
|help in the home, Light housekeeping (cleaning, laundry, dishes),
Meal preparation, Help with medication reminders. This benefit

| provides for an in-home heaith aide on activities of daily living due
to health issues not otherwise covered under any other Medicare
benefit. Covers up to 48 hours of care in a calendar yvear (four (4) __
hours per day for a maximum of 12 days in the calendar year).

Disease States: Chronic Obstructive

19b Additional Benefits for VBID/UF/SSBCI -

Pulmonary Disease amm:u_u: nn.v..:.mm.m.n..mxn.._..._.mm_ﬁ Failure (CHF); Other 1; Other 2; On:m., 3; Other 4; Other 5

UF Package 2

PEP Section mnwnmluﬁ:; _Dcmwzo: ?mmuosmm |
| 196 ._.pn_n_mn_o:m_ Is this package applicable to VBID or MA Uniformity Flexibility or SSBCI
Benefits for SSBCI?
| N RmHo\c@mme
|Is there a prerequisite for any additional benefits for this package? |No
Select all the Non-Medicare-covered additional benefits offered in - | 131-0: Non-Primarily Health Related Benefits for the Chronically IIl
[ B this package: {Other)
Il Are any benefits exermpt from the plan-level deductible? —zo
_ | Are you offering ﬂ.mﬁ_.omnz,\ml_,mz.s_u.c_‘mmnﬁ:ﬁ» No |
mm,.nrmﬂm a maximum benefit amount? No a |
,Zoﬂmm" After member’s clinical identification process they will be sent a
card with allowance for the purchase of groceries, groceries
delivery charges and thorough house cleaning performed by a
_ contracted professional. Funds will be deposited ap gry quarter
of the year while the member remains active P The @GR4
18b - 13i Select what Other type of henefit your Non-Prirarily Health Related |[Other 1; Other 2

Benefits for
VBID/UF/SSBCI
- Non-Prirmarily
Health Related
Benefits for the

Benefits for the Chronically Il includes:

Chronically Il
B - Enter name of Service: ) B B m_,onwzhm mhu_ @mmz._sm m|m2l_nmm Card
o | Select type of benefit for Other 1: Mandatory
[|1s there a service-specific Maximum Plan Benefit Coverage amount? |Yes |

38/40
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Service Category Description

[ Benefit Description

19a Reduced Cost Sharing for VBID/UF/SSBCI

Question

== = > =

Response

Does your organization offer provider incentives for offering or engaging beneficiaries in WHP
activities?

No

connected from your program to access points of care.

Program Connectedness: Please check the way that advance care plans and/or advance directives are

Electronic Health Records/Electronic Medical Records;
Provider/Patient portals; Health Information Exchanges; Data
Warehouses

Expected Number of Beneficiaries to be Engaged Annually:

23925

Does your VBID/MA Uniformity _u_mxﬁu__f\\mmmﬂ benefit offer Part C reductions in cost?

No

Service Category Description

Benefit Description

19b Additional Benefits for VBID/UF /SSBCE

_ o:mmn_.ﬂ.m, - Response |
_Uomm your VBID/MA c:_ﬂo:j_? Flexibility/SSBCI benefit offer additional vm_.ﬂ n benefits? Yes _
__._os_ many packages do your Additional Benefits contain? ﬁ Hmv 2

Hw_u Additional Benefits for VBID/UF/SSBCI -

UF Package 1

U._mmmmm States: Chronic o_umn_..._nn_e.m _us_s._o:mé Disease (COPD); no_..ummn_e,m Heart m..w__:_.m mn_.:uu, Other u. onrm_. N Onrm_. w o:..m_. A Onsm_. 5

PBP Section M_ Category |Question A |Response e i al _
__ 19b Additional Is this Umnxmmm applicable to <_wH_u or MA c:_ﬁo_,B_Q Flexibility or MA Uniformity Flexibility |
Benefits for SSBCI? |
_ VBID/UF/SSBCI | .
__ Which disease states dees this benefit apply? (Select all that Chrenic Obstructive Pulmonary Disease {COPD); Congestive Heart
_._ apply): Failure {CHF); Cther 1; Other 2; Other 3; Other 4; Cther 5
_ _ Other 1 Description: Oncology patients with active chemo by infusion
| Other 2 Description: Acute Stroke
| —— — kel P i

Other 3 Description:

Open Heart Surgery

[ Other 4 Description:

Hip Surgery

Other 5 Description:

knee surgery

Does the enrollee need to have all diseases selected to gualify?

No

_ Does the enrollee need to have a combination of diseases selected
to qualify? If yes, describe in notes.

r e

No
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18a Hearing Exams
Service Category Description

Benefit Description

Question

Response

Select type of benefit for Routine Hearing Exams:

Mandatory

Is this benefit unlimited for Routine Hearing Exarrs?

No, indicate number

_.H:n__nmwm numiser for Routine Hearing Exams: o 1
| Select Routine Hearing Exarrs periodicity: Lﬂ.m,..mi\ year
Select type of benefit for Fitting/Evaluation for Hearing Aid: __,\_m:amﬁo:\
Is this benefit unlimited for Fitting/Evaluation for Hearing Aid? No, indicate number
Indicate number for Fitting/Evaluation for Hearing Aid: 1
Select Fitting/Evaluation for Hearing Aid periodicity: Every year
Is n:mﬁmlmlmm?_nm-mvmnﬁn Maximum Plan Benefit Coverage amount? No
Is there an enrollee Deductible? No
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? No
m Is there an enrollee Coinsurance? B NO “
w Is there an msqo__mm ﬂc_...m<:._m:ﬂl..‘v T No E—
..Hza_nmﬂm Minimum Copayment amount for Medicare-covered Benefits: 1 £0.00
Indicate Z%Ecﬂ Copayment amount for Medicare-covered Benefits: 1 £0.00
_ Indicate Minimum novM<:,m:ﬂ ampount for Routine I¢m1:m|mxm:|,m" 1 £0.00
Indicate Maximum Copayment armount for Routine Imm:ﬂ._o Exams: 1 $0.00 1
” Indicate Minimum Copayment amount for Fitting/Evaluation for Hearing Aid: 1 wo.oo
| Indicate Maximum Copayment amount for Fitting/Evaluation for Hearing Aid: 1 $0.00
”.Hm authorization required? - - No |
|1s a referrai required for Hearing Exams? - o No |
18b Hea _.ﬂm >Em.
| ® Service Category Description
e - .. Benefit Description
| Question Ty _ |Response
Does the plan provide Hearing Aids as a supplemental benefit under Part C? o Yes

Select enhanced benefits:

Immn:ml.pam (all types)
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17a Eye Exams

_wm:mmw _u,mmsm_.muﬁo_..

Service Category Description

_ Question

Response

[Enter name of Other Service:

Eyewear eye exam

_ Select type of benefit for Other wmgnmn

Mandatory

Is this benefit unlimited for Other Service?

No, indicate number

| Indicate quantity for Other Service: - 1
| select _”:m|o§m_, Service periodicity: Every vear
|1Is there a service-specific Maximum Plan mmqmmﬁ nm,‘\‘m_,mmm amount? No o |
Is there a service-specific Maximum m:ﬁo__mm. Qut-of-Pocket Cost? No
1 Is there an enrollee Coinsurance? No
|15 there an enrollee Copayment? No
Indicate Minimum Copayment amount for Zma_nm_.m-no,\mﬂmn_ Benefits: 1 N $0.00
.H:n__nmnm Maximum Copayment amount for Medicare-covered Benefits; 1 $0.60
| Indicate Minimum noum<_.3mzlﬂ amount for Routine Eye mﬂm:.lm.u $0.00 B
_ Indicate Maximum Copayment m:,_o_.ﬂzn for Routine Eye Exams: 1 $0.00 —
Indicate Minimum Copayment m:ﬂw for Other Service: 1 B $0.00 N A
Indicate Maximum Copayment amount for Other Service; 1 ) _ $0.00 ‘
Is there an enrollee _uma|cn:cmv- N T _ No
Is mcﬂaoz,mm:o: required? - B _ No
Is & referral _.mn_c__.mln_ for Eye Exams? . No

Notes: || The routine eye exam is the test performed by the physician to
evaluate the need to have eyewear. If eyewear is needed, the plan
will cover under the Other eye exam, consultation and prescription
for eyewear including refraction.

17b Eyewear
Service Category Description
Benefit Bascripticn
Question L mwmmtosmm
“.Uomm the plan provide Eyewear as a supplemental benefit under Part C? _<mm
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Surgery, Other Services)

Service Category Description

Benefit Description

16b Comprehensive Dentat Services (Non-Routine, Emm:owzp Restorative, Endodontics, Periodontics, Extractions, Prosthodontics, Other Oral/Maxiliofacial

| Questian S . _ nzﬁm_u.u_..mml S S N i
Indicate Maximum Copayment amount for Non-routine Services: 1 $0.00
_ Indicate Minimum Copayment amount for Diagnostic Services: 1 o $0.00
m Indicate Maximum Copayment amount for Diagnostic mm.::nmm_ 1 $0.00 -
Indicate Minimum nonmmlqﬁﬁ.mﬁ:oc:ﬁ for Restorative mmE._n.mm" 1 o $0.00 i
_ Indicate Maximum Copayment amount for Restorative Services: 1 £0.00 -
” Indicate Minimum Copayment amount for Endodontics: 1 mo.mo
.ﬂ_a_omnm Maximum Copayment amount for Endodontics: 1 o £0.00
Indicate Minimum Copayment amount z.uﬂ _um:.onozﬂmm" 1 N o - .mo.oo
“ Indicate Maximum Copayment armount mo_‘.v.mion_o:ﬁ_.nm" 1 $0.00 |
| Indicate Minimum Copayment amount for Extractions: 1 = $£0.00
” Indicate Maximum Copayment m:d::n for Extractions: 1 T $0.00
_ Indicate Z_:WB:I_.: Copayment amount for Prosthodontics, Other O_,M_\me___o_"mn_m_ Surgery, Other $0.00
Services: 1
Indicate Maximum Copayment amount for Prosthodontics, Other Oral/Maxillofacial Surgery, Other $0.00
Services: 1
_.Hlm mﬁ:o_._mm:o:..._.mn_|5_.m%. |Yes
Isa ﬂMmM_«m_ ﬂmmcmﬂmmmﬂnoam_.m:msmzm Dental Services? _ No
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Service Category Description

Benefit ammazuao:

16a Preventive Dental .mm_.inmm (Oral Exams, Prophylaxis (cleaning), Fluoride Treatment, Dental X-Rays)

Question _ Response |
| Select the Denta| X-Rays periodicity: - Other, Describe
_Jm there a service-specific Maximum Plan Benefit Coverage amount? No - i
_ Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? - o _
is there an enrollee Coinsurance? No
|Is there an enroliee Deductible? . No _
_ Is there an ms_.o__mmowm,\:m.:ﬂw . a a
_Hsn_._nm_“m Minimum Copayment amount for Oral Exams: 1 o $0.00
Indicate Maximum Copayment amount for Oral Exams: 1 Wo.oo
Indicate Minimum Copayment amount for Prophylaxis ﬁn_mm:ﬂ:mv“ 1 $0.00
. Indicate mem:._clﬂ Copayment amount for _u_dnrﬁmx_m An_mmyse.. 1 i .wo.oo
Indicate Minimum Copayment amount moyozam Treatment: 1 | Imono
. Indicate Maxirmum Copayment amount for Fluoride Treatment: 1 £0.00
. Indicate Minimum Copayment amount for Dental X-Rays: 1 o $0.00
Indicate Maximum Copayment armount for Dental x-m%\w_ H| $0.00
|1s authorization _.mn_c__wn_,.‘. . No -
.Hm a ﬂmﬁmﬁﬂﬁmn:man for Preventive Dental mm”._nlmmwl B ._.zo B ]
_ Notes: B i Up to (1) Panoramic image or Intracral complete series including
bitewings, every three years. Once the member has used the
Panoramic images or Intraocral complete serles, the radiographic
images limit has been reached for those 3 years. Up to (6)
radiographic images include up to (4) periapicals and up to (2)
- bitewings images per year.

Surgery, Other Services)
Service Category Description

wmsm*..:“ _..umm.n_..m_w_mm.wa

16b Comprehensive Dentzal Services (Non-Routine, Diagnostic, Restorative, Endodontics, Periodontics, Extractions, Prosthodontics, Other Oral/Maxillofacial

Question

Response

__uoom the plan provide Comprehensive Dental Items as a supplemental benefit under Part C?

e

Yes
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Benefit Description

Service Category Description

14e Other Medicare-Covered Preventive Services

.wrmmﬂmo: ‘ . i A ~ |Response - B=

Indicate Minimum Copayment amount for 3mm_nm_.m-no<gm._.ml ..m_m:no_.ﬂ..m Screening: 1 $0.00

Indicate Maximum Copayment amount for Medicare-covered Glaucoma Screening: 1 $0.00

.H_._n:nmnm Minimum ﬁ.uo_um<3m:.n amount for Medicare-covered Dﬂumﬂmm Self-Management Training: 1 mwo.MO .

Indicate Maximum Copayment amount for Zmn_mmﬂm-nowm:wm Diabetes Self-Managerment Training: 1 .?_ $0.00 .

Indicate Minimum Copayment armount for Medicare-covered Barium Enemas: 1 |[$0.00

ﬁmmmw Maximum Copayment amount for Medicare-covered Barium Enemas: 1 [|s0.00

Indicate Minimum Copayment amount for Medicare-covered Digital xmnﬁmumm:.m" 1 $0.00

.Wﬂn:nmnm Maximum Copayment amount for Medicare-covered Digital Rectal Exams: 1 [$0.00

m:&nmnm Minimum Copayment amount mo_. Zmn_mnmﬂm.|3<m_.ma EKG following Welcome Visit: 1 | $0.00

_ﬂ&nmﬂm Maximum Copayment amount for Medicare-covered EKG following Welcome Visit: 1 $0.00

.H:n:nm_nm Minimum Copayment amount for Other Medicare-covered Preventive Services: 1 $0.00

Indicate Maximum Copayment amount for Other Medicare-covered Preventive Services: 1 $0.00 :
Is mcgonwmﬂﬂ_._l_.mnc:.ma for Medicare-covered m_mcnol_.:m Screening? No ._
Is authorization required for Medicare-covered Diabetes Self-Management Training? No |
Is authorization required for Medicare-covered Barium Enemas? No

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

Is authorization required for Medicare-covered EKG ﬁo__.o,..ﬁ:m Welcome Visit? No

Is authorization required for Other Medicare-covered Preventive Services? No

Is a referral required for any Services? No |

Benefit Description

Service Category Description

15 Medicare Part B Rx Drugs and Home Infusion Drugs

nw_.wmamlzw: . i ] » wmm_uo:mm.

Is there a Maximum Enrollee Out-of-Pocket Cost? No o
Is there an enrollee Coinsurance? - B No

Is there an enrollee Copayment? No
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14c Eligible Supplemental Benefits as defined in Chapter 4 e
Service Category Description
j — e - — L Benefit Description L L
.n__._mmn_n_.- _ .J| I||, i ||| i mtmwmum.m,mwm. iN_NOT . - - _
| Indicate Minimum Copayment amount for Nutritional/Dietary Benefit: 1 $0.00
_.Hzn__nmnm _,\_mx.__.:cBmO_um,\:..m:ﬁ ameount for Nutritional/Dietary Benefit: 1 - wooo - .. N N __
.mH:n__nmﬁm _<_._._.__.3:3 Copayment amount ﬁoﬁmczmmm_:o Services: 1 o |._wﬂuo N _
.H:u_nmﬂm Maximum Copayment mﬂgn for Counseling Services: 1 —= ._.ﬂo.oo = = ....
.H_._n__nmﬂm Minimum Copayment amount for Altemative Therapies: 1 ] wﬁﬂuo - ._
Hn__.nm_“m Maximum Copayment amount for Altemative Therapies: 1 B B B . .|mo.oo - -| T T J“
..Hmlmc|§o_._mm_:on required? No |
_.Hw a _.mldﬁmw_.m_ required for Other sz:mam|5uu_m3m:nm_ Benefits? __./_o _
Health Education Notes: a o N N . H_.Izm program provides health information and promotes :mm_ﬂm_. m
lifestyles. Tt includes interaction of qualified health professionals

_ —?mm_ﬂ: educators /Nutritionist) with you on specific disease

Jconditions such as (but not limited to): hypertension, diabetes,
congestive heart failure, and smoking/tobacce use. This program
provides health educaticn material, group interventions and
telephone-based education on nutrition and weight management _
based on your health by health educators.

Remote Access Technolegies (Nursing Hotline) Notes: Teleconsulta - Nurse line for health consultations, available 24
hours, 7 days a week. If you are sick, hurt or need health related
advice, the nursing professionals will offer yvou guidance to help you
decide whether you should make a docter's appointment, visit an
emergency room, or they will offer you self-care instructions to help
alleviate your

symptoms safely, in the comfort of your home,

Counseling Services Notes: [ Telecansejo (Emotional Suppert Line) - 24/7 access to counselors

trained to provide emotional support for issues such as anxiety,

emoticnal crisis, depression, and life events such as loss of family

members or friend, economic hardship or financial issues. Heaith

needs assessment on mental conditions and support to coordinate
services or locate available community services.
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13f Other 3

_ Service Category Description

(| S Benefit Description
Question . mwmmvo:mm i -
.Hm a referral required for Other Services? _ No
Notes: m Benefit consists of a $10 allowance to pay for delivery charges.
Benefit is limited to one time per month for affected enrollees during
B |E] public health mq.:m_.mmsnkﬁo_. COVID-19 with a stay at home order.
13g Dual Eligible SNPs with Highly Integrated Services _
Service Category Description
[ . Benefit Description _
Question ] = i | Response _
14a Medicare-covered Zero Cost-Sharing Preventive mm_dmn.nm “
Service Category Description ﬁ
|
Benefit Bescription 1
.Dcmm.an: 1 Response ) —
Medicare-covered Zero Dollar Preventive Services Attestation I attest that there is no coinsurance, copayment, or deductible for _
all Original Medicare preventive services that are offered at zero
L o dollar cost sharing.
S R
Is mcn:ozmmﬁ_nﬂr_.mnc_ﬁmn_. - No
_Hm a referral required? No
14b Annual Physical Exam
Service Category Description
L. \ Benefit Description TLEE Ny
_ Question T Response
Does the plan provide the Annual Physical Exam as a supplemental benefit under Part C? No
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7b Chiropractic Services

Service Category Description

Benefit Description

|Question e e _ .. |Response : _
Indicate Maximum Copayment amount for Medicare-covered Benefits: 1 $0.00

ﬂn:nmnm Minimum Copayment amount per visit for Routine Care: 1 $0.00 |
H:n_mnmﬁm|_<_mx._3c3 Copayment amount per visit for Routine nm_,m." H. $0.00 |
Is w:m_‘mw enrollee Deductible? No N .
Is authorization required? No
Is a referral required for Chiropractic Services? . . Yes S

Service Cateygory Description

Benefit Description

7c Occupational Therapy Services

wcmmnﬂ . B __ Response —

.Hrml:._m_.m a service-specific Maximum Enrgllee Qut-of-Pocket Cost? No

Is there an enrollee Colnsurance? - - No

Is there an enrollee Deductible? B No

Is there an enrollee Copayment? No S -

Is authorization required? - o Yes

Isa _.mﬁm_.ﬂm_ required for Occupational Therapy Services? N Ino B )

Service Category Description

Benefit Description

7d Physician Specialist Services excluding Psychiatric Services

|Question ) E - > ... _|Response
_ .Hm ﬂ.:mﬂm 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
Is authorization required? - Yes
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7f Podiatry Services [
|
Service Category Description |
| e __| Benefit Ummn..m_w.ﬂ.o.q. e . —— o
Question _.wmm_uﬂ..:mm W~ |
Is there a service-specific Maximum Plan Benefit Coverage amount? No
Is there a service-specific Maximum Enroliee Qut-of-Pocket Cost? No
Is there an enrollee Coinsurance? No )
Is there an enrollee Deductible? No B
Is there an enrollee Copayment? No
Indicate Minimum Copayment amount per visit for Medicare-covered Benefits: 1 £0.00
Indicate Maximum Copayment amount per visit for Medicare-covered Benefits: 1 $0.00
Indicate Minimum Copayment amount per visit for Routine Foot Care: 1 £0.00
Indicate Maximum Copayment amount per visit for Routine Foot Care: 1 $0.00
Is autherization reguired? No
Is a referral required for Podiatrist Services? Yes
7¢ Other Health Care Professional Services
Service Category Description
Benefit Description o
Question ! Response "L
_Hm there a service-specific Maximum Enrollee Out-of-Pocket Cost? No B
Is there an enrollee Coinsurance? No
Is there an enrollee Deductibie? No
|15 there an enrollee Copayment? No
Is authorization required? No
Is a referral required for Other Health Care Professional Services? Yes -
7h Psychiatric Services
Service Category Description
! Benefit Ummn:umm..;: .
Question Response
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? |No
.-:.__..L....l |1
=2 ..tur_..:.n;..wﬂ..\h“..\k\..r.
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Service Category Description

wm:mm.n Description

7j Additional Telehealth Services

e e— = T e T e e

O:mm».o:

v = Cm e - e

ﬂmmuoamm

Select the Medicare-covered benefits that may have >nn___“_o:mm Telehealth _wm:mm_ﬂm m<m__mc_m.

7a: Prirmary nmﬂm Physician Mm?._nmm 7d: v_.;..m_n_m: Specialist
Services; 7el: Individual Sessions 31 Mental Health Specialty

Kidney Disease Education Services; 14e2: Diabetes Self-
Management Training

Services; 7hl: Individual Sessions for Psychiatric Services; 144:

Is there a service-specific Maximum Enrolles Out-of-Pocket Cost for Additional Telehealth?

No
Is there an enrollee Coinsurance? No -
Is there an enrollee Deductible? No
mMm there an enrollee Copayment? o No , i B}
Is authorization required for Additional Telehealth Services? - [INo o
Is Hmﬁm:‘m_ required for Additional Telehealth Services? _<mm

Service Category Description

Benefit Umwn_.:uzoa

7k Opicid Treatment Program Services

Question’ o SN W e Responss s e

Is there a service-specific _<_mx_3c3 m Enrollee Out-of-Pocket OOm.nu. ||No ]
Is there an enrollee Coinsurance? [No

Hmﬂ._mﬁm an enrollee Deductible? - No B

HHm there an enrollee Copayment? . No —

Is mcn:o_._Nmﬁlmo: required? No

._Mm a referral required for Opioid Treatment Program Services? No

Service Category Description

wm:mﬁn Description

8a Outpatient Diagnostic Procedures, Tests and Lab Services

Question = S |Response
Is there a service-specific Maximum Enrollee O_._nlno? v.onxmﬂ Cost? zo| B N
Is there an enrollee Colnsurance? - | No

_ Is there an enrollee Deductible? o - | No

|...,|I
R
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Oa Outpatient Hospital Services
Service Category Description

Benefit Description

...@._...mmﬁo: — |§ ) - }I __amm_u.c|_..mm A g...gils .
“ .Hm there my_nm-mvmnﬁn Maximum Enrollee Ocn-n.um.l_wom,_mmm;moﬂ.w o —zo

Is there an enrollee Coinsurance? No B )

.Hm|§m_.m an enrollee Deductible? No

Is there an enrollee nﬁulumf.:m:ﬁu No

Indicate Minimum Copayment amount per visit for Medicare-covered Outpatient Hospital Services: 1 $0.00

Indicate zﬂwm_.:c:_ﬂ..novm,\:,m:n amount per visit for Medicare~covered Outpatient Iomu;m_m:._nmm" HI mmq.aoo -

Indicate Minirmum Copayment amount per visit for ZmMnm_.m-no,..m_,mn_ Observation Services: 1 $0.00 o
Indicate Maximum Copayment mﬂo::ﬂ per visit for Zmn_nma-%_.mln Observation Services: 1 . $0.00

Is authorization required for Medicare-covered Outpatient Hospital Services? . _<mm

||Is authorization required for _,\_m&nmﬁm-nlgmﬂma Cbservation Services? Yes

_.|Hm a referral required for Medicare-covered Qutpatient Hospital Services? B No

_ Is a referral required for Zmn_nmﬂm-n.o,..m_,ma Observation Services? ..20

Service Category Description

Benefit Description

9b Ambulatory Surgical Center (ASC) Services

: e o o il Al - — = '
Queston i  mesponse _
mHm there a service~specific Maximum Enrollee Out-of-Packet Cost? — _ No

Is there an enrollee ﬁo_.ﬂ._mc_.m:h._\v B [No - R
Is there an ms_.ommm Deductible? - — T No

Is there an enrollee Copayment? No

Is authorization required? B Yes

Is a referral required for Ambulatory Surgical Center Services? ) [|No
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10a Ambulance Services
_ Service Category Description
_ Benefit Description N
Question _zmmuozmm
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? |No _
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? No
Is there an enroliee Copayment? No -
Indicate the Minimum Copayment amount for Medicare-covered Ground Ambulance Services: 1 £0.00 .
Indicate the Maximum Copayment amount for Medicare-covered Ground Ambulance Services: 1 $0.00
Indicate Minimum Copayment amount for Medicare-covered Air Ambulance Services: 1 £0.00
Indicate Maximum Copayment amount for Medicare-covered Air Ambulance Services: 1 $0.00
Is authorization required for non-emergency Medicare services? [Yes
10b Transporiation Services
Service Category Description
Benefit Description . J
c:m.mﬂo: Response =
_Uomm the plan provide Transportation Services as a supplemental benefit under Part C? Yes

_mm_mnn enhanced benefit:

Any Health-related Location

_Mm_mnﬁ type of benefit for Any Health-related Location: Mandatory

_Hm this benefit unlimited for number of trips for Any Health-related Location? B - No —
_H:Q_nm.mm..:czém_\ of trips for Any Health-related Location: o } 24

_.Wm_mnﬁ Any Health-related Location Trips n.mnon:..“.f: .ml<m2 year B

._mm_moﬁ Type of Transportation for Any Health-related Location: One-way B -

_mm_mnn zoamlo_“ Transportation for Any Health-related Location: Taxi; Van; Other, Describe

_.Hm there a service-specific Maximum Plan Benefit Coverage amount? No e

IHm there a service-specific Maximum Enroflee Out-of-Pocket Cost? No

Is there an enrollee Coinsurance? B No B

|Is there an enrollee Deductible? No xﬂ.&w_ moxm,r/ B
Is there an enrollee novmi.:m:m . B _ No \ﬂw@.\\ /./”.0.../

m_Hm authorization required? = %

Yes

\4\00::.&029320
21-001
w
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11b Prosthetics/Medical Supplies [
Service Category Description _
Benefit Description | |
. Question Response ;
Indicate Minirurn Coinsurance percentage for Medicare-covered Medical Supplies: 0%
Indicate Maximum Coinsurance percentage for Medicare-covered Medical Supplies: 5%
Is there an enroliee Deductible? |No
Is there an enrollee Copayment? No
Is authorization required? Yes
Notes: 5% coinsurance applies to surgically implanted prosthetics devices,
urinary system & neurostimulator prosthetic devices. 0%
coinsurance applies to orthotics and nonsurgically implanted
prosthetic devices.
0% coinsurance for Cardiovascular Devices.
0% coinsurance for medical supplies preferred brands and
rmanufacturers. 5% coinsurance for medical supplies non
o preferred brands and manufacturers,
11c Diabetic Supplies and Services and Diabetic Therapeutic Shoes or Inserts
Service Category Description
. Benefit Description
Question ||Response |
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No
Is there an enrollee Coinsurance? No
|Is there an enrollee Deductible? Ino
_ Is there an enrollee Copayment? No
_ Indicate Minimum Copayment amount per item for Medicare-covered Diabetes Supplies: 1 |$0.00
Indicate Maximum Copayment amount per itern for Medicare-covered Diabetes Supplies "IH | $0.00
| Indicate Minimum Copayment amount per item for Medicare-covered Diabetic Therapeutic Shoes or $0.00
Inserts: 1
|Indicate Maximum Copayment amount per item for Medicare-covered Diabetic Therapeutic Shoes ar $0.00
Inserts: 1
_ — = A D o )
R . ; b - = N ¥
Do you limit Diabetic Supplies and Services to those from specified manufacturers? Yes .\\A."x _nu/
|Is authorization required? - [No m ﬁu_.r.“_._e.wﬁo 25303.#..3# |
s === 1 T
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13b OTC Items

Service Category Description

Benefit Description

Question - = __ |Response _ D

..DImMmlnjm plan provide Over-The-Counter (OTC) Iterms as a mcuu_m:,_m.:nm_ henefit under Part C? Yes

mm_mnﬁlgum of benefit for OTC Iterrs: Mandatory
Is ﬁrmﬂm a service-specific Maximum Plan Benefit Coverage amount? Yes e a .
...w._._n__nmﬂm Maximum Plan Benefit no,.,mﬂm_lmm amount: ) 75.00

Select Maximum Plan Benefit Coverage periodicity:

Every three months

Does your Maximum Plan Benefit Coverage amount carry forward to the next period if it is unused? No
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? No
Are you offering Nicotine Replacement Therapy (NRT) as a Part C OTC benefit? Yes

Nicotine Replacerment Therapy (NRT) Attestation:

The Nicotine Replacement Therapy (NRT) being offered does not
duplicate any Part D OTC or formulary drugs.

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 found in Chapter 4 of the Medicare Managed Care No

Manual?

Notes: Analgesics Anti-Inflammatory (NSAIDs) and Non-Narcotic,
Antihistamine Hypnotics, Anorectal Agents, Antidiarrheal,
Antiemetic, Artificial Tears and Lubricants, Calcium, Cobalamins,
Cough/Cold/Allergy, Dermatological agents, Folic Acid, Iron,
Laxatives, Minerals & Electrolytes, Multivitamins, Nasal Agents,
Nutritional Supplements such as Fish Oil and Omega 3, Smoking
Deterrents, Otic Agents, Urinary Analgesics, Vaginal Products,
Vitamins, Aduit Diapers/Pads and Blood Pressure Monitor.
The Blood Pressure Monitor is covered up to one (1) every 5 years.

13c Meal Benefit
Service Category Description
Benefit _ummniv.n.m.wh
_ Question __ Response

k =
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13f Other 3
Service Category Description

Benefit Description

Question = ros_°»o Response |
Tsﬁm_. name of Service (Optional): Covid-19 Delivery charge payment

me_mnﬁ type of benefit for Other 3: II - Mandatory

_Hm there a mmzﬂm-mnmnﬁn Maximum Plan Benefit Coverage m:,oc_‘m.u T Yes

Indicate Maximum _u_mslmmzm_n._n Coverage amount: T |[10.00 B = _— I
| Select Maximum Plan Benefit Coverage periodicity: B ) _ Cther, Describe

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

|Is there an enrollee Coinsurance? No

_.Hm there an enrollee Deductible? . |I No

Is there an enrollee Copayment? |No a

Is authorization required? Yes

Is a referral required for Other Services? No —

Notes: N

Benefit consists of a $10 allowance to pay for delivery charges.
Benefit is limited to one time per month for affected enrollees during
a public health emergency for COVID-19 with a stay at home order.

13g Dual Eligible SNPs with Highly Integrated Services
Service Category Description

Benefit Description

Question

14a Medicare-covered Zero Cost-Sharing Preventive Services
Service Category Description

wm:mmu Description

Question Response

Medicare-covered Zero Dollar Preventive Services Attestation

I attest that there is no coinsurance, copayment, or deductible for
all Original Medicare preventive services that are offered at zero

3

bt - el

- dollar cost sharing.
Is authorization reguired? No
|15 a referral required? No
..._.i.l......\... .L......-ll._...ll
o
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Service Category Description

Benefit Description

= — e e 5 R

14c Eligible Supplemental Benefits as defined in Chapter 4

.D.._mmnmh.u wmmuo:w.m "

HW;HJM_.m a service-specific Maximurn Enrcllee Out-of- vOnxmn|nom|n..mm|w|0m:m_\ Defined m_._v,n._mBmJﬁm_ No -I..||I ,

Benefits?

Is there ﬂ:a__mm Coinsurance? B Ne B -

Is there an enrollee Deductible? - N No 1
Is there an enrollee Copayment? T zo | —

Indicate Minimum Copayment amount for Health Education: 1 T $0.00

H:n_mnmnM Maximum Copayment amount for Health Education: 1 $0.00 o |
_Hgn:nmnm Minimum Copayment amount for Nutritional/Dietary Benefit: 1 $0.00

Indicate Maximum Copayment ameount faor Nutritional/Dietary Benefit: 1 ) .ﬁo.oc

Indicate Minimum Copayment amount for Counseling Services: 1 ) $0.00

Indicate Maximum Copayment amount for no::mmﬂ:olmmé_nmm_ 1 . $0.00

Indicate Minimum Copayment mBocﬂm ﬂM_, >_nm_.:mnﬂ.m Therapies: 1 T $0.00

_.Hsn__nmnm zwx_._.:ca Copayment amount for Alternative Therapies: 1 | | $0.00 -

“.Hm m%:w:wmﬂo: required? || h No |

\Is a referral required for Other Defined Supplemental Benefits? . No B - ||

Health Education Notes:

This program provides health information and promotes healthier
lifestyles. It includes interaction of qualified health professicnals
(health educators /Nutritionist) with you on specific disease
conditions such as (but not Iimited to): hypertension, diabetes,
congestive heart failure, and smoking/tobacco use. This program
provides health education material, group interventions and
telephene-based education on nutrition and weight management

based on your health by health educators.

Remote Access Technologies (Nursing Hotline) Notes:

Teleconsulta - Nurse line for health consultations, available 24
hours, 7 days a week, If you are sick, hurt or need health related
advice, the nursing professionals will offer you guidance to help you
decide whether you should make a doctor's appointment, visit an
ermergency room, or they will offer you self-care instructions to help

alleviate your symptoms safely, in the comfort of your home.
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14e Other Medicare-Covered Preventive Services
Service Category Description
Benefit Description .

Question . wmw_vo:.mm e |. .|. . il .-

Is there a service-specific Maximum m:B:wmloH.oTvonrm” Cost for Other Medicare-covered No
| Preventive Services?

Is there an enrollee noﬂ:mc_.m:nm.wl o IS =SEEIS=SESS=S= No

Is there an enroliee Deductible? ) No - -

Is there an enrollee Copayment? o No _
Indicate Minimum Copayment amount for Medicare-covered Glaucoma Screening: 1 |$0.00

Indicate z_mxma..ﬂno_ums.am:ﬂ amount for Medicare-covered Glaucoma Screening: 1 |40.00

.Hl_._M._mmnm Minimum Copayment m_.:oamo_. Medicare-covered Diabetes Self-Management Training: 1 $0.00 _
Indicate Maximum Copayment amount for Medicare-covered Diabetes Self-Management Training: 1 $0.00 |
| Indicate Minimum Copayment amount for Medicare-covered Barium Enemas: 1 . $0.00 , |
Indicate Maximum Copayment amount for Medicare-covered Barium Enemas: 1 $0.00 “,
.H_.a._nmnm Minirmum Copayment amount for Medicare-covered Digital Rectal Exarms: 1 mo.ool h
_T:&nmnmb\_mxﬂ:ﬁ_j Copayment amount for Zma,nm_.m-noé_.ma-o_u#m_ Rectal Exams: 1 $0.00 - - A_,
..H:&nmﬂm Minimum Copayment amount for Medicare-covered EKG following Welcome Visit: 1 $0.00 _ﬂ_
_.H.q.a_lnmﬁm Maxirum Copayment amount for Medicare-covered EKG following Welcome Visit: 1 $0.00 . - ) |
_ Indicate Minimum Copayment amaunt for Other Medicare-covered Preventive Services: 1 $0.00 _
Indicate Maximum Copayment amount for Other Medicare-covered Preventive Services: 1 $0.00
Tm authorization required for Medicare-covered Glaucoma Screening? | . zM

Is authorization aMc_.En for Medicare-covered Diabetes mm__n._sm:mmmnﬂm:ﬁ Training? No

Is authorization required for Medicare-covered Barium Enermas? No
_Mm authorization required for Medicare-covered Digital Rectal Exans? No
_ Is authorization required for Medicare-covered EKG following Welcome Visit? No
_ Is authorization required for Other Medicare-covered Preventive Services? No
_ Is a'referral required for any Services? No
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Service Category Description

Benefit Description

16a Preventive Dental Services (Oral Exams, Prophylaxis (cleaning), Fluoride Treatment, Dental X-Rays)

Question

Response

Select type of benefit for Dental X-Rays:

Mandatory

|Is this benefit unlimited for Dental X-Rays?

No, indicate number

Indicate number of visits for Dental X-Rays: 1

Select the Dental X-Rays periodicity: Other, Describe )
|Is there a service-specific Maximum Plan Benefit no<m.wnm amount? No — —

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

Is there an enrollee Coinsurance? No

Is there an enroliee Deductible? No
|Is there an enrollee noumli.am:nm T No

Indicate Minimum Copayment amount for Oral Exams: 1 $0.00

Indicate Maximum Copayment amount for Oral Exams: 1 | $0.00

Indicate Minimum Copayment amount for Prophylaxis (Cleaning): 1 $0.00

Indicate Maximum Copayment amount for v_,Mvsﬁmxwm (Cleaning): 1 $0.00

Indicate Minimum Copayment amount for Fluoride Treatment: 1 $0.00

Indicate Maximum Copayment amount for Fluoride Treatment: 1 $0.00

Indicate Minimum Copayment amount for Dental X-Rays: 1 | $0.00

Indicate Maximum novm<3mn amount for Dental X-Rays: 1 - |l $0.00

Is authorization required? No |
.Hm a referral required for Preventive Dental Services? No

Notes:

Up to (1) Panoramic image or Intracral complete series including
bitewings, every three years. Once the member has used the
Panoramic images or Intraoral complete series, the radicgraphic
images limit has been reached for those 3 years. Up to (6)
radiographic images include up to (4) periapicals and up to {2)
bitewings images per year. )

28/41



/62 @n
..1.1.1......1 N .
= Vu

00°0% 1 1531J2U3g PRJ2A0D-21EDIP3|Y 104 JUNOWE JuaARdOD WNWIXEW 21221PUL
oo.ow T 1 IS]ijeusyg DAIIA0D-2UEDPB|Y J0] JUNoe ur._ﬂc\,maou WINWIEUI Y 832 21pUT
oN éjuaAedo] 99||oauR ue auBY) m
I B oN £91Q139NPaQ 290U UL 2UDY] S|
. aN £IDURINSUIOD IDY|0IUD U Y] S]
_ OoN £1507) 193204 -J0-INQ 93Y|0IUT WNLIXE J1128dS-3IIA135 @ 2iay] ST
m 1eahA Aaag :Ajaipouad abelsaa) Elmcmm_ ueld E:E_xaf 1239195 ||
_ o gorooos| 000 :JUNoWe 3BEISA0D J1J3USG UEld WNWIXE SIedipul
pouad 43d junoule payissds-ue|d | 1adAl abeIaA0D Jjausg Ueld WNWIXE 341 129|195
—— ssA| ZUnoule 36RISA0D JIJSUST UBld WNWIXE|Y JiJ102dS-221A13S B 24343 ST
S2A| ) n.mmM_Emm 42430 ‘Asbung _m_umuo___xms_\_m._o 13Y3Q ‘5213UOPOYISCId 404 PRLINUN J3US] SIUT ST
= Adozepuepy | 15a21A95 110 'AISBUNS |BI0RJO[IXE N /|RIQ J3I0 'SDIIUOPOYISald Jo) Jyauaqg Jo 2dAl 10985
EXN 45U0I3IRIIXT 104 PAIRLIUN J3US] SIU3 ST
o Alolepuely 1SUQI1DRIIXT J40) iauaq Jo 2dAl 109195
N o SaA ZS1MOPOLAE 165 PAULIUN NJBUIq SIUY ST
Aojepueiy . 1S2UOPOLA 10) JuSURq Jo 3dA3 109195
SBA ESUOROPUT 104 PaB|UN JlJ2Uaq SIY] ST
Alojepuey 1$213U0POPUT 40} JJBUBQ Jo 3dA]Y 1099
S9A $53DIAIDS BAIIRI0359Y 10) pIWuUN Jiysusq s1y) ST
N ) Aolepuely 1901195 9A12J0]S3Y 102 1aUag J0 2dA] 133(3S
T san (SAMAISS 21350UBRIC 10} PAYLIUN U] SIYY S
- Aosepuely| ~ :saoiwas onsoubeiq Joj 1auaqg 10 adAl 199RS |
SaA ¢SODIAIDS JUIIN0I-UON J0J PRUWIUN 1YBUBQ SIYY ST |
N AQjepue T ISIDAIBS DUIINOL-UQN 0] 42U 0 adAl uum_mm._
[ S3AIDS 19Y1Q ‘AebBing [e1Deo||XR W /|BIO _
3410 '$217U0poYISOld [SUOIIIRIIKT [SIHIUCPOLR {5I1IUCpOpUT [
{S2IIAIDS DAIIRI0ISSY [S20IAISS DIjsouBelr] {S931MIRS Buno-uoN :SUJoUaq paIuByUa 10995
| | SIA i3 Hed Japun Jiisu2q |ejusws|ddns B se sWwajf jeuaqg mzmmmcu‘_a&ou w_M>o,& uR[d 3y3 5300 _
| ——= esuodsay | ....:.u._._mmwmm..m
| ¥ uoidriossq jeusg I
_ uonduasag Aiobaje) 23IAISS
_ {saopatag 1oy10 ‘Aiabing
“ 213 j0[[IXel /|40 13410 ‘SOIUOPOUISOld ‘suoliaellxy ‘'Soiuopolad ‘sajuopopul ‘aajelo)say ‘annsoubelq ‘auinoy -uoN) saniAlag [Eudg dAIsusyaIdwo) 4ot




Service Category Description

Benefit Description

16b Comprehensive Dental Services (Non-Routine, Diagnostic, Restorative, Endodontics, Periodontics, Extractions, Prosthodontics, Other Oral/Maxillofacial
| Surgery, Other Services)

[ Question

| Question Sl mmmvosmm

Indicate 3_.:_3_._3.002.2:62 amount for zo:-Bcz:m?mmEmnmm” 1 o - $0.00 -

Indicate me_.acglnoumé._msﬂ amount for Non-routine Services: 1 $0.00 o T
Indicate Minimum Copayment amount for Diagnostic Services: 1 $0.00

Indicate Maximum nouﬂs,“m:.mzquc:ﬁ for Diagnostic Services: 1 . .mo.oo

.ﬂn_mnmﬂm Minimum Copayment amount for Restorative Services: 1 $0.00 -

Indicate _<_Mxp_.3c3 Copayment amount for mmmﬂo_.m_n?mimlm?_nmm” i — $0.00 — N
Indicate Minimum Copayment amount for Endodontics: H| - $0.00 T =
Indicate Maximum Qﬂmfjm:n amount for Endodontics: 1 ) $0.00 o B
Indicate Minimum Copayment amount for Periodontics: 1 $0.00

Indicate Maximum Copayment amount for Perodontics: = $£0.00 =
.Hsn_mnmﬂm Minimum Copayment amount for Extractions: L $0.00

Indicate Maximum Copayment amount for Extractions: 1 ﬁo.mvo

Hawnﬂﬂm Minimum Copayment amount for Prosthodontics, Other Oral/Maxillofacial Surgery, Cther aoo

Services: 1

H:n_mnmnm;ﬁmx._acsg Copayment maoc:nﬂo-. Prosthodontics, onjm_.lo_.m_\zmxm__ommn_m_ mcamjx,lo.ﬁ:m_. $0.00

Services: 1

Is authorization required? N Yes

Is a referral required for Comprehensive Dental Services? No
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17a Eye Exams
Service Category Description
Benefit Description !

.D:mmm.m,:l ) = -—g 3 i me_uo._...lmM == —— —
m.:ﬂm_w:m:.w of Other Service: T . o - B B ) m<mm<.mm_.tm<m exam 1
Select type of benefit for Other Service: Mandatory

Is this benefit unlimited for Other Service? No, indicate number

Indicate quantity for Other Service: 1 e

Select the oﬂ|:m_. Service periodicity: |[Every year

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

.Hmsw.ﬂm a service-specific Maximum Enrpllee Out-of-Pocket Cost? No y
Is there an enrollee Coinsurance? ~ [No

Is there an enrollee Copayment? |No

Indicate Minimum Copayment amount for Medicare-covered Benefits: L |40.00

Indicate Zm&._ﬂc:.. Copayment amount for Medicare-covered mm:m_"_nmulu $0.00 T

Indicate Zd:ﬂ_.ﬁmd Copayment amount for Routine Eye Exams: 1 - . $0.00

Indicate Maximum nonwm;:_.m:ﬁ amount for Routine Eye Exams: 1 . i $0.00 I
Indicate Mininwm Copayment m:dr._:n for Other Service: 1 $0.00 ”
Indicate Maximum Copayment m:dcﬂ for Other Service: 1 - | $0.00 o |
Is there an msa__@mn_lcnz_u_m.u . No T |
_Hm authorization required? i No B .
_ Is a referral required for Eye Exams? ) No

Notes: The routine eye exam is the test performed by the physician to

evaluate the need to have eyewear. If eyewear is needed, the plan
will cover under the Other eye exarn, consultation and prescription
) . - for eyewear including refraction. )
_ —— Mfwfw Eyewear T
_ Service Category Description
= i Wmmnmn mmmn_.:un_o: 54

” .m:mmnmmp | i i _mmmvo_..wm :
m..._uomm the plan provide Eyewear as a supplemental benefit under Part C? - Tmm
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18a Hearing Exams
Service Category Description

Benefit .Ummn_.m_umo.._

Question = ) :_uﬂmuo_..mm : ]
-Wm..“mnﬁ type of benefit for Routine Hearing Exams: T - Zm:amno_.zl o R
Is ﬂj_ml_um_._m:n unlimited for Routine Hearing Exams? . No, indicate number B
Indicate number for Routine Hearing _mxm_.:m“| 1
| Select Routine Hearing Exams periodicity: | B Every year ]
__mm_mnﬁ type of benefit for Fitting/Evaluation for Hearing Aid: T stamnm.é B
d_Hm ﬁ:|_m _um.:.m_"_n unlimited for Fitting/Evaluation for Heating .D,._m..V B No, ._3a_nmn.w number
”Hsa_nmﬁm ncl:.__um_. for Fitting/Evaluation for Hearing >@ 1 .
| Select Fitting/Evaluation _n.o_. Hearing Aid periodicity: | Every year
.E:mﬂm a service-specific Maximum Plan Benefit Coverage amount? | no
Is there an enrollee Deductible? No
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? .zo
Is there an enrollee Coinsurance? No
_.Hm there an m:_.m__mm Copayment? No o
Indicate Minimum Copayment amount for Medicare-covered Benefits: 1 $0.00
Hsa_nmnm.me.:.:cB Copayment amount for Zmannm_.m-ngml..mn_ Benefits: 1 $0.00
Indicate Minireum nolvmiﬂm:ﬁ amount for Routine Hearing Exams: 1 — $0.00 —
Indicate Maximum no_uwﬁ_.ﬂm:ﬁ amount for Routine Hearing Exams: 1 $6.00
Indicate 3.__.__.3._? Copayment amount for Fitting/Evaluation _"ou_. Imm:ﬂ?? 1 $0.00 =
.H:Q_nmﬂm Maximum Copayment amount for Fitting/Evaluation for Imml_._:m .DMQ" 1 $0.00
Is m:ﬁjon.mm:o: required? ..20 -
Is a referral required for Hearing Exams? No
18b Hearing Aids _
Service Category Description
[ Benefit Description 5
” Question L ' - I o il N s sxi.sﬂ.uﬁ Response ._.Hrzm..u -n..__ T

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

Yes /74

Select enhanced benefits:

Hearing Aids (all types) -u .J‘.OO::.QE Nuimero |

34/41



L/SE

ON

#losiad-ur {ouoydajaL

| FELRINVEDS
dHM 10 13110 3Y1 10J SIUEBIDIIPUS] 10 SIAIUIIUT 10 SPIemaY D Hed Jayo uoieziuefio 1noA ssog

H{2uowl to auo 3s00y2) juawabebul Jo apolW dHM

SIUBWISSaSSY SOy -UT ‘WerbBold Juawabeueyy

2URD {JUBUSSISSY NSk YIRSH UBIIPI TUSIA SSOU|IMM [ENUUY

:(210W U0 2uo 2sooud) 3dAl welbold dHM

aN

swelbosd SaAIJUIDUT pUR SpUeMEY (1 Hed AISA) é8P0W AIFA @43 J2pun syauaq 3 Yed Buuajjo noA auy

SIA

JJausg 2aidsoH g e Buuallo noA asy

(x4 UOI3D25 Ul p2a4RIUD 3q pnoys |

sjyeuag |euolpPY |

ISIPNDUL TDESS JNOA 1y2uaq J0 3dA] 1ByMm 19995

S3A ST AIRIIU0IYD) BU3 404 Sqauag [eususddng |e1aads Lmtmlzg od|
seA|  ésieuaq Jeuaippe 10 3502 Ul SUORINPRL YUM AYIGIXeld AJLIOUN YiY 3pNjaul uejd INoA s20g
e asuodsay i "l - " 777 uonsand

uopdiasag Wauag

:o_un_m..u,mmn Aobaje] aonag

129S5/3N/A19A 10} buLleys 3500 peanpay e61 _

= onl T ¢sply Buuesy Joy painbal |eLagal e S|

- - oN JpadinbaJ uolyezuoyine mIH

- ON £3|qIaNPag SF|IUS R aUsy] S

I OoN dluawAerdon a9j0uua ue alay] ST
) - oN $DIUBINSUIOD BB||OIUD UB uBY3 SI
o OoN B C $350D 1900d-J0-1N0 SB{0IUT WNIXely J1103ds-a3lAIas & aiay] S]
Jeai >\_m>m_. T ">u_u_vo_\_mn_l sbeioacD u._.._mHMnWmml_lm LLINWIXE Y 318 PpUT

co.ooow . - - Junolle ab ISACD J1J9USg Ueld WNLWIXE|N 932IpUE

pouad tad junowe payyioads-ueld

:2dAy 2beiaA0]) JyBuUag UBld WNWIXE 3Y] uum_mm.

PaUIGWIOD S1ED Y309 |

$PaUIGUOT SIE3 U30q 104 1o 183 Jad Adde Junowy 9BeIsA0s Jy3udg Ueld WNWIXEl 3Y] 5900

SOA Zunowe s6e18A0D JJsusg UBld WNWIXE J1109ds-201ALaS B 313U] S]

S9A ¢(s3dA3 ||e) Spiy BuLIEal 10} PRAIILN JYBUBY ST S

Eoym_u:ml_\.,_, ] ] :(sadA3 @) spiy DuuesH J04 JIJ2U3g 10 2dAL 153195

¢ E asuodsay LA s = = - uonsand

.....Bm&..ummﬂ youag

uondunsaq Alobaje) 30IAI9S

Spiy BULIBdH q8T




19a Reduced Cost Sharing for VBID/UF /SSBCY
Service Category Description

Benefit Description !

i — e — e e e — - —_——— ——— SR S— ——;

Question Response

R v = = e T P —— — T - - 5 -

Does your organization offer provider incentives for offering or engaging beneficiaries in WHP No

activities?

Program Connectedness: Please check the way that advance care plans and/or advance directives are | Electronic Health Records/Electronic Medical Records;

connected from your program to access points of care. Provider/Patient portals; Heaith Information Exchanges; Data
Warehouses

Expected Number of Beneficiaries to be Engaged Annually: 8496

Oommlf.oEq VBID/MA Uniformity Flexibility/SSBCI benefit offer Part C reductions in cost? No

19b Additional Benefits for VBID/UF/SSBCI
Service Category Description

Benefit Description

.@.zwmzo: L | Response
mcomm your VBID/MA Uniformity Flexibility/SSBCI benefit offer additional Part C benefits? |[Yes _
‘How many packages do your Additional Benefits contain? (1-15) 2 _

19b Additional Benefits for VBID/UF/SSBCI - UF Package 1

Disease States: Chronic @vmn..:nw?m Pulmonary Disease (COPD); Congestive Heart Failure {CHF); Other 1; Other 2; Other 3; Other 4; Other 5

PBP Section _|Category __ [Question el - JResponse il
19b Additional Is this package applicable te VBID or MA Uniformity Flexibility or |[MA Uniformity Flexibility
Benefits for SSRCI?
VBID/UF/SSBCI —
Which disease states does this benefit apply? (Select all that || Chronic Cbstructive Pulmonary Disease (COPD); Congestive Heart
apply): | Failure {CHF); Other 1; Other 2; Qther 3; Other 4; Other 5
] “on:m_. 1 Description: ||Oncology patients with active chemo by infusion
Other 2 Description: [Acute Stroke
i ] Other 3 Description: Open Heart Surgery |
.on_._m_. 4 Description: Hip Surgery
| Other 5 Description: Knee Surgery “
._Uomm the enrollee need to have all diseases selected to qualify? ..zo
| Does the enrollee need to have a combination of diseases selected |No [
to qualify? If yes, describe in notes. |
...r.._-l.-r. - .-.l:ln\...;illl..llllll.;!ll..l!w.
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U_mmmmm mnmnmm n..:_.o:_n O_umn-.:nn:-m vc__._..a:m_d Disease (COPD);

19b Additional Benefits for VBID/UF/SSBCI ~

UF Package 1

Congestive Heart Failure ﬁn:_nu_. Other 1; Other 2; Other 3; Other 4; Oﬁ_,.mw 5

M e

vmv Section |Category - Question | Response
Is H:ma an m:B__mm nonmf:m:ﬁu | No
|Is authorization required? No =
| Is a refetral required for Other Defined Supplemental Benefits? No _
_ | s | - {
In-Home Support Services Notes:* Benefit consists of in home support for activities of daily living such _

as: Help with bathing and with dressing, Transferring or mobility
help in the home, Light housekeeping {cleaning, laundry, dishes),
Meal preparation, Help with medication reminders. This benefit |
provides for an in-home health aide on activities of daily living due |
to heaith issues not otherwise covered under any other Medicare _
benefit. Covers up to 48 hours of care in a calendar year {four (4) __
hours per day for a maximum of 12 days in the calendar year). |

Disease States: nr_d:_n Obstructive Pulmonary U.mmmmm AnOEu? Congestive Heart Failure

19b Additional Benefits for VBID/UF /SSBCI ~

UF Package 2

(CHE); On_..m., 1; Other 2; On_ﬁw - 3; Other 4; Other 5

PBP mmnn_o... nmnmmoé. D:mmn_oz _xmwuo:mm = |
|19 Additional Is this umnxm@m muU__nmc_m te VBID or Z> Uniformity Flexibility or SSBCI |
Benefits for SSBCI?
VBID/UF/SSBCI
Is there a prerequisite for any additional benefits for this package? |No
Select all the Non-Medicare-covered additional benefits offered in | 13i-0: Non-Primarily Health Related Benefits for the Chronically It
| this package: {Other) |
) Are any benefits mxm_._.ﬁn from the plan-level deductible? No \
_ Are you offering _.mnamnnzm E.Bccﬂmm:,_m:ﬁu No __
| | Is there a maximum benefit armount? " No
Notes: After member's clinical identification process they will be sent a
card with allowance for the purchase of groceries, groceries
delivery charges and thorough house cleaning performed by a
contracted professional, Funds will be deposited once every quarter
| of the year while the member remains active in the plan. -
19b - 13§ Additional Select what Other type of benefit your Non-Primarily Health Related ||Other 1; Other 2
Benefits for Benefits for the Chronically Ill includes:
VBID/UF/SSBCL
- Non-Primarily
Health Related
Benefits for the
|| Chronically Ti
7 Enter name of Service: Groceries and Cleaning Services Card
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19b Additional Benefits for VBID/UF/SSBCI - UF Package 2

'Disease States: Chronic Obstructive Pulmonary Disease (COPD); Congestive Heart Failure (CHF); O.Emm. 1; Other 2; Other 3; Other 4; Other 5

PBP Section  |Category Question Response

Notes: SSBCI eligible members will have the flexibility of using the
transportation benefit trips described in section 10B for non-health
related locations.

19¢ VBID Hospice
Service Category Description

Benefit Description

|Question E _ |respomse = == — .

_ Is there an enrollee Coinsurance? _zo - |

Is there an enrollee Copayment? _zo |

_ Is there an enrollee Coinsurance? _ No

||Is there an enrollee Copayment? No B |

|1s there an enrollee no_.smﬁﬂm:nmv o .d No |
Is there an enrollee Copayment? = . No

u Is there an enrollee nw_.smcﬂm:nm..\v T No |
Is there an enrollee Copayment? No |

_ Mandatory supplemental gs%#% enrollees that elect hospice? Hmm _ _
Enter the Maximum plan benefit amount: 0.00

. Are hospice supplemental cm:mznmlmuaﬂ:om:n upen receiving services from an in-network provider? Yes

Coverage of primarily and non-primarily health related items to ameliorate the functional/psycholegical | Ne
impact of hospice enrollees' health conditions ard reduce avoidable emergency and healthcare
utilization.

Temporary coverage of room and board in a residential facility as determined by a beneficiary’s need No
for custodial and activities of daily living care without a caregiver or other residence to discharge to.

Reduced cost sharing for unrelated medical care services received during hospice election No
Other mandatory supplemental benefits Yes -
Describe other mandatory supplermental benefits: In-Home Support

EE———
i <
o
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Part D Benefit Data
Benefit Pian Data | Benefit Plan Data
Deductible 445 Pre-{CL Cost Shares see below
Initial Coverage it 4130 Enrollee Qut-of-Pocket Cost Threshold 56,550.00/Every year
OON cost sharing structure Standard Retail Copay/Coinsurance plus a Quantity Lirmits Yes
differential between the OON billed charge
and the Standard Retail allowable

Prior Authorization Recuired Yes Step Therapy Plan Yes
You pay for Over-the-Counter medications  |Yes OTC Medication Attestation statement: Per  [Attest
(OTCs) under the Utilization Management the C 2009 Call Letter, an MAO cannot.

Program offer the same OTC drug under both its Part

C supplemental benefit and its Part D
benefit. | attest any OTC drugs that are
covered under Part C are separate and
distinct from OTC drugs covered under Part

0,

Gffers OTCs as a part of a formal Step Yes Pharmacy Network Components Standard/Preferred Retail; Qut-of-Network;
Therapy Protocol submitted for review and Standard Mail-Order; Long-Term Care
approval by CMS?
Utilizes floor pricing Yes Formulary Exception Tier 4
Do you apply a second less expensive cost | |No Notes Available No
sharing level for all generic drugs approved
for formulary exceptions?
Sponsor attestation Spansor attests that it will comply with 42 Does plan utilize ceiling pricing? No

CFR 423.154,
Cost Shares Above the Threshold " [The greater of $3.70 for genericor a Are you implementing indication-based No

preferred multi-source drug and $9.2¢ for all formulary desigh?

other drugs, or 5%

Pre-Initial Coverage Limit
Tier 1 Tier 2 Tier 3 Tier 4 Tler 5 Tier 6
Tier Label Preferred Generic Genaric Preferred Brand Non-Preferred Brand Specizlty Tier Select Care Drugs
Tier Drug Type Generic Generic Brand Brand Generic; Brand Generic; Brand
Tier Includes Part D Drugs Only Part D Drugs Only |Part D Drugs Only Part D Drugs Only Part D Drugs Cnly |Part D Drugs Cnly
All drugs on formulary for this tier available |Yes Yas Yes Yes Yes Yes

at extended days supply
Drugs available at an extendad day supply  |No No Nao Yes Yes No
for this tier limited to a 1-month supply for
the first fi

Type of cost sharing structure Capayment Copayment Lopayment Copayment Coinsurance Copayment u
Daily Preferred Retail Copayment $0.47| $0.50] $1.40 $3,17 | 50.07]
Standard Retail/Preferred Retail Cost- 30 30 30 30 30 30
mE_m. 1 Month =
Freferred Retail Cost-Sharing, 1 Month $14.00 $15.00 $42.00 $95.00 $2.00
Copay
Preferred Retail Cost-Sharing, 1 Month 25%
Ceinsur
Standard Retail/Preferred Retail Cost- 0 90 90 S0 20 S0
Sharing, 3 Months =

[\ﬂ\\
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Value Based Insurance Design Attestation




DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop WB-06-05
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEGICARE & MEDICALL SERVICES
CENTER FOR MEDICARE AND MEDICAID INNOVATION

DATE: May 20, 2020

TO: Vanessa Acevedo Caban
Triple-S Management Corporation
1484 Av. Franklin Delano Roosevelt
San Juan, Puerto Rico 00920

FROM: Laura McWright, Deputy Director, Seamless Care Models Group, Center for
Medicare and Medicaid Innovation

Subject: Medicare Advantage Value-Based Insurance Design Model Application —
Calendar Year 2021

Thank you for your application to the Centers for Medicare & Medicaid Services (CMS)
Medicare Advantage Value-Based Insurance Design (VBID) Model, on behalf of Triple-
S Management Corporation.

We have determined, on a provisional basis that the plan benefit packages (PBPs) and
specific VBID model components referenced in your updated application meet the
Model’s requirements and thus make your organization eligible to participate in the
VBID Model. Accordingly, your organization is authorized to submit a calendar year
(CY) 2021 Medicare Advantage (MA) or MA prescription drug (MA-PD) bid submission
that contains VBID benefits offered under authority of the VBID Model for the
contract(s) and PBP(s) listed on page 3.

This authorization should not be construed as final approval by CMS of the VBID Model
benefits described in your application or final confirmation that your organization is
eligible to participate in the VBID Model for CY 2021. Your acceptance into the VBID
Model for CY 2021 will become final upon full execution of the CY 2021 MA contract
which includes an addendum for participation in the Model. Until such time, CMS
reserves the right to revoke this preliminary determination.

This authorization extends only to the specific VBID Model benefits, and for the specific
PBPs proposed in your application. Those PBPs are listed at the end of this memo. If
CMS has granted your organization an exception from one or more Model eligibility
__~—fequiremnents, the contingencies and caveats of that exception continue to apply. This
s '_'_J,.--"""‘éfﬁ:[horization should not be construed as approval or disapproval of any other element of
- ' your MA or MA-PD product offering, including marketing and communications plans for
VBID Model benefits, which may have been described in the application.

Please follow instructions to be issued by CMS and the Office of the Actuary for the
proper inclusion of VBID Model benefits in your CY 2021 bid submission and
submission of supplemental formulary files, if any. All bids submitted must 1) com

>






with CMS requirements for benefits offered in the VBID model; 2) be consistent with the
benefit proposals and the actuarial or financial information contained in your application,
as modified or clarified in subsequent written communication with CMS prior to this
notice, unless otherwise approved by CMS in writing; and 3) not be structured to
discriminate against any Medicare beneficiary.

Should you wish to withdraw your application for one or more PBPs, please notify the
VBID Model team in writing at VBID @:cms.hhs.gov.

You may also request to make changes to the approved interventions or financial
projections contained in your application by contacting CMS at the same address. Prior to
bid submission, CMS will allow incremental changes to proposed interventions, but only
where good cause is shown. After bid submission, CMS will only allow changes of a type
typically allowed for MA and Part D benefits after bid submission, such as those required
in response to CMS bid desk review findings, or made during rebate reallocation.
Allowance of changes to approved VBID Model components is a matter of CMS
discretion, and CMS may require resubmission of actuarial documentation to account for
proposed changes.

A condition of this authorization is that you obtain prior approval from CMS for the
publication or release of any press release, external report or statistical/analytical material
or other similar material that references your participation in the VBID Model. External
reports and statistical/analytical material may include papers, articles, professional
publications, speeches, and testimony. The CMS will make reasonable efforts to
complete its review expeditiously. Any material submitted to CMS for prior approval that
is not disapproved in writing by the CMS within 30 calendar days after receipt by CMS
will be deemed approved. You must also include the following statement on the first page
of all external reports and statistical/analytical material that are subject to this paragraph:
“The statements contained in this document are solely those of the authors and do not
necessarily reflect the views or policies of the CMS. The authors assume responsibility
for the accuracy and completeness of the information contained in this document.” This
condition will remain until the signing of the CY 2021 MA contract, whose terms will
govern this subject.

We appreciate your interest in the VBID Model and look forward to your participation.
Please continue to adhere to the terms of the VBID Model’s Request for Applications,

and monitor communications from the CMS for additional guidance to VBID Model
participants.

—

Sincerely,
Laura McWright

Deputy Director, Seamless Care Models Group, Center for Medicare and Medicaic
Innovation

/“\ 2






The below contract(s) and PBP(s) for Triple-S Management Corporation are
provisionally approved for participation in the VBID Model for Contract Year 2021:

H4005-001-000
H4005-004-000
H5774-003-000
H5774-005-000
H5774-023-000
HS5774-027-000
H5774-031-000
H5774-033-000
H5774-022-000
H5774-024-000
HS5774-025-000
H5774-026-000
H5774-028-000
H5774-032-000
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1] * Service Category Description

[ Benefit Description

9¢ Outpatient Substance Abuse Services

| Question zmm....o_“.wlm = i =
m Is there a service-specific Maximum Enrollee Out-of- vonxmﬂznomnq T S No
_ Is there an enrollee Coinsurance? B ._./_o -
|1s there an enrollee Deductible? |No
_ﬂﬁjmﬂm: enrollee Copayment? _ No
. Indicate 3:%%2353 ameunt for Zmlnznmﬂm-noéﬂma Individual Sessions: 1 _ $0.00

Indicate Maximum Copayment amount for Medicare-covered Individual Sessions: 1 $0.00

ﬂ“__.nmnm 355&3 Copayment amount for Medicare-covered Group Sessions: 1 - $0.00 -
Indicate Maximum Copayment amount for Medicare-covered Group wmﬁ:m_ 1 $0.00

Is authorization required? - - No

Is a referral required for Qutpatient Substance Abuse? No

9d Qutpatient Blood Services
Service Category Description

[l § Benefit Ummn..m_un_o_...i o 4
.Wmhmmzo: Sy wmm_uozmm oo - H

Does the plan provide Outpatient Blood Services as a m:_.un_mBmaﬂm_ benefit under Part C? <mlm

Select enhanced benefit: ._._.:mm@ Fint Deductible Waived
.,mm._mnﬁ type of benefit for Three (3) Pint Deductible Waived: Mandatory B

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

Is there an enrollee Coinsurance? B I No B
Is there an enrollee Deductible? ~ |No

Is there an enrollee Copayment? B No B

.H.m authorization required? B No

Is a referral required for Outpatient Blood Services? i - - No T
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Service Category Description

Benefit Description

8a Outpatient Diagnostic Procedures, Tests and Lab Services

Question — Response R |
Is there an enrcllee Deductible? No . )
Is there an enrcllee Copayment? - - No
Indicate Minirmum Copayment amount for Medicare-covered Diagnostic Procedures/Tests: 1 $0.00
| Indicate Maximum Copayment amount for Medicare-covered Diagnostic Procedures/Tests: 1 j wﬂvo .
.H:n__nmﬁm Minimum Copayment amount for Medicare-covered Lab Services: 1 $0.00 i
Indicate Maximum Copayment amount for Medicare-covered Lab Services: 1 - £0.00
mHm authorization required? Yes
| Is a referral reguired for Outpatient Diagnostic Procedures/Test/Lab Services? No

Service Category Description

. Benefit Description

8b Outpatient Diagnostic and Therapeutic Radiological Services

_ .Dmmmnwo: wmmuoswm
W.Hw n:mmmm_d_nm.lmbmnﬁn Maxirmum Enrollee Out-of-Pocket Cost? .. No

Is there an enrollee Coinsurance? No
|15 there an oza_mm Umam_u_mw No i B

Is there an enrollee Copayrment? - T ([ No

Indicate Minimum Copayrent amount for other Zmammﬂﬂm-noa.man Diagnostic Radiological Services _ womu —

{e.g., CT, MRI, etc): 1

.H:a_nmnm Maximum Copayment amount for other Medicare-covered Diagnostic Radiclogical Services “ $0.00 _
{e.g., CT, MR[, etc): 1 "

Indicate Minimum Copayment amount for Medicare-covered Therapeutic Radiological Services: 1 . $0.00 _
Indicate Maximum Copayment amount for Zma_nm_.m-no<m_.wa ﬂm._..m.um:nya_o_omﬁm_ mmﬂm_nmm” 1 $0.00

Indicate Minimum Copayment amount for Medicare-covered X-Ray Services: 1 $0.00 - .
Indicate Maximumn Copayment amount for Medicare-covered X-Ray Services: 1 $0.00

s authorization required? o |Yes AVTIJ.!O\._..

Is a referral required for Cutpatient Diagnostic/Therapeutic Radiological, and X-Ray Services? No

13/37
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7h Psychiatric Services
Service Category Description

.mmhm.ﬁ_ﬂ Ummm;_uzo:

Ousatich NSNS , : |Response - = g,
Is there a mm_.snm-mumnmEmW_B:B Enrollee ocn-o?.vonxmﬂ Cost? No

Is there an enrollee Coinsurance? — I zo T |
Is there an enrollee Deductible? No N .
Is there an enrollee Copayment? - B No
| Indicate Minimum Copayment amount for Medicare-covered Individual Sessions: 1 |[$0.00 B

Indicate Maximum Copayment amount for Medicare-covered Individual Sessions: 1 $0.00 |
Indicate Minimum Copayrment amount for Medicare-covered Group Sessions: 1 [ $0.00 [
Indicate Maximum Copayment armount for Medicare-covered Group Sessions: 1 ._.wo.oo T

1s authorization required? - B | No B [
Is a referral required for Psychiatric Services? No 1

Service Category Description

Benefit Description

7i Physical Therapy and Speech-language Pathology Services

Question =) xmw_uo...wm1 -

Is there a service-specific Maximum Enrgllee Qut-of-Pocket Cost? No

Is there an enrpllee Coinsurance? No |

Is there an enrollee Deductible? ) B No o

Is there an enrollee Copayment? zo. =
Is authorization required? Yes

Is a referral required for Physical Therapy and Speech-Language Pathology Services? B .zo T

7j Additional Telehealth Services
Service Category Description

Benefit Description

Question

Response

Do vou offer an Additional Telehealth benefit for Part B services?

5O

Yes
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7d Physician Specialist Services excluding Psychiatric Services
Service Category Description
! __.__Benefit Description
Question Response
|Is a referral required for Physician Specialist Services? Yes
7e Mental Health Specialty Services
Service Category Description
[ Benefit Description
| Question __ Response
|15 there a service-specific Maximum Enrollee Out-of-Pocket Cost? No -
Is there an enrollee Coinsurance? || No
Is there an enrgllee Deductible? No
Is there an enrcllee Copayment? INo |
Indicate Minimum Copayment amount for Medicare-covered Individual Sessions: 1 $0.00 .
Indicate Maximum Copayment amount for Medicare-covered Individual Sessions: 1 $0.00
Indicate Minimum Copayment amount for Medicare-covered Group Sessions: 1 . $0.00
Indicate Maximum Copayment amount for Medicare-covered Group Sessions: 1 $0.00
Is authorization required? No
Is a referal required for Mental Health Specialty Services - Non-Physician? No .
7f Podiatry Services
Service Category Description
Benefit Description
Question Response |
Does the plan provide Podiatry Services as a supplemental benefit under Part C? Yes
Select enhanced benefits: Routine Foot Care
Select type of benefit for Routine Foot Care: Mandatory
| 1s this benefit unlimited for Routine Foot Care? No
|| Indicate number of Rouline Foot Care visits: 4
||Select the Routine Foot Care periodicity: Every year

—

- I T
Contrato Ndmero
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6 Home Health Services
Service Category Description

_ Benefit Description

Question . _ Response
|Is authorization required? Yes
|1s a referral required for Home Health Services? No

7a Primary Care Physician Services |

Service Category Description

Benefit Description

..n:|mmmoq._ = : . Response - s_
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? B B | No
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? Mzo -
Is there an enrollee Copayment? - _20 I 1
7b nsmﬂol—u..mnnmn Services
Service Category Description
. - Benefit Description |
Question —a B ) e o~ > mmm.Walnnm.m ) r;lt § 1
| Does the plan provide Chiropractic Services as a supplemental benefit under Part C? Yes
|Select enhanced benefit: Routine Care
| Select type of benefit for Routine Care: Mandatory B
Is this benefit unlimited for Routine Care? . No, indicate number
_ Indicate nurber of visits for Routine Care: 5 B
” Select Routine Care perodicity: Every year N

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

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

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

Is there an enrollee Coinsurance? _ No

Is there an enrollee Copayment? <mm| -

Select whjch Chiropractic Services have a Copayment (Select all that apply): | Medicare~covered Chiropractic Service

— i
ﬁ.ﬂ*ﬁ.ﬂu —

o T
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4a Emergency /Post-Stabilization Services _
Service Category Description

Benefit Description

Question Response =

Is there an enrollee Copayment? No

Notes: Services in the USA may also be available through reimbursement in
accordance with Medicare rates and the location where services
were provided.

4b Urgently Needed Services
Service Category Description

wm:mqn.c.mmn_.ﬁun_o_..

Mup._mm.zo_.g = - L] —_ Response — |
Is there & service-specific Maximum Enrollee Out-of-Pocket Cost? B _./_o -
Is there an enrollee Coinsurance? No e
Is there an enrgllee Copayment? .zlo N
Notes: B Services in ﬁ_ﬂmﬂmbls..m:\ also be available through reimbursement in
accordance with Medicare rates and the location where services
B - - - Emﬂm|n_.o<_amn_.
T T 4c Worldwide m_sm_.mm:n<ﬂc..um:~ Coverage ==
Service Category Description
| - A{ﬁf?m.m_..m:n lemunl..m_unmo: . . _ J_ )
_ Question - - = Response — . i
_ Does the plan Uﬂoﬁm Worldwide Emergency/Urgent Coverage as a supplemental benefit under Part n..vl Wmm B .
Select enhanced benefit : B Worldwide Emergency Coverage; Eo_._aé_ay_.omsmgm_.mmm
[select type of benefit for Worldwide Emergency Coverage: Mandatory
_ Select type of benefit for Worldwide Urgent Coverage: Mandatory T
” Is there a Maximum Plan Benefit Coverage amount for Wordwide Emergency/Urgent Coverage? Yes -
Is the service-specific Maximum Plan Benefit Coverage amount unlimited? No
” Indicate Maximum Plan Benefit Coverage amount: | wm.a
|Is there a service-specific Maximum Enrcllee Out-of-Pocket Cost? No
|Is there an enrollee Coinsurance? No -
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1b Inpatient Hospital Psychiatric

Service Category Description

v __Benefit Description o - m
.mrrmmumo: Response g B = - w
._wmw.wmu;_m plan's Medicare-covered benefit cost sharing vary by hospital(s) in which an enrollee obtains |No
Is there an enrollee Qu_:ﬁznm.ﬂ - - No .

Is there an enrollee Deductible? No -
. Is there an enrollee Copayment? ) — ; zo
What is your Inpatient Hospitai Psychiatric benefit period? Per Admission or Per Stay
Do you n@mm cost m:.m._.m:m_ on the day of discharge? - | No — = o
_ Is authorization required? = _m_ao o -
” Is a referral required for Inpatient Psychiatric Hospital Services? No = I

2 Skilled Nursing Facility (SNF)

Service Category Ummn_.m_usc.: |

.Dmmm:oz _ Response

Does the plan provide Skilled Nursing Facility Services as a supplemental benefit under Part C? [No
Do you allow less than 3 day inpatient hospital stay prior to SNF admission? I No |
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No _

Does this plan's Medicare-covered benefit cost sharing vary by the Skilled Nursing Facllity in which an |No .
enrollee obtains care?

Is there an enrollee Coinsurance? .....zo _
Is there an enrollee Copayment? _./ﬂ . |
What is your SNF benefit period? Per Admission or Per Stay

Do you charge cost sharing on the day of discharge? No |
Is authorization required? B Yes

Is a referral required for SNF Services? B . _zo B
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Contrato Ndmere

13f Other 3
Service Category Description

Benefit Description

2]

Question ! Response
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? |No
Is there an enrollee Coinsurance? ?o
Is there an enrollee Deductible? No
Is there an enroliee Copayment? Ne
Is authorization required? Yes
Is a referral required for Other Services? No
Notes: Benefit consists of a $10 allowance to pay for delivery charges.
Benefit is limited to one time per month for affected enrollees during
a public health emergency for COVID-12 with a stay at home order.
) PR 13g Dual Eligible SNPs with Highly Integrated Services
Service Category Description
Benefit Ummnlmmma _—
.a:mm:o_.. = al .n.ﬁmwuo:wm _
14a Medicare-covered Zero Cost-Sharing Preventive Services
Service Category Description
Benefit Description D
Question |Response

Medicare-covered Zero Dollar Preventive Services Attestation

I attest that there is no coinsurance, copayment, or deductible for
all Criginal Medicare preventive services that are offered at zero
dollar cost sharing.

| Is authorization required? No
_Hm a _,mﬂmth_ required? | No ||
14b Annual Physical Exam
Service Category Description m
| Benefit Description 1 _
Question _ Response a I
__ Does the pian provide the Annual Physical Exam as a supplemental benefit under Part C? N0 B |

o
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14c Eligible Supplemental Benefits as defined in Chapter 4

Service Category Description

wmamﬁ t _ummnz_uzom.

 Question

uxmwuo:mm

Is a referral required for Other Defined Supplemental Benefits?

e TRASN [No

Health Education Notes:

Remote Access Technologies (Nursing Hotline) Notes:

This program provides health information and promotes healthier
lifestyles. It includes interaction of qualified health professionals
{health educators /Nutrtionist) with you on specific disease
conditions such as (but not limited to): hypertension, diabetes,
congestive heart failure, and smoking/tobacco use. This program
provides health education material, group interventions and
telephone-based education on nutrition and weight management
hased on your health by health educators.

Teleconsulta - Nurse line for health consultations, available 24
hours, 7 days a week, If you are sick, hurt or need health related
advice, the nursing professionals will offer you guidance to help you
decide whether you should make a doctor’s appointment, visit an
emergency room, or they will offer you self-care instructions to 3m_n_
[ m_~m<_m,ﬁm your symptoms safely, in the no_j_“o_.n of your :oBm

| Counseling Services Notes:

Teleconsejo (Emotional Support Line) - MA\N access to counselors
trained to provide emational support for issues such as anxiety,
emotional crisis, depression, and life events such as loss of family
members or friend, economic hardship or financial issues. Health
needs assessment on mental conditions and support to coordinate
services or locate available community services.

| 14d Kidney Disease Education Services

Service Category Description

wwuwﬁ it Umwn..__un_o:

|Question =1 . (mesponse e e
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? _zo - B S—
Hlmnsm_,m an enrollee Coinsurance? No . o -

Is there an enrollee Deductible? No B ]
Is there an enrollee Copayment? B .Hzo
Is authorization reguired? B mzo
Is a referral required for Kidney Disease Education Services? mzo
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15 Medicare Part B Rx Drugs and Home Infusion Drugs
Service Category Description

Benefit Description

Question = i |Response

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

Is there an enrollee Coinsurance? |No T

Is there an enrollee Copayment? No I
Is there an enrollee Deductible? ] No

”Hm Authorization Required? Yes -

..Uomm the plan offer step therapy? |Yes B

Does the benefit step from (select all that apply}: Part B to Part B?; Part B to Part D?; Part D to Part B?

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

supplemental benefit?

16a Preventive Dental Services (Oral Exams, Prophylaxis {cleaning}, Fluoride Treatment, Dental X-Rays)

Service Category Description

Benefit Description

Question

|=zmmuo:mm

Does the plan provide Preventive Dental Ttems as a supplemental benefit under Part C?

Yes

Select enhanced benefits:

Oral Exams; Prophylaxis (Cleaning}; Fluoride Treatment; Dental X-
Rays

Select type of benefit for Oral Exarrs:

Mandatory _

Is this benefit unlimited for Oral Exams?

No, indicate number _

Indicate number of visits for Oral Exams:

1

Select the Oral Exams periodicity:

Every six months

Emnw ﬂﬁumloﬁ benefit for Prophylaxis (Cleaning);

Mandatory

Is this benefit unlimited for Prophylaxis (Cleaning)?

IINo, indicate number

Indicate number of visits for Prophylaxis {Cleaning):

1

Select the Prophylaxis (Cleaning) periodicity:

| _.m<m2 six months

Mm_mnﬁ type of benefit for Fluoride Treatment:

Mandatory

Is this benefit unlimited for Fluoride Treatment?

No, indicate number

|| Indicate number of visits for Fluoride Treatment:

1

Select the Fluoride Treatment periodicity:

Every six months
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16b Comprehensive Dental Services (Non-Routine, Diagnostic, Restorative, Endodontics, Periodontics, Extractions, Prosthodontics, Other Oral/Maxillofacial
. Surgery, Other Services)
Service Category Description
Benefit Description

ﬁzo: - - i Response B

Does the plan W-,osn_m Conprehensive Dental Items as a supplemental benefit under Part C? .<mm - B
Select enhanced benefits: Non-routine Services; Diagnostic Services; Restorative Services;

Endodontics; Periodontics; Extractions; Prosthodontics, Other
— Oral/Maxillofacial Surgery, Cther Services

Select type of benefit for Non-routine Services: Mandatory B B

Is this benefit unlimited for Nen-routine Services? Yes o

Select type of benefit for Diagnostic Services: Mandatory I
Is this benefit unlimited for Diagnostic Services? 1<mm

Select type of benefit for Restorative Services: [|Mandatory _
Is this benefit unlimited for Restorative Services? 1 Yes [
| select type of benefit for Endodontics: I _ Mandatory
" Is this benefit unlimited for Endodontics? T ”<mm

Select type of benefit for Periodontics: | Mandatory
||Is this Umsmj.ﬂ ::_.NB_.nmn_ for Periodontics? o Yes
_ Select type of benefit for Extractions: Mandatory

Is this benefit unlimited for Extractions? Yes

Select type of benefit for Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services: Mandatory o |
|Is this benefit unlimited for Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services? Yes -

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

Select the Maximum Plan Benefit Coverage type: B L?_m:.mumn_..“_ma amount per period

Indicate Maximum Plan Benefit Coverage amount: - - 1000.00 - - o ;
ymm_mnn the Maximum Plan Benefit Coverage periodicity: - .I B |Every year

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

Is there an enroliee Coinsurance? B T | No

Is there an enrollee Deductible? No

Is there an enrollee Copayment? T No .

Indicate Minimum nomm.<nﬂsnlm§c:ﬁ for Medicare-covered Benefits: 1 £0.00

.m_ﬂ“__nlmnm Maximum Copayment amount for Medicare-covered Benefits: 1 $0.00

\@A’« o - 27137
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m1 16b Comprehensive Dental Services (Non-Routine, Diagnostic, Restorative, Endodontics, Periodontics, Extractions, Prosthodontics, Other Oral/Maxillofacial
Surgery, Other Services)}

Service Category Description

Benefit Description = : *
_ Question _wmm_uo:wm _

] el L4 T P A L Sl LT o |
Notes: Restorative: Amalgams and Composites Resin restorations-every 24
months, Core build up and Pin retention-1 per tooth every 5 years,
Protective restorations-1 treatment per tooth per life, Prefabricated
stainless steel crown for primary teeth (baby teeth)-1 per tooth per
life / Periodontics: Root Planning and curettage-1 per quadrant
every two years, Full mouth debrirment-1 every twelve month,
Periodental maintenance- 1 every six-month concluded periodontal
therapy since the last prophylaxis / Endodontics-1 per tooth per life
as follow: Direct or indirect pulp capping, Therapeutic pulpotomy,
Pulpal debridement for primary or permanent, Root canal therapy for
anterior teeth and bicuspids, Retreatments for anterior teeth and
bicuspids 1 per tooth per life / Prosthodonrtic-The placement of |
Removable Prosthesis will be covered 1 per arch every 5 years: |
Adjustments-after the initial insertion all adjustments are included in|
the prosthesis fee up to 6 month, Repairs-3 repair codes in a period
of 5 years per prosthesis, Rebase-1 per arch every 5 years,
Relines-1 per arch every 5 year, Flexible base dentures every 5 {
years / Implant/abutment supporied removable denture for
edentulous arch-maxillary. / Implant/abutment supported removable
denture for edentulous arch-mandibular. / Partials and dentures on
implants are mutually exclusive and cannot be replaced until after 5
years. / Oral Surgery: Extraction of erupted tooth, exposed root or
impacted-1 per tooth per life, Incision and drainage of abscess soft
tissue- 1 per quadrant every year, Biopsy-1 per lesion, Unspecified
_ |[oral surgery procedure, by report.

17a Eye Exa ﬂm '

Service Category Description

Benefit Description

.u,,nmmzo: 5“.. 82t “.._ﬂmmuo:mm = I; = J|4
..D.?M the plan provide Eye Exams as a supplemental benefit under Part C? —; |Yes - - .
Select mﬂrm:nma benefit: - - Routine Eye Exarns; Other o -
||[Select type of benefit for Routine Eye Exams: B - Mandatory |EEE|
|1s this benefit unlimited for Routine Eye Exams? — | No, indicate number -

| Indicate number of exams for Routine m<|mmxm:,m" - 1 B

.m_wm ﬁ:Mgsm m<.m Exams peritdicity: Every year - N

? —
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17b Eyewear
Service Category Description

Benefit Description

Question

S R, - e e —_—

Response

S

Select enhanced benefits:

Contact lenses; Eyeglasses (lenses and frames); Eyeglass lenses;
Eyeglass frames; Upgrades

Select type of benefit for Contact lenses:

Mandatory
_ Is this benefit unlimited for Contact lenses? i _<mw
{

Select n<um|9n U@mmﬂ for Eyeglasses (lenses and frames): | Mandatory =
||Is this benefit unlimited ﬁolﬁ m<Mm_Mmmmmbm:mmw and frames)? _ Yes
[ | —
|Select type of benefit for Eyeglass lenses: " Zm:amﬂoﬁ
_ Is this benefit unlimited for Eyeglass lenses? B |Yes o
Select type of benefit for Eyeglass frames: — Mandatory

Is this benefit unlimited for Eyeglass frames? Yes -

wmmnﬂ type of benefit for Upgrades: B ..Zm:n_mﬂoﬂﬂ B

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

m|£mnﬂ the Maximum Plan Benefit Coverage type:

Plan-specified amount per period

Lo you offer a Combined Max Plan Benefit Coverage Amount for all Eyewear? Yes 1
Indicate Combined Maximum Plan Benefit Coverage amount: 100.00 B
Select the Comrbined Maximum Plan Benefit Coverage periodicity: _m<m2 year
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No -
Is there an enrollee Coinsurance? B Ne
Is there an enrclise Deductible? - No
Is there an enrollee Copayment? N No
Is authorization ﬂ_wn_c:mn_..V | No
Is a referral required for Eyewear? N No
18a Hearing mxm_:“_m
Service Category Description
, mm:mm.ﬁ Ummnmvn.m.m: y ) _ SN )
Question ok  fRespomse 7
boes the plan provide Imm_m:m“ mﬂ:.m mmm|w_._vu_m:,_m:nlw_ benefit under Part C? Yes

Select enhanced benefits:

Routine Hearing Exams

(=
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19a Reduced Cost Sharing for VBID/UF /SSBCI
Service Category Description

_ . Benefit Description

EFE.EE — =",
|

Question _ Response
| Do you offer Special Supplemental Benefits for the Chronically TII? No
Are you offering a VBID Hospice Benefit? Yes

| Are you offering Part C benefits under the VBID Model? {VBID Part D Rewards and Incentives programs |Yes
should be entered in Section Rx)

In addition to wellness and health care planning, what gther interventions have you been approved by <m_cm-mmmm Design Flexibilities by Condition or Socioeconormic
CMMI to offer? Status

Value-Based Insurance Design Attestation I attest thatl) the benefits entered comply with CMS requirements
for benefits offered in the VBID model test, 2) the benefits entered
are consistent with the benefit proposals and the actuarial or
financiat informaticn provided to CMS when applying to participate |
in the VBID model test, unless otherwise approved by CMS in

writing, and 3} the benefit package, formulary or other features of
this plan are not structured to discriminate against any Medicare

beneficiary. |
\WHP Program Type (choose ¢one or more): Annual Wellness Visit; Medicare Health Risk Assessment; Care l
Management Program; In-home Assessments I
WHP Mode of Engagement (choose one or more): Telephonic; In-Person; Web-Rased _
Does your organization offer Part C Rewards or Incentives for beneficiaries for the offer of WHP No 1
Services?
Does your organization offer provider incentives for offering or engaging beneficiaries in WHP [INo
activities?
_ Program Connectedness: Please check the way that advance care plans and/or advance directives are || Electronic Health Records/Electronic Medical Records;
connected from your program to access points of care. Provider/Patient portals; Health Information Exchanges; Data
| Warehouses —
|| Expected Number of Beneficiaries to be Engaged Annually: |1185
Does your VBID/MA Uniformity Flexibility/SSBCI benefit offer Part C reductions in cost? No

19b Additional Benefits for <wHU\_.="\mmwnn

Service Category Description

mm:mmn Umwn_.__un_o_..

Question s i = LN = ,_xmwluo:mm . /1§V uk!lh

Does your VBID/MA c:_moﬂ:.__g Imx_ <\mme Um:m_n_ﬂ o:nm_. mn_u_ _o:m_ _umqn C Um:m:ﬂmv - |7mm .ﬂlﬁ? Tk = n.me.\.
How many packages do your Additional Benefits contain? (1-15) |2

== -
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18b Additional Benefits for VBID/UF/SSBCI - UF Package 1
U_mmmmm States: Chronic Obstructive Pulmonary Disease (COPD); Congestive Heart Failure (CHF); Other 1; Other 2; Other 3; Other 4; on—_mﬂ. 5
PBP mmnzo: nmnmuo_.< Question _nmmuo_..mm
et e ey Ee e e e - —— |
19b - 14c Additional Does the plan provide Other Defined Supplemental Benefits as a Yes
Benefits for benefit under Part C?
VBID/UF/SSBCI
- Eligible
Supplemental
Benefits as
defined in
Chapter 4
B Ll Select enhanced benefit (Select all that apply): 14c21; In-Home Support Services
R _ mm_mnﬂ type of benefit for In-Home Support Services: Mandatory
Is there a service- mvmn__"_n Maximum Plan mm:mﬂ_ﬁ Coverage amount | No
~ B B for O.n:m_\ Defined Supplemental Benefits?
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost for| No
| N Other Defined Supplemental Benefits?
Is there an enrollee Coinsurance? |No
Is there an enrollee Deductible? _zo
Is there an enroflee Copayment? No
“. Is mcﬁro_._.mm:o: required? No
| | Is a referral ﬂmnc__.wn_ Eq Other Defined Supplemental _wm:mj“nmu No |
_ In-Home Support mm?._nmm zoﬁmm ¥ Benefit consists of in home support for activities of daily living such _
_ as: Help with bathing and with dressing, Transferring or mobility
| help in the home, Light housekeeping (cleaning, laundry, dishes),
Meal preparation, Help with medication reminders. This benefit
_ provides for an in-home health aide on activities of daily living due
to health issues not otherwise covered under any other Medicare
_ benefit. Covers up to 48 hours of care in a calendar year (four (4)
m_I | .:oca per day for a maximum of 12 n_mE: the calendar year).
_ 19b Additional mm:mﬁum for <wu_u\ c_u\mmwnu VBID Package 2
Disease States: Other CMS-Approved Disease State i
_ vw.v.m.mnn_o: “nm_ﬁnoi .o:mm:o.._ “ Response _
19b Additional Is this Umnxmmm mnv__nmc_m to VBID or MA Cs_ﬁo:s_g Flexibility or VBID
7 Benefits for SSRCI?
VBID/UF/SSBCT
=, _ Targeting Methodology - Please choose one or both: . Chronic Condition({s)
“ u_s__s_.n: disease states does this benefit apply? (Select all that _ Other CMS-Approved Disease State
| \apply): m
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19¢ <wHU.10wEnm
Service Category Description

Benefit Description

Response

Question - e
[ 1s there an enrollee Coinsurance? ) No

Is there an enrollee Copayment? No

Is there an enrollee Coinsurance? | No

Is there an enrollee Copayment? - |No -
Is there an enrollee Coinsurance? B | No _ ]
Is there an m_._al__mm Copayment? |[No e
Is there an enrollee Coinsurance? [No
{15 there an enroliee Copayment? I No o

Mandatory supplemental clm_._mmnm for enrollees that elect hospice? Yes - |
Enter the Maximum plan benefit amount: i} ) 10.00
Are hospice mc_u_ummswm:ﬁm_ benefits contingent upon receiving services from an in-network provider? Yes [
Coverage of primarily and non-primarily health related items to ameliorate the functional/psychological |No

impact of hospice enrcllees' health conditions and reduce avoidable emergency and healthcare

utilization. L — — [
Temporary coverage of room and board in 2 residential facility as determined by a beneficiary's need No _
for custedial and activities of daily living care without a caregiver or other residence to discharge to. :

Reduced cost sharing for unrelated medical care services received during hospice election No

Other mandatory supplemental benefits Yas a

Describe other mandatory supplemental benefits:

.Hs-_._o:ﬁ Support

Hospice notes

m.wﬁ

In-Home Suppert Benefit -The benefit consists of gualified staff in-
home support for activities of daily living such as:

Help for bathing and dressing, transferring or assistance for mobility
at home, light housekeeping {cleaning, laundry,

cleaning dishes), meal preparation and help with medication
reminders. One 4-hour visit per week as long as the

member participates in the hospice program with a contracted In-
network provider.

1 This rowis pepulated in the PBP Benefit report with a $0 copay because the plan has indicated no copayment and no coinsurance in their PBP Data entry.
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Bid Reports 2021

Part D Benefits Report

TRIPLE 5 ADVANTAGE, INC.

H5774 - 028

VBID: Yes - Part C

MA Uniformity Flexibility: Yes

Special Supplemental Benefits for the
Chrenically lll: No

Part D Senior Savings Model: No

Region:

Lead Marketing Region:
Org. Marketing Name:
Plan Name:

Plan Geographic Name:
Status:

Plan Type:

Enrollee Type:

Part C Plan Premium:

Part D Plan Premium:
Continuation Area Avzilable:
Visitor/Travel Benefit Available:
_”o!ﬂ:_w?_

Part D Benefit:

Special Needs Plan:

Spectal Needs Plan Type:

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

Standard Bid For Section B:
Standard Bid For Section C:
Standard Bid For Section D:

New York

New York

Triple S Advantage

Platino Advance {HMO D-SNP)
Puerto Rico

Version 7 - Renewal-Plan Successfully
Uploaded (06/01/20}

HMO

Part Aand Part B

50.00

N/A

No

US-No

Yes, 00021585

Yes, Actuarially Equivalent Standard
Yes

Dual-Eligible

Medicare non-zero dollar cost sharing plan

No

No
No
No

Plan Level Data

| Question

| Response

| MA Rebates Used to Reduce Part B
| Premium:

_zo

| Tiered Cost sharing for Part B Services

Question

|Response

Do any of your outpatient services have

tiered cost sharing? (Please note: Inpatient

Hospital services that have tiered cost

sharing are entered in Section B of the PBP

software)

‘Yes
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Preferred Retail Cost-Sharing, 1 Month

25%

Standard Retail/Preferred Ratail Cost-
Sharing, 3 Months =

20

g0

90

a0

S0

ED]

Preferred Retall Cost-Sharing, 3 Month
Copay

$28.00

$30.00

$84.00

$190.00

$10.00

Preferred Retail Cost-Sharing, 3 Month
Coinsur

25%

Daily Standard Retail Copayment

$0.63

50.67

51.57

53.33

50.33

Standard Retail Cost-Sharing, 1 Month
Copay

519.00

$20.00

547,00

5100.00

510.00

Standard Retail Cost-Sharing, 1 Month
Coinsur

25%

Standard Retail Cost-Sharing, 3 Month
Copay

$38.00

540.00

$94.00

$200.00

520,00

Standard Retail Cost-Sharing, 3 Month
Coinsur

25%

Out-of-Network Pharmacy, 1 Month =

30

30

30

30

30

30

Out-of-Network Pharmacy, 1 Month Copay

519,00

520.00

$47.00

$100.00

$10.00

Cut-of-Network Pharmacy, 1 Month Coinsur

25%

Standard Mail Order Cost-Sharing, 3 Months

90

90

20

90

Qa0

50

Standard Mail Order Cost-Sharing, 3 Manth
Copay

$28.00

$30.00

$84.00

$190.00

510,00

Standard Mail Order Cost-Sharing, 3 Month
Caoinsur

25%

Daily Leng Term Care Pharmacy Copayment

50.45

5048

$1.35

$3.06

50.16

Long Term Care Pharmacy, 1 Month =

31

31

31

31

31

31

Long Term Care Pharmacy, 1 Month Copay

$14.00

$15.00

$42.00

$95.00

$5.00

Long Term Care Pharmacy, 1 Month Coinsur

25%

Above Threshold

Tler1

Tier 2

Tier 4

Tier 5

Tier 6

Tier Label

Preferred Generic

Prefarred Brand

Non-Preferred Brand

Spectalty Tier

Select Care Drugs

Tier Drug Type

Generic

Generic

Brand

Brand

Generic; Brand

Generic; Brand

Tier Includes

Part D Drugs Only

Part D Drugs Only

Part I Drugs Only

Part D Drugs Only

Part D Drugs Only

Part O _uE.mm Only

VBID - Part D Rewards and Incentives

Question

Response

Da you offer Part D Rewards and Incentives
programs through the model?

No

L

VBID - Part D Benefit Data

-Dcmmn_o.._

|Response
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop WB-06-03
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDMCARE & MEDICAH) SERVICES

CENTER FOR MEDICARE AND MEDICAID INNOVATION

DATE: May 20,2020

TO: Vanessa Acevedo Caban
Triple-S Management Corporation
1484 Av. Franklin Delano Roosevelt
San Juan, Puerto Rico 00520

FROM: Laura McWright, Deputy Director, Seamless Care Models Group, Center for
Medicare and Medicaid Innovation

Subject: Medicare Advantage Value-Based Insurance Design Model Application —
Calendar Year 2021

Thank you for your application to the Centers for Medicare & Medicaid Services (CMS)
Medicare Advantage Value-Based Insurance Design (VBID) Model, on behalf of Triple-
S Management Corporation.

We have determined, on a provisional basis that the plan benefit packages (PBPs) and
specific VBID model components referenced in your updated application meet the
Model’s requirements and thus make your organization eligible to participate in the
VBID Model. Accordingly, your organization is authorized to submit a calendar year
(CY) 2021 Medicare Advantage (MA) or MA prescription drug (MA-PD) bid submission
that contains VBID benefits offered under authority of the VBID Model for the
contract(s) and PBP(s) listed on page 3.

This authorization should not be construed as final approval by CMS of the VBID Model
benefits described in your application or final confirmation that your organization is
eligible to participate in the VBID Model for CY 2021. Your acceptance into the VBID
Model for CY 2021 will become final upon full execution of the CY 2021 MA contract
which includes an addendum for participation in the Model. Until such time, CMS
reserves the right to revoke this preliminary determination.

This authorization extends only to the specific VBID Model benefits, and for the specific
PBPs proposed in your application. Those PBPs are listed at the end of this memo. If
CMS has granted your organization an exception from one or more Model eligibility
requirements, the contingencies and caveats of that exception continue to apply. This
authorization should not be construed as approval or disapproval of any other element of
your MA or MA-PD product offering, including marketing and communications plans for
VBID Model benefits, which may have been described in the application.

Please follow instructions to be issued by CMS and the Office of the Actuary for the
proper inclusion of VBID Model benefits in your CY 2021 bid submission and
submission of supplemental formulary files, if any. All bids submitted must 1) comply






with CMS requirements for benefits offered in the VBID model; 2) be consistent with the
benefit proposals and the actuarial or financial information contained in your application,
as modified or clarified in subsequent written communication with CMS prior to this
notice, unless otherwise approved by CMS in writing; and 3) not be structured to
discriminate against any Medicare beneficiary.

Should you wish to withdraw your application for one or more PBPs, please notify the
VBID Model team in writing at VBID/{':cms.hhs.cov.

You may also request to make changes to the approved interventions or financial
projections contained in your application by contacting CMS at the same address. Prior to
bid submission, CMS will allow incremental changes to proposed interventions, but only
where good cause is shown. After bid submission, CMS will only allow changes of a type
typically allowed for MA and Part D benefits after bid submission, such as those required
in response to CMS bid desk review findings, or made during rebate reallocation.
Allowance of changes to approved VBID Model components is a matter of CMS
discretion, and CMS may require resubmission of actuarial documentation to account for
proposed changes.

A condition of this authorization is that you obtain prior approval from CMS for the
publication or release of any press release, external report or statistical/analytical material
or other similar material that references your participation in the VBID Model. External
reports and statistical/analytical material may include papers, articles, professional
publications, speeches, and testimony. The CMS will make reasonable efforts to
complete its review expeditiously. Any material submitted to CMS for prior approval that
is not disapproved in writing by the CMS within 30 calendar days after receipt by CMS
will be deemed approved. You must also include the following statement on the first page
of all external reports and statistical/analytical material that are subject to this paragraph:
“The statements contained in this document are solely those of the authors and do not
necessarily reflect the views or policies of the CMS. The authors assume responsibility
for the accuracy and completeness of the information contained in this document.” This
condition will remain until the signing of the CY 2021 MA contract, whose terms will
govern this subject.

We appreciate your interest in the VBID Model and look forward to your participation.
Please continue to adhere to the terms of the VBID Model’s Request for Applications,

and monitor communications from the CMS for additional guidance to VBID Model
participants.

Sincerely,

Laura McWright
Deputy Director, Seamless Care Models Group, Center for Medicare and Medicaid

Innovation







The below contract(s) and PBP(s) for Triple-S Management Corporation are
provisionally approved for participation in the VBID Model for Contract Year 2021:

H4005-001-000
H4005-004-000
H5774-003-000
H5774-005-000
H5774-023-000
H5774-027-000
H5774-031-000
H5774-033-000
HS5774-022-000
H5774-024-000
H5774-025-000
H5774-026-000
H5774-028-000
H5774-032-000










DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop WB-06-05
Baltimore, Maryiand 21244-1850

CMS

S\ CENTERS FOR MEDICARE & MEDICAID STRVICES
CENTER FOR MEDICARE AND MEDICAID INNOVATION

DATE: May 20,2020

TO: Vanessa Acevedo Caban
Triple-S Management Corporation
1484 Av. Franklin Delano Roosevelt
San Juan, Puerto Rico 00920

FROM: Laura McWright, Deputy Director, Seamless Care Models Group, Center for
Medicare and Medicaid Innovation

Subject: Medicare Advantage Value-Based Insurance Design Model Application —
Calendar Year 2021

Thank you for your application to the Centers for Medicare & Medicaid Services (CMS)
Medicare Advantage Value-Based Insurance Design (VBID) Model, on behalf of Triple-
S Management Corporation.

We have determined, on a provisional basis that the plan benefit packages (PBPs) and
specific VBID model components referenced in your updated application meet the
Model’s requirements and thus make your organization eligible to participate in the
VBID Model. Accordingly, your organization is authorized to submit a calendar year
(CY) 2021 Medicare Advantage (MA) or MA prescription drug (MA-PD) bid submission
that contains VBID benefits offered under authority of the VBID Model for the
contract(s) and PBP(s) listed on page 3.

This authorization should not be construed as final approval by CMS of the VBID Model
benefits described in your application or final confirmation that your organization is
eligible to participate in the VBID Model for CY 2021. Your acceptance into the VBID
Model for CY 2021 will become final upon full execution of the CY 2021 MA contract
which includes an addendum for participation in the Model. Until such time, CMS
reserves the right to revoke this preliminary determination.

This authorization extends only to the specific VBID Model benefits, and for the specific
PBPs proposed in your application. Those PBPs are listed at the end of this memo. If
CMS has granted your organization an exception from one or more Model eligibility
requirements, the contingencies and caveats of that exception continue to apply. This
authorization should not be construed as approval or disapproval of any other element of
your MA or MA-PD product offering, including marketing and communications plans for
e~ ZNBID Model benefits, which may have been described in the application.

Please follow instructions to be issued by CMS and the Office of the Actuary for the

proper inclusion of VBID Model benefits in your CY 2021 bid submission and
submission of supplemental formulary files, if any. All bids submitted must 1) comply

D,



Question

Response

Does your VBID benefit include Part D
reductions in cost?

No

How many packages does your Part O VBID
benefit contain?

Value Based Insurance Design Attestatich

e ———
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Do any of your outpatient services have
tiered cost sharing? (Please note: Inpatient
Hospital services that have tiered cost
sharing are entered in Section B of the PBP

software,

Ne

Sharing, 1 Month =

| Part D Benefit Data
Benefit Plan Data Benefit Plan Data
Deductible 445 Pre-ICL Cost Shares See below
| | Coverage Limit 4130 Enrollee Qut-of-Pocket Cost Threshal $6,550.00/Every year
0OON cost sharing structure Standard Retail Copay/Coinsurance plus a Quantity Limits Yes
differential between the OON billed charge
and the Standard Retail allowable
Prior Authorization Required Yes Step Therapy Plan Yes
You pay for Over-the-Counter medications |Yes OTC Medication Attestation statement: Per |Attest
(OTCs) under the Utilization Management the C¥ 2009 Call Letter, an MAQ cannot
Program offer the same OTC drug under both its Part
C supplemental benefit and its Part D
kenefit. | attest any OTC drugs that are
covered under Part C are separate and
distinct from OTC drugs covered under Part
D.
Cffers OTCs as a part of a formal Step Yes Pharmacy Network Components Standard/Preferred Retail; Out-of-Network;
Therapy Protacol submitted for review and Standard Mail-Crder; Long-Tarm Care
approval by CMS?
Utilizes floor pricing Yes Formulary Exception Tier 4
Do you apply a second less expensive cost  |No Notes Available No
sharing level for alf generic drugs approved
far formulary exceptions?
Sponsor attestation Sponsor attests that it will comply with 42 Does plan utilize ceiling pricing? No
CFR 423.154.
Cest Shares Ahove the Threshold The greater of $3.7¢ for genericor a Are you implementing indication-based No
preferred multi-source drug and $9.20 for all formulary design?
other drugs, or 5% |
Pre-Initial Coverage Limit
Tier 1 Tier 2 Tier 3 Tier 4 Tier 5 | Tler 6
Tier Label Preferred Generic Generic Preferred Brand Non-Preferred Brand Specialty Tier Select Care Drugs |
Tier Drug Type Generic Generic Brand Brand Generic; Brand Generic; Brand
[Tier Includes Part D Drugs Only Part D Drugs Only _[Part D Drugs Onl Part D Drugs Only Part D Drugs Only |Part D Drugs Only
w._.__..n::mm an formulary for this tier available |Yes Yes Yes Yes Yes Yes
is supply
#ut an extended day supply  |No No No Yes Yes No
ther limited to a 1+nonth supply for
the first fill?
Type of cost sharing structure Copayment Copayment Copayment Copayment ngzm:l_.m_..nm Copayment
Daily Preferred Retail Copayment $0.33 $0.50 51.40 53.17 $0.07
Standard Retail/Preferred Retail Cost- 30 30 30 30 30 30
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19b Additional Benefits for VBID/UF/SSBCI - UF Package 1

Disease States: Chronic Obstructive Pulmonary Disease (COPD); Congestive Heart Failure (CHF); Other 1; Other 2; Other 3; Other 4; Other 5

PBP Section  |Category | Questicn Response i

In-Home Support Services Notes:* Benefit consists of in home support for activities of daily living such
as: Help with bathing and with dressing, Transferring or mobility

help in the home, Light housekeeping (cleaning, laundry, dishes),
Meal preparation, Help with medication reminders. This benefit
provides for an in-home health aide on activities of daily living due
to health issues not otherwise covered under any other Medicare
benefit. Covers up to 48 hours of care in a calendar year (four (4}
hours per day for a maximum of 12 days in the calendar year). _

19¢ <wHIU Hospice

Service Category Description

| Question 2 L =B SN S Response i —
Is there an enrollee Coinsurance? - i No -
Is there an enrollee Copayment? o No
Is there an enrollee Coinsurance? [No
Is there an enrollee Copayment? No
Is there an enrollee Coinsurance? No
ﬂlnrm_.m an enrollee Copayment? - B ..H B
Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
Mandatory supplemental benefits for enrollees that elect hospice? Tmm .
Enter the Maximum plan benefit amount: | . 0.00
Are hospice suppleimental benefits contingent upon receiving services from an in-network provider? Yes
Coverage of primarily and non-primarily health related items to ameliorate the functional/psychological |No
impact of hospice enrcllees’ health conditions and reduce aveidable emergency and healthcare
| utilization. = -
Temporary coverage of room and board in a residential facility as determined by a beneficiary’s need No
for custodial and activities of daily living care without a caregiver or other residence to discharge to.
Reduced cost sharing for unrelated medical care services received during hospice election |[No
m_“:m« mandatory supplemental benefits ) Yes B
bBescribe other mandatory mc_un_mzl.m:ﬂm_ benefits: ___— _||In-Home Support

(===
0
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ﬂwmlzimacnmn Cost Sharing for VBID/UF /SSBCI

Service Category Description

Benefit Description

== PR = e E i

Question
e — = —

Response

Program Connectedness: Please check the way that advance care plans and/or advance directives are
connected from your program to access points of care.

Electronic Health Records/Electronic Medical Records;
Provider/Patient portals; Health Information Exchanges; Data
Warehouses

| Expected Number of Beneficiarles to be Engaged Annually:

11180

|
| Poes your VBID/MA Uniformity Flexibility/SSBCI benefit offer Part: C reductions in cost?

No

Service Category Description

Benefit Description

19b Additional Benefits for VBID/UF /SSBCI

_ Question ! Response L -
Does your <m=u><_>. Uniformity Flexibility/SSBCI benefit offer additional Part C benefits? Yes
How many packages de your Additional Benefits contain? (1-15) 1 B

19b Additional Benefits for VBID/UF/SSBCI - UF Package 1

Emmmmm mnmﬁmm" Chronic Obstructive Pulmonary Disease (COPD); Congestive Heart Failure {CHF); Other 1; Other 2; Other 3; Other 4; Other 5

PBP Section | Category Question _ Response ik _.
18b | Additienal Is this package applicable to VBID or MA Uniformity Flexibility or [MA Uniformity Flexibility _
Benefits for SSBCI?
I VBID/UF/SSBCI —
| which disease states does this benefit apply? (Select all that | chrenic Obstructive Pulmonary Disease {COPD}; Congestive Heart
apply): Failure {CHF); Other 1; Other 2; Other 3; Other 4; Other 5
Other 1 Description: Oncology patients with active chemo by infusion [
Other 2 Description: a . >n|:mm Stroke a
Other 3 Description: Open Heart Surgery
— - — — — —
| Other 4 Description: Hip Surgery |
.mjm_. 5 Description: TSmm Surgery )
Does the enrollee need to sm.e.m all diseases selected to qualify? H.ZD
Does the enrollee need to have a combination of diseases selected 70
to n__._m__@q\v If yes, describe in notes. B
- q Is there a prerequisite for any additional benefits for this package? =zo
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18a Hearing Exams

Benefit Description

Service Category Description

— p— — g——|
Question Response . i =
| Select type of benefit for Routine Hearing mxm:.m Mandatory

_ Is this benefit unlimited for Routine Hearing Exans?

No, indicate number

| Indicate number for Routine Hearing Exams:

1

Every year

| Select Routine Hearing Exams periodicity:
||Select type of benefit for Fitting/Evaluation for Hearing Aid:

Mandatory

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

No, indicate number

|| Indicate number for Fitting/Evaluation for Hearing Aid:

1

” Select Fitting/Evaluation for Hearing Aid periodicity: n Every year
Is there a service-specific Maximum _.u_m: Benefit Coverage amount? || No
Is there an enrollee Deductible? | No |
Is there a service-specific Maximum m:_‘o__mm.oﬂ_.n..c?von_amﬁ Cost? No _
Is there an enroliee Coinsurance? | No
Is there an enrcllee Copayment? No f
T:m_nmnm Minimum Copayment amount for Medicare-covered Benefits: 1 $0.00 _
Indicate Maximum Copayment amount for Zma_nm_.m-no,..m_.lmalmm:mzlﬂm“ 1 $0.00 _
E_nmﬂm Minimum novm<_."..mzﬂ amount for _u,oc::ml_._mml:m Exams: 1 _mo.oo i -
Indicate Maximum Copayment amount for Routine Hearing mm:.m_lp $0.00
Indicate Minimum novm,\l_._m,:.n _m:._ocsﬁ for Fitting/Evaluation for Hearing Aid: 1 $0.00
Indicate Maximum Copayment amount for Fitting/Evaluation for Hearing Aid: 1 $0.00
Wm@ozmm:o: required? - No -
Es a referral required for Hearing Exams? No

18b Hearing Aids

Service Category Description

Benefit Description
D.,.._.mmro: ~ === Response =
_ Does the plan provide Immzsm Aids as a supplemental benefit under Part O.._u..l +mm o

mm_mnw enhanced benefits:

=

|
I_.

Hearing Aids (all types)
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17a Eye Exams
Service Category Description
L W= Benefit Description T e 8 o
D:mmnmo:. A = Response
m:ﬂmﬁ :m_..:m of Other mm?.mw_ o T B Eyewear eye exam — —
Select type of benefit for Other Service: Mandatory B
Is this benefit cs_._:._m_mn_ for Other Service? - No, indicate number S
Indicate quantity for Other Service: 1
Select the Other Service periodicity: Every vear
Is there a service-specific Maximurn Plan Benefit Coverage amount? No
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No .
Is there an enrollee Coinsurance? No
| Is there an enrollee Copayment? — No
Indicate Minimum Cepayment amount for Medicare-covered Benefits: t $0.00
..Hﬂa_nmnm mey:: Copayment amount for Medicare-covered mm:mﬂ 1 $0.00
Indicate Minimum Copayment amount for Routine Eye Exams: 1 $0.00
Indicate Maximum nonmmam:n amount for Routine Eye Exams: 1 [$0.00
anmnm Minimum Copayment amount for Other Service: 1 N .m|o.oc
Indicate Maximum Copaymeént amount for Cther mm?.._nm" 1 - . $0.00
Is there an enrollee Deductible? No — .
Is authorization agc:mn_.ml B = No
Is a referral required for Eye Exams? =— No
Notes: . The routine eye exam is the test performed by the physician to |
evaluate the need to have eyewear. If eyewear is needed, the plan |
will cover under the Other eye exam, censultation and prescription
for eyewear including refraction.
- 17b Eyewear
Service Category Description
Benefit Description
O:mmz.oq § ol : L i P — Response
Does the Emuut.dinm Eyewear mmim‘ supplemental benefit under Part C? B — | Rmm |
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wmsnmm Description

Service Category Description

16b Comprehensive Dental Services (Non-Routine, Diagnostic, Restorative, Endodontics, _umﬂmo.no:nmnﬂ Extractions, Prosthodontics, Other Oral/Maxillofacial |
Surgery, Other Services)

O..._ommo: - . = Response —— =
Indicate me_lca Copayment amount for Non-routine Services: £0.00

| Indicate Minimum noum,\ﬂw# amount for Diagnostic Services: 1 $0.00

. Indicate Maximum Copayment mﬂ.o::n for Diagnostic Services: 1 $0.00

m:ynmﬁm Minirum Copayment amount for Restorative Services; 1 $0.00

.H:n__nmnm Zmﬁﬂ:clqj Copayment amount molﬂ Restorative Services: 1 $0.00 o

| Indicate Minimum Cepayment amount for Endodontics: 1

$0.00

| Indicate Maximum Copayment amount for Endodontics: 1

| $0.00

Indicate Minimum Copayment m:..ocsn.ﬁo_. Periodontics: 1

Indicate Minimum Copayment amount for Prosthodontics, Other Oral/Maxillofacial Surgery, Cther

[|$0.00
..b._|n=nwﬂm Maximum Copayment amount for Periedontics: 1 . $0.00
Indicate _o__:_B_._B Copayment amount for Extractions: 1 | $0.00
mﬂﬁ|mnm Maximum Copayment amount for Extractions: u. $0.00

(A

$0.00
Services: 1
Indicate Maximum Copayment amount for Prosthodentics, Other Oral/Maxillofacial Surgery, Other $0.00
Services: 1
Is authorization required? Yes
Is a referral required for Comprehensive Dental Services? No
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Service Category Description

Benefit Description

16a Preventive Dental Services (Oral Exams, Prophylaxis (cleaning), Fluoride Treatment, Dental X-Rays)

Em.m.:oz. g L - - Response ] ) 1
__.mm_mnﬂ the Dental X-Rays periodicity: o mﬁsmn Describe
_ﬁm there a service-specific Maximum Plan Benefit Coverage amount? ) No
__Mm there a service-specific Maximum m:m__mm Out-of-Pocket Cost? No
|5 there an enrollee Coinsurance? No
Is there an enrollee Deductible? i No
W there an enrollee Copayment? = No
| Indicate Minimum Copayment amount ﬂna,m_. Exanms: 1 $0.00
Indicate Maximum Copayment amount for Oral Exams: 1 $0.00
_ Indicate Minimum Copayment mhﬁca.n for Prophylaxis (Cleaning): 1 | $0.00
| Indicate Maximum Oonm<3mmﬁ amount for _ul_.ov:<_mx_m (Cleaning): 1 . $0.00
|Indicate Minimum Copayment amount for Fluoride Treatrment: 1 _ $0.00
| Indicate Maximum Copayment amount for Fluoride Treatment: 1 |l$0.00 _
| Indicate Minimum Copayment amount for Dental X-Rays: 1 | $0.00 .
Indicate Maximum Copayment amount for Dental X-Rays: 1 — .wo.oo N _
Is authorization required? No |
Is a referral required for Preventive Dental Services? .20I - o
Notes: Up to (1) Panoramic image or Intraoral complete series including |
bitewings, every three years. Once the member has used the
Panoramic images or Intraoral complete series, the radiographic
images limit has been reached for those 3 years. Up to (6) _
_...u._aﬂom_.mvr.mn images include up to (4) periapicals and up to (2) _
- B bitewings images per year. _

Surgery, Other Services)

Service Category Description

Benefit Description

16b Comprehensive Dental Services (Non-Routine, Diagnostic, Restorative, Endodontics, _um_.mcno_..sz mxn_.mnmo_..w., Prosthodontics, Other Oral/Maxillofacial _

Question

| Response

 Does the plan provide Comprehensive Dental Iters as a supplemental benefit under Part C? ?mm

y

i
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_ Benefit Description

14e Other Medicare-Covered Preventive Services

Service Category Description

j.O:mmmo: - N _ﬂmwﬂo_..]wml ) ai
[ Indicate 35_:\#.._? muovm<3msﬂ amount for Medicare-covered Glaucoma Screening: 1 ﬂo.mm.l .
.H:n__nmnm Maximum Copayment amount for Medicare-covered Glaucoma Screening: 1 $0.00
M.H_._Q_nmnm Minimum Copayment amount for Medicare-covered Diabetes mm__"-_e._m:mumlzmg.n Training: 1 _.wm.oo
| Indicate Maximum Copayment amount for @mnmnm_.m-no(.m_\ma Diabetes Self-Management Training: 1 4000
.H:nznmﬂm Minimum noum<3m|3w armount for Zmn_nmﬂm-ngm_.ma Barium Enemas: 1 | $0.00
.H:n_lmnmﬁm Maximum Copayment amount for Zmn:nmﬂm-moé_.mn_ Barium Enemas: 1 $0.00
Indicate Minimum Copayment amount for Medicare-covered Digital Rectal mxm:.m” o .@o.oo 1
Indicate Maximum Copayment amount for Medicare-covered Digital Rectal Exanms: HI T $0.00 !
Indicate Minimum Copayment amount ,.“AﬂZmn:nmﬂm-oo,‘.mﬂma EKG following Welcome Visit: 1 $0.00
Indicate Maximum Copayment amaunt for Medicare-covered EKG following Welcome Visit: 1 , $0.00 "
Indicate Mininum Copayment amount for Other Medicare-covered Preventive Services: 1 $0.00
Indicate Maximum Copayment ameunt for Other Medicare-covered Preventive Services: 1 wpoo a
Is mcn:ozmﬁ_o: required for Medicare-covered Glaucoma m_.mmm::m_..\v | No — -
Wm:ﬁro_.._mmﬂo: reguired for Medicare-covered Diabetes Self-Management Training? — No _
Is authorization required for Medicare-coverad Barium Enemas? __zo _
| s authorization required for Medicare~-covered Digital Rectal mu.nmqw..”...V _ No
..Hm authorization required for Medicare-covered EKG following Welcome Visit? No a ]
Is authorization required for Other Medicare-covered Preventive Services? No
mm a referral required for any mm_.<_nﬂmm..\V No -

wmzmmn“cmmnluz@:

15 Medicare Part B Rx Drugs and Home Infusion Drugs

Service Category Description

ST

i

Question __ Response I . [
Is there a Maximum Enrollee Out-of-Pocket Cost? _ No

|Is there an enrollee Coinsurance? No - %\l\j
Is there an enrollee Copayment? L.zo T

ﬂ:\ u.wu..nu..r.\qm.;u.\......l....uil..l..l.,.

| Canftrato Numero |

26/39



B6E/SC

; e i
..I...\.ll...r
oN B Z1UswAedon) 33|(0IUB UL 23Y3 SI|
ON £91q130npag 99)|04uD ue 3uau] ST
ON £2DUBINSUIOD 29[j0JUD U 243y] ST
(S2IAIDS DAIJUBARI
oN [alaA0D-UEDIPI|Y J3UID 103 1S0D 39 20d -40-1NQ 3(|CIUT WINLIXe| 21J129dS-23IA3S B 24347 5]
asuodsay _ . ; uonsang
I = — uondussag Jysuag -
uondussag Alebajen voiales
SYIAIDG IAIIUB A PIISACD~BIBIPIN A9YIO BFT
oN| - $53IAI9S UOITEINPT DSEasK] ASUPHY J0) PJINbal [BLysl B S
on| B £pauinbaJ uoEZUOYINE S|
oy . ¢Juawiedon ag|oius ue auay3y sI
B . OoN ¢$B1Q13oNPaQ 29)|04Ul UR u3Y] S
an | - $9DURINSUIOD 93[|0JUS UE 2I8Y] S]]
_ = on |l 1507 19304 -0-INQ 93)|0JUT WNLIXE}y J1y10ads-2o1A13s B 219U7 SI
[ o mwm&wumﬁl, . | = "~ uonsand
_l : "~ uondussag Jauag = S
uondisag Aobaze) soines
|
SADIAIDG UONEINP ISEISIQ ADUPDE PPT
ABojoxa)sy = || — -
BUDIPIY IS[UIYD [eusiyped] «|
QUIDIP3N 21y3edainien «|
{S2nssl UOIIRDIUNLLLOD pUe SIapLosip Suwes)
pue Buidss|s se yons siolARYSq SqRJISIpUn JO SJIqeY peq ‘siaplosip
[BUBW ‘asnge aoueysans ‘serqoyd ‘Ajamxue 10)) AdelayloudAH
Adeaay g, JIsnp
Bujean ouead e
BUIZIPAWN ISAUIYD »
:9pn|oul saldelay) sARWSYY "53euRq ainjoundnoy |
UM ] WNWIXBW pauiquod ayj 03 32algns sJe sasiales #:S910N saldelay |, DaeWRY
| aIsuodsay e Ep = uonsand
= S R T i :ol._umm..umwa yeueg "B ,.
uondeliosaq Aiobaje) a01A195
¥ 193d ey w1 pauyap se sjijausg |eyuawaddns qqbig opT




——

14c Eligible Supplemental Benefits as defined in Chapter 4 |

Service Category Description

[
! : Benefit Description |
Question - i = A xmmmm.‘..ﬂm i : @_
m Indicate Minimum novm,.,.,_.,ﬁm,.#. amount for Nutritional/Dietary Benefit: 1 - $0.00 )
Indicate Maximum Qﬂ:‘m:ﬁ amount for ch_._w_o:m_\_u_.M_“mQ Benefit: 1 $0.60
. Indicate _,ﬂ:_:,,c:._ Copayment amount for Counseling mmé._nmm" 1 $0.00
”.H:n__MmImew:c_j Copayment amount for noc:.m.m_‘_:m mmémnmﬂH _ $0.00 .
Indicate Minimum Cepayment amount for Altemative Therapies: 1 N | $0.00
| Indicate Maximum Oonm«\:.m;n mwjo_._:n for Alternative Therapies: 1 N |l$0.00 N .
. Is authorization required? B B No a o i
|1s a referral required for Other Defined mlcun_m:m:ﬂm_ mm:mm_nm.u- N . zm - B - B — I_
Health Education Notes: S |[This program provides health information and Uﬂognmwjmm_yﬂmﬁ |

lifestyles. It includes interaction of qualified health professicnals |
(health educators /Nutrtionist} with you on specific disease
conditions such as (but not limited to): hypertension, diabetes,
congestive heart failure, and smoking/tobacco use. This program
provides health education material, group interventions and
telephone-based education on nutrition and weight management
based on your health by health educators.

Remote Access Technologies (Nursing Hotline) Notes:

Teleconsulta - Nurse line for health consultations, available 24
hours, 7 days a week. If you are sick, hurt or need health related
advice, the nursing professionals will offer you guidance to help you
decide whether vou should make a doctor's appointment, visit an
emergency room, or they will offer you self-care instructions to help
alleviate your

symptoms safely, in the comfort of your home. |

Counseling Services Notes: Teleconsejo (Emotional Support Line) - 24/7 access to counselors
trained to provide emotional support for issues such as anxiety,
ernctional crisis, depression, and life events such as loss of family
members or friend, economic hardship or financial issues. Health
needs assessment on mental conditicns and support to coordinate
| services or locate available community services.
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13f Other 3
Service Category Description

Benefit Description

brea

Question

Response

Is a referral required for Other Services?

No

Notes: ‘Benefit consists of a $10 allowance to pay for delivery charges.
Benefit is imited to one time per month for affected enrollees during
a public health emergency for COVID-19 with a stay at hoeme order.
13g Dual Eligible SNPs with Highly Hs.nmm_...m.ﬂ.mn Services _
Service Category Description |
Benefit Description
Question il _”mmvo_..mm [
14a Medicare-covered Zero Cost-Sharing Preventive Services
Service Category Description
'l , ] wm..ummn Ummn_..muzo: S ~
| Question |Response

Medicare-coverad Zero Dollar Preventive Services Attestation

I attest that there is no coinsurance, copayment, or deductible for
all Original Medicare preventive services that are offered at zero
dollar cost sharing.

|Is authorization required? No
|1s a referral required? No o
14b Annuzl Physical Exam
Service Category Description
| L w.m:mmﬁ Description — |
|Question _ : |Response o
__uomm the plan provide the Annual Physical Exam as a supplemental benefit under Part C? |No _
h,...l...uu..nliul..l.i..lilhll.,
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13b OTC Items
Service Category Description

Benefit Description

Question i =n B I Response .
.Hm there a service-specific Maximum Enroliee Out-of-Pocket Cost? No
Are you offering Nicotine _Nmu_mnm:mﬁﬂ Therapy (NRT) as a Part C OTC benefit? : ﬂmm B N

Nicotine Replacement Therapy (NRT) Attestation:

p——

The Nicotine Replacement Therapy (NRT) Um_:mﬂqﬁmﬂma n__..l.mm not
duplicate any Part D CTC or formulary drugs.

Manual?

Is there an enrollee Coinsurance? — No
Is there an mm_.o__mm Deductible? No
Is there an enrollee Copayment? T . No
Does this cover all of njmﬂ.m ﬂézn: may be found in Chapter 4 of the Medicare Managed Care .__zol B

Notes: Analgesics Anti-Inflammatory (NSAIDs) and ZOJIZmHoﬂ._M\
Antihistamine Hypnotics, Anorectal Agents, Antidiarrheal,
Antiemetic, Artificial Tears and Lubricants, Calcium, Cobalamins,
Cough/Cold/Allergy, Dermatologicals, Folic Acid, Iron, Laxatives,
Minerals & Electrolytes, Multivitamins, Nasal Agents, Nutritional
Supplements such as Fish Oil and Omega 3, Smoking Deterrents,
Otic Agents, Urinary Analgesics, Vaginal Products, Vitamins, Adult
Diapers/Pads and Blood Pressure Monitor.
The Blocd Pressure Monitor is covered up to one (1) every 5 years
13c Meal Benefit B i
Service Category Description
i = B Benefit Description .
Question e . - Response _
Does the plan provide a limited duration Meal Benefit as a supplemental benefit under Part C? Note: No
| Only primarily health-related meals offered in accordance with Chapter 4 of the MMCM should be
entered in ﬂ:l_m section,
13d Other 1
I\\\l -
iﬁlhnnuu..ui\ — Service Category Description
el & i Benefit Description
|Question p |Response
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Benefit Description

Service Category Description

ilc Diabetic Supplies and Services and Diabetic Therapeutic Shoes or Inserts

Question __ response eI
_Hm there a service-specific Maximum Enrollee Out-of-Pocket Cost? No

ﬂHm there an enmollee Coinsurance? B zﬂ

Is | there an enrollee Deductible? - No

Is there an enrollee Copayment? j ._./_o

Indicate Minimum Copayment amount per m.nm_..: for Medicare-covered Diabetes Supplies: 1 $0.00 .
_ Indicate ZmVMBCB Copayment amount per item for Zm&nmﬂm-nofsmﬂma Diabetes Supplies: 1 $0.00

_.H3a|_nmnm Zm.:_q:3|no_um<3m:n amount per itern for Medicare-covered Diabetic .:._m_.mlnmc:n Shoes or .wo.oo

Inserts: 1

H:m_nmwm Maximum Copayment amount per _nmya Medicare-covered Diabetic Therapeutic Shoes or it H.o.oo

| Inserts; 1

| Pe you limit Diabetic Supplies and Services to those from specified manufacturers? - ._.<mm| - - _
” Is authorization required? _ No m

— 12 Dialysis Services
Service Category DPescription
___ BenefitDescription =
T e JResponse |
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? B __20 a j
Is there an enrollee Coinsurance? | |No _
|Is there an enrollee Deductible? No [
Tm there an enrollee Copayment? No |
Is authorization required? No ) .
me ml_.mﬁm:.m_ﬂ_c;mn for Dialysis Services? B No
13a Acupuncture
ﬁa\“\“ Service Category Description
| , 1 wm:..wmmm @mmn_.mvnmo_,..- B=
Question I - ~ [Response

=3
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10b Transportation Services

Service Category Description

NN Benefit Description IS
r@:mwzo: - - o =l =—— .xmmluozmm. —
Select type of benefit for Any Imm_ﬂ:-wm_m.&,a ronw:o:un — ] T Mandatory |
Is this benefit unlimited for number of trips for Any Health-related Location? No
Indicate number of trips for Any Health-related Location: 20
Select Any Health-related Location Trips periodicity: Every year
m‘mWnﬁ Type of ._.qm:mﬂnﬁmzo: for Any Health-related Location: One-way

Select Mode of Transportation for Any Health-related Location:

Taxi; Van; Other, Describe

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

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No
|15 there an enrollee Coinsurance? ) No

Is there an enrollee _umn_cn:a_m.vr No

Is there an enrollee Copayment? B No

Is authorization required? Yes -

Is a referral required for Transportation Services? No B

Notes: Other method of transportation is available in an automobile through

B - a contracted provider. -
= B 11a Durable Medical Equipment (DME)
Service Category Description

: s SO e iy e e, e BB, - Il
Question ,.|i|< iy 0 - __ ML . | Response e == A

|Is there a mmE_nm-muaﬂ.._.mn Maximum Enrollee Out-of-Pocket Cost? ._.mm o |
Is there an enrellee Coinsurance? Yes
Indicate Minimum no.ﬁ:mc_wm‘mmm percentage for Medicare-covered mm:mmﬁm“ - 0% - - |
Indicate Maximum Coinsurance percentage for Medicare-covered Benefits: 5%

Is there an enrollee Deductible? Ne

Is there an enrollee Copayment? = No

Are there preferred vendors/manufacturers for Durable Medical Equipment (DME)? Yes

Is authorization required? |Yes
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9b Ambulatory Surgical Center {ASC) Services |

Service Category Description

Benefit Description
| Question_ E—— _ |Response .
Is there a service-specific Maximum Enrollee m:n-o_nlu_ucnxmn Cost? No - . - B |
Is there m3|m:3=m Coinsurance? No |
Is there an enrollee Deductible? B No - ||_
Is there an enrollee Copayment? No |
Is mcﬂjonumﬁ_o_.“'-.mnc:m% — Yes |
.Wm referral aﬂmn_cm_.ma for Ambulatory Surgical Center Services? No —

Benefit Description

9¢ Outpatient Substance Abuse Services

Service Category Description

Question — Response = N i
Is there a mm...«mnm.lm_umnﬁn Maximum Enrollee Qut-of-Pocket Cost? No _
_W.n. there an enrollee Coinsurance? No
_ Is there an enrollee Deductible? - —— No i
Is there an enrollee Copayment? o |I. No ) - _
Indicate Minimum Copayment amount for Medicare-covered Individual Sessions: 1 $0.00 B |
yﬁ%m Maximum Copayment amount for Medicare-covered H:Q?_amlmm.mm_o:m“ 1 o ..mo.oo N _
Indicate Minimum Copayment amount for Medicare-covered Group ;mimmmmmzm" 1 i $0.00 _
Indicate Maximum Copayment amount for Medicare-covered Group Sessions: 1 $0.00 |
Is authorization required? No - || |
Is a referral required for Qutpatient Substance _pucm% N No
] -Mn_ O:numzm_.m Blood mM..inmm
Service Category Description
Benefit Description
Question Sl o 2 Reshonse g -
‘Uomm the Em:-_ru_,osn_m Qutpatient Blood Services as a wrm_u,mm:m:ﬁm_ benefit under Part C? Yes

Select enhanced benefit:

.unﬂ“xn\a\t\l\\\a\\llll..wlh
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7k Opioid Treatment Program Services

Service Category Description

Benefit cmmn:uao_._

Question . = = . WMMWo:wm ,.l. - e — )
_ Is there an ms_,.o__imm Copayment? o - No B -
_ Is mcnjo_.ﬁm.n_osuﬂmnc:‘mn_.u No -
|[Is a referral required for Opicid Treatment Program Services? | No . |

8a Outpatient Diagnostic Procedures, Tests and Lab Services
Service Category Description

Benefit Description

|Question gDl ___ |Response

_Hm there a service- mumn_zn Maximum Enrollee Out-of- _uon_hmm Cost? B M o :_./_.o. o

Is there an enrcllee Coinsurance? No |
Is there an enrollee Deductible? . - __ No [
—..Hmlnjlma an enrollee Copayment? ] No - — Ill._
Indicate Minimum Copayment amount for Medicare-covered Diagnostic Procedures/Tests: 1 $0.00

Indicate Maximum Copayment amount for Medicare-covered Diagnostic Procedures/Tests: 1 | .mo.oo N

_H:&nmﬁm Minimum Copayment amount for Medicare-covered Lab mM_.immm." HI ..mo.oo

_ Indicate Maximum Copayment amount for Zm&nm_.?nm,\.m._,ma Lab Services: 1 _mo.oo [
[ _ _ !
Is authorization required? Yes

Is a referral required for Outpatient Diagnostic Procedures/Test/Lab Services? No

8b Outpatient Diagnostic and Therapeutic Radiological Services i
Service Category Description

Benefit Description i

Question _ Response L = —
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? _ No -
Is there an enroliee Coinsurance? [ no
=—— — | —
Is there an enrollee Deductible? No A
Hm there an enrollee Copayment? No ”_
i
h.Huu_.l.ﬂl.lnl.liﬁll.lllnll_
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Service Category Description

_ Benefit Description

7g Other Health Care Professional Services

|Question S e al Response |
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? No _?
Is there an enrollee Coinsurance? No |
Is there an enrollee Deductible? - _.zo _
Is there an enrollee Copayment? o —=— | No
Is authorization required? No
Is a referral required for Other Health Care Professional Services? |Yes |
7h Psychiatric Services .
Service Category Description
Benefit Description Ll e |
n:mMnmoll E;I L — ) ,:.;Mmmho:mw et _
Is there a service-specific Maximum Enrollee Out-of- vonx|mw Cost? ﬂzo
Is there an enrollee Coinsurance? .20 - _
s there an enrollee Deductible? No ¢_
Is there an m:«om_mm Copayment? No
Indicate Minimum Copayment amount for Medicare-covered Individual Sessions: 1 $0.00 _
Indicate Maximurn Copayment amount for Medicare-covered Individual Sessions: 1 $0.00
Indicate Minimum Copayment amount for Medicare-covered Group Sessions: 1 $0.00
Indicate Maximum Copayment amount for Medicare-covered Group Sessions: 1 $0.00
Is authorization _.mn_.:__.mn,.V B B .zo - “
Is mlﬂm_"m:.m_ required for Psychiatric Services? T No

Service Category Description

Benefit Description

71 Physical Therapy and Speech-language Pathology Services

Question

Response
Is ﬂ:mhm a service-specific Maximum Enrollee Out-of-Pocket Cost? No
Is there an enrollee Coinsurance? No
— - — 4 .J..I —
B
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7c Occupational Therapy Services
Service Category Description

Benefit Description

_ Question il o Response
|Is there a service-specific Maximum Enrollee Cut-of-Pocket Cost? No
||Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

Is there an enrollee Copayment? B _ No

Is authorization required? - Yes

Is a referral required for Occupational Therapy Services? No

7d Physician Specialist Services excluding Psychiatric Services
Service Category Description

Benefit Description

m&::.mwzoz EEEEE 5 - Response

Is there a mmgnm‘.mv‘mn_zn Maximum Enrollee Out-of-Pocket Cost? - No o
Is there an enrollee Coinsurance? No

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Is authorzation required? ) - ~ |yes

Is a referral required for Physician Specialist Services? Yes

7e Mental Health Specialty Services
Service Category Description

_ Benefit Description

| W:[mm.nwow 5 - _ Response -
| Is there a service-specific Maximum Enrollee Ocn-o?vonxmm nom.n..v ||No
Is there an enrollee Coinsurance? INo
Is there an enroliee Deductible? No -
Is there an enroliee Copayment? No
Indicate Minimum Copayment mz...oc:ﬁ for Medicare-covered Individual Sessions: 1 $0.00
Indicate Maximum n.ovm,\:w:ﬁ amount for Medicare-covered H:m_,..mcm_ Sessions: 1 $0.00

P!i\hu?;\\,l\\l\\\\\“lhuuﬁ
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Service Category Description

Benefit Description

4c Worldwide Emergency/Urgent Coverage

O_._.mm:o... _ Response 3

Indicate Maximum Copayment amount for Worldwide Emergency Coverage: 1 $0.00

Indicate Minimum Copayment amount for Worldwide Urgent Coverage: 1 $0.00

Indicate Maximum Copayment amount for Worldwide Urgent Coverage: 1 $0.00

Is there an enrcllee Deductible? No - - - -

Notes: Wordwide services are covered through reimbursement in

- accordance with Triple-S Advantage rates.
5 Partial Hospitalization
Service Category Description

| . . _ e .- Benefit Description . _

Question _nmmvosmm y.n

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

Is there an enrollee Coinsurance? _ No

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Is authorization required? Yes

Is a referral required for Partial Hospitalization? No |

6 Home Health Services
Service Category Description

[ Benefit Description N 4 |
m Question Response =
||Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No

Is there an enrollee Coinsurance? No
fl— - -
Il Is there an enrollee Deductible? |[No

Is there an enrollee Copayment? [No

Is authorization required? m Yes

Is a referral required for Home Health Services? No
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3 Cardiac and Pulmonary Rehabilitation Services

Service Category Description

_ - - Benefit Description - L 1S e

| Question = n — m.wmm_uos.mm i !
Is there a service-specific Maximum Enrollee Cut-of-Pocket Cost? [no — m_
Is there an enrollee Coinsurance? No [
_Hm there an M_..B__mm Deductible? {No _
_Hm there an enrollee Copayment? No "

Indicate Minimum Copayment amount per service for Medicare-covered Cardiac Rehabilitation Services: | $0.00 _
1

Indicate Maximum Copayment amount per service for Medicare-covered Cardiac Rehabilitation $0.00
Services: 1

Indicate Minimum Copayment amount per service for Medicare-covered Intensive Cardiac Rehabilitation | $0.00
Services; 1

|Indicate Maxirmum Copayrment amount per service for Medicare-covered Intensive Cardiac £0.00
Rehabilitation Services: 1

_M:&nmﬁm Minimum Copayment amount per service for Medicare-covered Pulmonary Rehabilitation $0.00
_mm2_nmm_ 1

_Hsu_nmﬁm Maximum Copayment amount per service for Medicare-covered Pulmonary Rehabilitation $0.00
Services: 1

Indicate Minimum Copayment amount per service for Medicare-covered Supervised Exercise Therapy $0.00
(SET} for Symptomatic Peripheral Artery Disease (PAD) Services: 1

Indicate Maximum Copayment amount per service for Medicare-covered Supervised Exercise Therapy | $0.00
(SET) for Symptomatic Peripheral Artery Disease (PAD) Services: 1

Is authorization required? Yes

Is a referral required for Cardiac and Pulmonary Rehabilitation Services? iNo |

4a Emergency/Post-Stabilization Services

Service Category Description

Benefit Description

—

Question _Wmmvozmm ) |
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? _zo ) ZLOM -~
Is there an enrollee Coinsurance? Hzo
ﬁHm there an enrollee Copayment? No
i >
S )
e
ﬁ\ — A
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Tiered Cost m_..m_.|m_..u for Part B Services

Question _nmmuo.:mm u natli
Do any of your outpatient services have tiered cost sharing? (Please note: Inpatient Hospital services |No
that have tiered cost sharing are entered in Section B of the PBP software)
1a Inpatient Hospital-Acute _
Service Category Description _
b s _
N : Benefit Description _
.D_._mmnmo_.._ . — : _m.mmvo_..lmm =
Does the plan provide Inpatient Hospital-Acute Services as a supplemental benefit under Part C? Yes

Select enhanced benefits:

Additional Days

.mm_mnn type of benefit for >@zo:m_ Days: B | Mandatory
Is this benefit unlimited for Additional Days? Yes - - il
Is there a service-specific Maximum Enrpllee Qut-of-Pocket Cost? No
Uommunzm plan's Medicare-covered benefit cost sharing vary by hospital{s) in which an enrcllee obtains |No
care?
Is there an enrollee no_:mlcﬂm:nlm...‘ N No
Does this plan's Additional Days cost sharing vary by hospital(s) in which an enrollee obtains care? No
|Is there an enrollee Deductible? ) No
. Is there an enrollee Copayment? No

What is your Inpatient Hospital-Acute benefit period?

Per Admission or Per Stay

Do you ¢harge cost sharing on the day of discharge? No -
Is authorization required? No
Is a referral required for Inpatient Hospital-Acute Services? No

1b Inpatient Hospital Psychiatric
Service Category Description

Benefit Ummn._.mumo:.-

| Question _— ..Eg.xmmuo_..mm —— =
Does the plan U3<5|m Inpatient Hospital Psychiatric Services as a supplemental benefit under Part C? _ No
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? |[No
Does this plan's Medicare-covered benefit cost sharing vary by hospital(s) in which an enrollee obtains |No
care?
Is there an enrollee Coinsurance? No

——
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N

_ Sincerely,

with CMS requirements for benefits offered in the VBID model; 2) be consistent with the
benefit proposals and the actuarial or financial information contained in your application,
as modified or clarified in subsequent written communication with CMS prior to this
notice, unless otherwise approved by CMS in writing; and 3) not be structured to
discriminate against any Medicare beneficiary.

Should you wish to withdraw your application for one or more PBPs, please notify the
VBID Model team in writing at VBID @ .¢cms.hhs.gov.

You may also request to make changes to the approved interventions or financial
projections contained in your application by contacting CMS at the same address. Prior to
bid submission, CMS will allow incremental changes to proposed interventions, but only
where good cause is shown. After bid submission, CMS will only allow changes of a type
typically allowed for MA and Part D benetits after bid submission, such as those required
in response to CMS bid desk review findings, or made during rebate reallocation.
Allowance of changes to approved VBID Model components is a matter of CMS
discretion, and CMS may require resubmission of actuarial documentation to account for
proposed changes.

A condition of this authorization is that you obtain prior approval from CMS for the
publication or release of any press release, external report or statistical/analytical material
or other similar material that references your participation in the VBID Model. External
reports and statistical/analytical material may include papers, articles, professional
publications, speeches, and testimony. The CMS will make reasonable efforts to
complete its review expeditiously. Any material submitted to CMS for prior approval that
is not disapproved in writing by the CMS within 30 calendar days after receipt by CMS
will be deemed approved. You must also include the following statement on the first page
of all external reports and statistical/analytical material that are subject to this paragraph:
“The statements contained in this document are solely those of the authors and do not
necessarily reflect the views or policies of the CMS. The authors assume responsibility
for the accuracy and completeness of the information contained in this document.” This
condition will remain until the signing of the CY 2021 MA contract, whose terms will
govern this subject.

We appreciate your interest in the VBID Model and look forward to your participation.
Please continue to adhere to the terms of the VBID Model’s Request for Applications,

and monitor communications from the CMS for additional guidance to VBID Model
participants.

Laura McWright
Deputy Director, Seamless Care Models Group, Center for Medicare and Medicaid
Innovation
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The below contract(s) and PBP(s) for Triple-S Management Corporation are
provisionally approved for participation in the VBID Model for Contract Year 2021:

H4005-001-000
H4005-004-000
H5774-003-000
H5774-005-000
H5774-023-000
H5774-027-000
H5774-031-000
H5774-033-000
H5774-022-000
H5774-024-000
H5774-025-000
H5774-026-000
H5774-028-000
H5774-032-000
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Bid Reports 2021
PBP Benefits Report

TRIPLE S ADVANTAGE, INC,

H5774 - 032

VBID: ERROR

MA Uniformity Flexibility: Yes

Special Supplemental Benefits for the Chronically Ill: No
Part D Senior Savings Model: No

Region:

Lead Marketing Region:
Org. Marketing Name:

Plan Name:

Plan Geographic Name:
Status:

Plan Type:

Enrcllee Type:

Part C Plan Premiumi

Part P Plan Premium:
Continuation Area Available:
Visitor/Travel Benefit Available:
Formulary:

Part D Benefit:

Special Needs Plan:

Special Needs Plan Type:
Cual-Eligible SNP:

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

Standard Bid For Section B:
Standard Bid For Secticn C:
Standard Bid For Section D:

Go To Additional Reports for H5774 - 032:

Contrato Nome,

fo
1

New York

New York

Triple S Advantage

Platino Enlace (HMO D-SNP)

Puerto Rico

Version 7 - Renewal-Plan Successfully Uploadaed {06/01/20)
HMO

Part A and Part B
30,00
M/A

No

Us - No

Yes, 00021585

Yes, Actuarially Equivalent Standard

Yes

Dual-Eligible

Medicare non-zero dollar cost sharing plan
No

No
No
No

BPT Worksheet Report | Actuarial Certification History Report | Benefits Report | Part D Benefits Report |

Notes Report | PBP Optional Supplemental Benefit Report | Out-of-Network, Po

int-of-Service,

Visitor/Travel Benefits Report | Plan Level Cost Shares and Limits Report | Service Area Report

— — —

Plan Level Data

__ Question __ Response
“_.Z.p Rebates Used to Reduce Part B Premium: __.<mm
| Part B Premium Reduction Amount: |$10.00

Qx — e
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1b Inpatient Hospital Psychiatric
Service Category Description

: = . B . Benefit Description

Question [

Response
Is there an enrollee Deductible? | No .
Is there an enrollee Copayment? No

E:mlﬁ is your Inpatient Hospital Psychiatric benefit period?

| vmh>n_=,._.mm_o: or Per Stay

| No

Do you charge cost sharing on the day of discharge?
_ Is authorization required? N ....zo| N
|Is a referral required for Inpatient vm<n_.._mnﬁ_om_u_ﬁm_ Services? No
_ 2 Skilled Nursing Facility (SNF)
Service Category Description

[ ) 5 wm:.mmn _..,vmmn..m_u:o: -
_ D:mmz.o:. — el - Response - .
m Coes the plan provide Skilled Nursing Facility Services as a supplemental benefit under Part C? No

Do you allow less ,n_._m:mm,\ inpatient hospital stay prior to SNF admission? No
..Hm there a service-specific Maximum Enrollee Out-of-Pocket Cost? ~ INo

Does this plan's Medicare-covered benefit noﬂ.ﬂ:wz:m vary by the Skilled Nursing Facility in which an | Ne

enrollee obtains care?

.Hm there an enrcliee Coinsurance? = Ne

Is there an m:ﬂo__mm@m,\:m:nm ] No

What is your SNF benefit period?

Per Admission or Per Stay

1 Do you charge cost sharing on the day of discharge?

.zo

Is authorization required?

Yes

Is a referral required for SNF Services?

N

Service Category Description

Benefit Ummn_.ﬂvn_o:

3 Cardiac and Pulmonary Rehabilitation Services

Question

Response

Does the plan provide Cardiac and Pulmonary Rehabilitation Services as a supplemental benefit under
Part C?

—— -
? < ——

No

3/39
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4a Emergency/Post-Stabilization Services

Service Category Description

Benefit Description

o:mm*mw._m-. - Response 11
Notes: Services in the USA may also be available through reimbursement in
accordance with Medicare rates and the location where services
were provided. ._
4b Urgently Needed Services {
Service Category Description 1
Benefit Description
Question ) _ _nmmuo_..mm l_
Is there a service-specific Maximum Enrollee Qut-of-Pocket Cost? [ no
Is there an enrollee Coinsurance? | No
Is there an enroliee Copayment? No

Notes: Services in the USA may also be available through reimbursement in
\[accordance with Medicare rates and the location where services
- || were provided.
_ ] 4¢ Worldwide Emergency/Urgent Coverage - ¥
Service Category Description

| — J—— ______Benefit Description u - PSRN .
mncmmn_o: o ‘;E,rl.ai;-:l _ |Response — a— |
|| Does ﬁ:m plan provide Worldwide m:.m&m:nﬁc“dm:n Coverage as a supplemental Um:mm_n under _umn C? |Yes -
” Select m:ﬁm:nmn_ benefit: ] Worldwide m:MGm:Q Coverage; Worldwide Urgent Coverage
|| Select type of benefit for Warldwide Emergency Coverage: ~_|Mandatory e B
| select type of benefit for Worldwide Urgent Coverage: Mandatory

Is there a Maximum Plan Benefit Coverage amount for Worldwide mBm.dm:nim_.lmm:n@,mﬂmmmw Yes
..Hm|_.r:m service-specific Maximum Plan Benefit Coverage amount unlimited? No )
_ Indicate Maximum Plan mm:mﬁ._,n Coverage amount: 175.00 |

Is there a service-specific .mmx:::B Enrollee Out-of-Pocket Cost? No

Is there an enrollee Coinsurance? |No
. Is there an enrollee Copayment? o o No ____‘no:#.muo Nty __Fa...p

Indicate Minimum no_umf:m:ﬂ amount for Worldwide Emergency Coverage: 1 | $0.00 @b <1 - ° .. ..... ]

o
)

(="
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7a Primary Care Physician Services
Service Category Description

Benefit Description

Queston _ b Response e .
Is there a service-specific Maximum Enrcllee Qut-of-Pocket nomﬂ,.| B I no .

|Is there an enrollee Coinsurance? ) No a - .

_ Is there an enrollee Deductible? o ~ INo o

|1s there an enrollee Copayment? No B

7b Chiropractic Services
Service Category Description

Benefit Description

Question ) 5 = Response
Does the plan provide Chiropractic Services as a supplemental benefit under Part C? Yes - B -
Select enhanced benefit: Routine Care
Select type of benefit for Routine Care: Mandatory |
Is this benefit unlimited for Routine Care? No, indicate number N _
| Indicate number of visits for Routine Care: 5
r Select Routine Care periodicity: B Every year

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

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

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

Is there an enrcllee Copayment? - No

Indicate Minimum Copayment amount for Medicare-covered Benefits: 1 $0.00

Indicate Maximum Copayment amount for Medicare-covered Benefits: 1 £0,00

Indicate Minimum Copayment amount per visit for Routine Care: 1 T - $0.00

H:\n_\._nmﬂm Maximum Copayment amount per visit for Routine Care: 1 $0.00 4//.. \0.

Is there an m:_.o__mm _um_._nlzzm_l.._,. B - No .Mw w N ma_wﬂm

Is authorization required? No B { Contrato Zma,_mqoa._. 3

Is a referral required for Chiropractic Services? Yes |

7139
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Service Category Description

Benefit Description

7e Mental Health Specialty mm..inmm

mm_mmmo: e Response S
Indicate Minimum Copayrment amount for }Mamnmﬂm-ngmﬂmn Group mm,mm_mwm" 1 _ $0.00
” Indicate Maximum Copayment amount for Zlmg_n‘mqm-noe.m_,ma Group mmlmmmo:m" 1 . $0.00
_ Is authorization _.mln_c__.m% _.mo o I
||Is a referral required for Mental Health Specialty Services - Non-Physician? - | No |
7f Pediatry Services _
_ Service Category Description
L. - Benefit Description —
Question ,, [Response i __J
Does the plan provide Podiatry Services as a supplemental benefit under Part C? — .ﬂ — - ]
Select enhanced benefits: Routine Foot Care
Select type of benefit for Routine Foot Care: Mandatory - -
Is this benefit unlimited for Routine Foot Care? No B |
Indicate nurmber of Routine Foot Care visits: 4
_.m..m_mnﬁ the Routine Foot Care periodicity: Every year i
Is there a service-specific Maximum Plan Benefit Coverage amount? |I B No
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No
—Hw there an enrollee Coinsurance? |.zOI - _
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No |
Indicate Minimum Copayment amount per visit for Medicare-covered Benefits: 1 $0.00 |
Indicate Maximum Copayment amount per visit for Medicare-covered Benefits: 1 $0.00 “.
Indicate Minimum Copayment amount per visit for Routine Foot Care; 1 $0.00
Indicate Maximum Copayment armount per visit for Routine Foot Care: 1 $0.00 =
Is authorization required? N No 5Eﬂmﬂ_- i
| Is a referral required for Podiatrist Services? Yes .N.%/T\Vﬁ.
o <
¥ Contrato Nimsro ™
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Benefit Description

7i Physical Therapy and Speech-language Pathology Services

Service Category Description

Question m_ Response : -
Is there an enrollee Deductible? Hzo
Is there an enrollee Copayment? |No
m.nw\m.c,n_._ozmmﬁo: required? Yes
Is a referral required for Physical Therapy and Speech-Language Pathology Services? | No

7j Additional Telehealth Services
Service Categotry Description

Benefit Ummn_,m_wn_mu:

Question

|Response

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

Yes

Select the Medicare-covered benefits that may have >n_n_m_osm_ Telehealth Benefits available:

[Management Training

7a: Primary Care Physician Services; 7d: Physician Specialist
Services; 7el: Individual Sessions for Mental Health Specialty
Services; 7hl: Individual Sessions for Psychiatric Services; 14d:
Kidney Disease Education Services; 14e2: Diabetes Self-

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost for Additional Telehealth? |No
_Hm there an enrollee Coinsurance? | No
|1s there an enrollee Deductible? _ No
|| Is there an m:..o__mnolnm,\:.m:ﬁu No
Is authorization required ﬂowyan_#_omm_.,_.m_lm.:mm#: Services? No
|Is a referral required for Additional Telehealth Services? Yes

[ . Benefit Description

7k Opioid Treatment Program Services

Service Category Description

Question . .. |Response N ‘g,

Is there a service-specific me_JE3|m:8__mm Out-of-Pocket Cost? - No \bjOﬁ.
Is there an enrpliee Coinslrance? No | J_w.Oozz.m»o Zn_.ém_d. \ M
HM there an enrollee Deductible? - ‘zo o

o ——=
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Service Category Description

Benefit Description

[ 8b Qutpatient Diagnostic and Therapeutic Radiclogical Services

| Question . | Response =

Indicate Minimum Copayment amount for other Medicare-covered Diagnostic Radiological Services $0.00

(e.g., CT, MRI, etc): 1

Indicate Maximurn Copayment amount for other ZmQMm_.m-nof,m_.mn_ Diagnostic Radiolegical Services $0.00

(e.g., CT, MRL, etc): ¢

—.Hsa_nmnm Minimum Copayment amount for Medicare-covered Therapeutic wmaﬂo_om_nlw“ mﬂ_d_nmm“ 1 $0.00

Indicate Maximum Copayment armount for Medicare-covered Therapeutic Radiological Services: 1 £0.00 | —

.H:n__nmﬂm Minimum Copayment amaeunt for Medicare-covered X-Ray Services: 1 | wo.ool o |
Indicate Maximum Copayment amount for Medicare-covered X-Ray Services: 1 $0.00 |
H.mlm_._ﬁso_.ﬁmzo: required? o . Yes —— -
Is a referral required for Qutpatient U._mosom:n\._.:mﬂmummﬁ_.nl_wm_.mﬂmmnm_, and X-Ray Services? No
I 9a Outpatient Hospital Services

Service Category Description
A = ITEEN v Benefit Description B " m

Question  Jrespomse

|Is there a service-specific Maximum Enroliee Out-of-Pocket Cost? No o |
Is there an enrollee Coinsurance? ”.Zo

Is there an enrollee Deductible? T No - N -
|Is there an enrollee Copayment? N - ] No -
Indicate Minimum Copayment amount per visit for Medicare-covered Outpatient Hospital Services: 1 uﬂo.oo )
Indicate Maximum Copayment amount per visit for Medicare-covered Outpatient Hospital Services: 1 $0.00

Indicate Minimum Copayment amount per visit for Medicare-covered Observation Services: 1 $0.00

.H:n__nmnm Maximum Copayment amount per visit for me_nm_.m-ngw_.ma Observation Services: 1 $0.00

Is authorization required for Medicare-covered Outpatient Hospital mmm._nlmw.u B B [ Yes |
Is authorization required for Medicare-covered Observation Services? Yes

Is a referral required for Medicare-covered Outpatient Hospital Services? No

H.m a referral required for Medicare-covered Observation Services? No

AI\ -......-. -ulu.._..\\..-l.._ll!...llll.]llk
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9d QOutpatient Blood Services
Service Category Description

Benefit Description

Question Response

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

m.m there a service-specific Maximum Enrollee Out-of-Pocket Cost? No 1
.mm ﬂmﬂm an enrollee Coinsurance? No

Is there an enrollee Deductible? No =

m.MSIm:m an enrollee @m,\:ﬁ:ﬁu _zo o - ]
Is authorization required? | No B

Isa _.mﬁmz.y_.ﬁn_c_ﬂmn_ for Outpatient Blood Services? B No B —

10a Ambulance Services
Service Category Description

Benefit Description

Question = e T __[Response = |
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 B B -

Indicate the Minimum Copayment amount for Medicare-covered Ground Ambulance Services: 1 $0.00

.msn_ﬂnmﬂm the Maximum OOUM<:I63 amount for Medicare-covered Ground Ambulance Services: 1 $0.00 |
Indicate Minimum Copayment amount for Medicare-covered Air >3@c_m:Mm Services: 1 _ $0.00

Indicate Maximum Copayment amount for Medicare-coverad Air Ambulance Services: 1 m $0.00
|Is authorizaticn reguired for non-emergency Medicare services? B |Yes

= 10b .....m:mvo_.nwzoz.mm_.inmm —— == =

_ Service Category Description

.. Benefit Description

Question - Tﬂmm_uo:m.m s Noa

__uomm the plan provide Transportaticn Services as a supplemental benefit under Part C? Yes

.mm_mnw enhanced _um_._ml_n_n_

Any Health-related Location

a i
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11a Durable Medical Equipment {DME)

=

Service Category Description

Benefit Description i

— — o — = R e N—" S P — — |

Question | Response

Notes: 0% coinsurance for preferred brands and manufacturers,
5% coinsurance for non preferred brands and manufacturers.,

11b Prosthetics/Medical Supplies
Service Category Description

Benefit Description

Question 7_Wmmﬂo=mm L y i

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

Is there an enrollee Coinsurance? Yes

Select which Prosthetics/Medical Supplies have a Coinsurance (Select all that apply): Medicare-covered Prosthetic Devices; Medicare-covered Medical

B Supplies

Indicate Minimum Coinsurance percentage for Medicare-covered Prosthetic Devices: 0%

.Hlsa_nmnm Maximum Coinsurance percentage for Medicare-covered Prosthetic Devices: 5% o

.H:a_nmnm Minimum Coinsurance percentage for Medicare-covered Medical Supplies: 0%

Indicate Maximum Coinsurance percentage for Medicare-covered Medical Supplies; 5%

Is there an enrollee Deductible? No

Is there an enrollee Copayment? No B

Is authorization required? Yes B B

Notes: 5% coinsurance applies to surgically implanted prosthetics devices,
urinary system & neurostimulator prosthetic devices. 0% _
coinsurance applies to arthotics and non-surgically implanted
prosthetic devices. |
0% coinsurance for medical supplies preferred brands and
manufacturers.5% coinsurance for medical supplies non preferred
hrands and manufacturers,
0% coinsurance for Cardiovascular Devices.
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13a Acupuncture
Service Category Description

Benefit Description

Question e = .ﬂmmﬂozmm

Does the plan provide Acupuncture as a supplemental benefit under Part O.wprf /.\..mm. o

Select enhanced benefit: = : ._./_c:.ﬁm_. 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: 12

Hn__nm_“m Number of Treatments periodicity: Every vear I
Is there a service-specific Maximum Plan Benefit Coverage amount? No o

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

Is your >n:nc:ﬂm benefit combined with either the Chiropractor Services benefit or Alternative Yes

Therapies benefit, or both? =

Is there an enroliee Coinsurance? B No _
Is there an enrollee Deductible? - |No |
Is there an enroliee Copayment? B .zol - JI_
Is authorization required? - |. zo - |
| Is a referrai required for Acupuncture? || No
_ Notes: | services are subject to the combined maximum limit with >=“m3mﬁ_.<m_
| | therapy benefit. - B [
_ 13b OTC Items _
[ Service Category Description _
| i ... BenefitDescription =il ol —on |
Question s o el [Response """ S =
| Does the plan provide Over-The-Counter (OTC) Itens as a mcvmmum.m:nm_ benefit under Part C? Yes B R "
_ Select type of benefit for OTC Items: Mandatory
m Hmlz._m_.m a service-specific Maximum Plan Benefit Coverage amount? - .<mm

Indicate Maximum Plan Benefit Coverage amount: 350.00
[Select Maximurm Plan Benefit Coverage @._o%n_nﬁ Every three months
“ Does your Maximum Plan mlm:m|§ no.a,m_...mmm amount carry forward to the next period if it is unused? No

...M..i\.\..
o

o —
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13e Other 2
Service Category Description

Benefit Description

| Question |.I H_n_mmvo:mmfi:-.. I |
Enter name of Service (Optional): COVID-19 Food Allowance

Select type of benefit for Other 2; Mandatory )
Is there a service-specific Maximum Plan Benefit Coverage amount? — .<mm

Indicate Maximum Plan Benefit Coverage amount: 50.00 - -
Select Maximum Plan Benefit Coverage periodicity: Other, Describe B

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

Is there an enrollee Coinsurance? ] No

..Hm|§mﬂm an enrollee Deductible? - - ”znw

Is there an enrollee Dva<:m:~u N No

Is authorzation required? B B Yes

Is a ".mﬂnm:\m_l_.mn_.__._.mn_ for Other Services? , No

Notes: Benefit consists of a $50 allowance for the purchase of food after

being diagnosed with Covid-19 during a public health emergency for
| B - Covid-19 with a stay at home order, Up to 2 allowances per year.
= 13f Other 3
Service Category Description
1 Benefit Description = il

Question B - My S S l;.,i: Response i
Enter name of Service (Optionab): Covid-19 Delivery charge payment - -
Select type of benefit for Other 3: Mandatory |
|1Is there a service-specific Maximum Plan Benefit Coverage amount? Yes
_ Indicate Maximum Plan Benefit Coverage amount: = .Hy |
. Select Maximum Plan Benefit Coverage periodicity: - T ..Oﬂjlmﬁ Describe |
Is there a service-specific Maximum Envollee Out-of-Pocket Cost? |[No B - - _
Is there an enrollee Coinsurance? N0 - - . _
|Is there an enrollee Deductible? |No

Is there an enrollee Copayment? No B

Is authorization required? = * B B [Yes \ ,/F _,.sf

Coniratp Nimero
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14c Eligible Supplemental Benefits as defined in Chapter 4
Service Category Description

Benefit Description

Question _ Response
Does the plan provide Other Defined Supplemental Benefits as a benefit under Part C? Yes _
Select enhanced benefit (Select all that apply): 14c1: Health Education; 14c2: Nutrtional/Dietary Benefit; 14c7: _

Remote Access Technologies (including Web/Phone-based
technologies and Nursing Hotiine)*; 14c9: Counseling Services; |
HIAn 17: Alternative Therapies*

Select type of benefit for Health Education: Mandatory . |
m_mnn type of benefit for Nutritional/Dietary Benefit: Mandatory [
Is this benefit unlimited for Nutritional/Dietary mm:m_q._.wu |No, indicate number ) _
Indicate number of visits for Nutritional/Dietary _wmsm.“._ﬂ 6 -

Indicate setting for Nutritional/Dietary Benefit: | Individual Sessions

Select type of benefit for Remote Access Technologies (including Web/Phone-based technologies and _ Mandatory
Nursing Hotline):

Select the type of Remote Access Technelogies offered {Select all that apply): Nursing Hotline B
| Select type of berefit for Counseling Services: ||Mandatory - B
_ Is this benefit unlimited for Counseling Services? Yes - _
” Indicate setting for Counseling Services: | Individual Sessions
_ Indicate duration of sessions (in minutes): - B 20
_ Select type of Um:mlm_n for Alternative Therapies: Mandatory ]
”Mm this benefit unlirited for Alternative Theraples? o No, indicate number

Indicate number of visits offered ﬂoﬂ Alternative Therapies: - 12

Is your Alternative Therapies benefit combined with either the Chiropractor Services benefit or Yes

Acupuncture benefit, or both?
I[Is there a service-specific Maximum Plan Benefit Coverage amount for Other Defined Supplemental Ne

Benefits? - - ]
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost for Other Defined Supplemental NG

Benefits? )
|Is there an enrcllee Coinsurance? No

Is there an enrcllee Deductible? | No
ijma an enrgliee Copayment? No
m.slamnmnm Minimum Copayment amount for Heaith Education: 1 £0.00
# Indicate Maximum Copayrment atmount for Health Education: 1 $0.00
— — e
-

o

ot
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Service Category Description

Benefit Description

14c Eligible Supplemental Benefits as defined in Chapter 4

Question

Response

Altemative Therapies Notes:*

Services are subject to the combined maximum fimit with
Acupuncture benefits. Altemative therapies include:

¢ Chinese Medicine

+ Pranic Healing

s Music Therapy

e Hypnotherapy (for anxiety, phobias, substance abuse, mental
disorders, bad habits or undesirable behaviors such as sleeping and
leamning disorders and communication issues)

+ Naturopathic Medicine

« Traditional Chinese Medicine

+ Reflexology

Service Category Description

Benefit Description

14d Kidney Disease Education Services

Question

Questic u |=.z.mm_uo=mm _
Is there a service-specific Maximum ms:.u__mm Out-of-Pocket Cost? No
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? B No
Is there an enrollee novm<3mﬁw o - No
Is authorization required? No
Is a referral required for Kidney Disease Education Services? B No |

Service Category Description

Benefit Description

i4e o.ﬂ_..m_. Medicare-Covered Preventive Services

|Question =0 [ - NI EES BONSE L =1
_ Is there a service-specific Maximum Enrollee Out-of- _uonxmﬂ-nommm. o.mdymnmnm_.m-ngm_.ma I No

||Preventive Services? o | |
I1s there an enrollee Coinsurance? B - - _ No \\rr./‘ ! _
Is there an ml:ﬂo__MUmn_cn:_u_mw |[No \.ﬂ@v\ tﬁy

_.Hm there an enrollee Copayment? B | No ..0.@:53 Ntimero | |

(

»
ﬂ.uﬁ....l.".. o~
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15 Medicare Part B Rx Drugs and Home Infu
Service Category Description

._wmzmmn Description

sion Drugs

Question e ~ _._ﬂmmuo:mm |
Is there an enrollee Deductible? - | No

Is Authorization Required? Yes B .
Does the plan offer step therapy? |Yes

|Uomm the benefit step from (select all that apply):

Part B to Part B?; Part B to Part D?; Part D to Part B?

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

Yes

16a Preventive Dental Services {Oral Exams, Prephylaxis (cleaning),
Service Category Description

Benefit Description

Fluoride Treatment, Dental X~-Rays)

Question

memvo:mm

Does the plan prov e Preventive Dental Items as a supplemental benefit under Part C?

Yes

Select enhanced benefits:

Oral Exams; Prophylaxis (Cleaning); Fluoride Treatment; Dental X-
Rays

Select type of benefit for Oral Exarrs:

Mandatory

Is this benefit unlimited for Oral Exams?

No, indicate number

Indicate nurmber cmle._m_nm for Oral Exams:

H — —_—

Select the Oral Exams pericdicity:

Every six menths

Select type of benefit for Prophylaxis {Cleaning):

Mandatory

Is this benefit unlimited for Prophylaxis (Cleaning)?

No, indicate number

Indicate number of visits for Prophylaxis (Cleaning):

1

Select the Prophylaxis ﬁln_ml,.uda:mu periodicity:

Every six menths

Select type of benefit for Fluoride Treatment:

Mandatory

Is this benefit unlimited for Fluoride Treatment?

No, indicate number

Indicate number of visits for Fluoride Treatment:

1

Select the Fluoride Treatment periodicity:

Every six months

Select type of benefit for Dental X-Rays:

Mandatory

Is this benefit unlimited for Dental X-Rays?

No, indicate number

_H:a_nmnm number of visits for Dental X-Rays:

1

t 3

9? ==
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Service Category Description

16b Comprehensive Dental Services (Non-Routine, Diagnestic, Restorative, Endodontics, Periodontics, Extractions, Prosthodontics, Other Oral/Maxillofacial
Surgery, Other Services)

O:mmn_o:

_umm_uo_..mm

Select enhanced benefits:

zo: routine mm_.<_nmm D_m@:oﬂ_n Services; Restorative Services;
Endodentics; _um:oagn_nm, Extractions; P,cmﬂ:oao::nm\ Other
QOral/Maxillofacial Surgery, Other Services

Select type of _umsmmﬁ for Non-routine Services: Mandatory -

Is this benefit unlimited for Non-routine Services? - B o Yes

.mm_mnn type of benefit for Diagnostic Services: - Mandatory

Is this benefit unlimited for Dlagnostic Services? Yes

Select type of benefit for Restorative Services: Mandatory

Is this benefit unlimited for Restorative Services? |[Yes

Select type of benefit for Endodontics: . . . Mandatory

Is this benefit unlimited for Endodontics? ||Yes

Select type of benefit _"o_,Wm_,_ouoﬂznmnl - Mandatory -
_W this benefit unlimited for Pericdontics? Yes -

_ Select type of benefit for Extractions: | Mandatory

Is this benefit unlimited for Extractions? - e Yes N
| Select type of benefit for _uﬂoﬂ:ono:zn.m, Other Oral/Maxillofacial Surgery, Other Services: \|Mandatory

[|Is this benefit unfimited for Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services? _<mm

|1s there a service-specific Maximum Plan Benefit Coverage amount? Yes

Select the Maximum Plan Benefit Coverage type:

_u_w: specified amount per period

Indicate Maximum Plan Benefit no<mqmomm:.oc|:r n Hooo 00
_.mm_mnﬁ the Maximum Plan Benefit Coverage periodicity: B _ m<m2 year
|Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? [No
|1s there an enrollee Coinsurance? No -
|Is there an enrollee Deductible? o . . No B
_ Is there an enrollee Copayment? B No T -
. Indicate Minimum Copayment amount for Medicare-covered Benefits: 1 $0.00
_ Hsn__nmnm._,\_mxﬂch Copayment amount for Medicare-covered Benefits: 1 $0.00 = =
Hsa_nmﬁm Minimum Copayment amount for Non-routine Services: 1 T o $0.00

@3 :
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16b Comprehensive Dental Services (Non-Routine, Diagnostic,

Surgery,; Other Services)
Service Category Description

Benefit Description

Restorative, Endodontics, Periodontics, Extractions, Prosthodontics, Other Oral/Maxillofacial

Question
_ Notes:

I Response

Restorative: Amalgams and Composites Resin restorations-every 24
| rmonths, Core bulld up and Pin retention-1 per tooth every 5 years,
Protective restorations-1 treatment per tooth per life, Prefabricated
stainless steel crown for primary teeth (baby teeth)-1 per tooth per
life / Periodontics: Root Planning and curettage-1 per quadrant
every two years, Full mouth debriment-1 every tweive month,
Periodental maintenance- 1 every six-month concluded periodontal
therapy since the fast prophylaxis / Endodontics-1 per tooth per jife |
as follow: Direct or indirect pulp capping, Therapeutic pulpotomy,
Pulpal debridement for primary or permanent. Root canal therapy for
anterior teeth and bicuspids, Retreatments for anterior teeth and
bicuspids 1 per tooth per life / Prosthodontic-The placement of
Removable Prosthesis will be covered 1 per arch every 5 years:
Adjustments-after the initial insertion all adjustments are included in
the prosthesis fee up to 6 month, Repairs-3 repair codes in a period
of 5 years per prosthesis, Rebase-1 per arch every 5 years,
Relines-1 per arch every 5 vear, Flexible base dentures every 5
years / Implant/abutment supported removable denture for
edentulous arch-maxillary. / Implant/abutment supported removable
denture for edentulous arch-mandibular. / Partials and dentures on
implants are mutually exclusive and cannot be replaced untif after 5
years. / Oral Surgery: Extraction of erupted tooth, exposed root or
impacted-1 per tooth per life, Incision and drainage of abscess soft
tissue- 1 per quadrant every year, Biopsy-1 per lesion, Unspecified
oral surgery procedure, by report,

17a Eye Exams
Service Category Description

Benefit Description

Question

Response

._uomm the plan provide Eye Exams as a supplemental benefit under Part C?

Select enhanced benefit:

Routine Eye Exams; Other

Select type of benefit for Routine Eye Exams:

) Mandatory

Is this benefit unlimited for Routing Eye Exams?

No, indicate number

Indicate number of exams for Routine Eye Exams:

1

Select the Routine Eye Exams periodicity:

qﬁ ﬁun\\\.a“.u

Every year
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17b Eyewear
Service Category Description

Benefit Description

| Question - I~

Response

|Select enhanced benefits:

Contact lenses; Eyeglasses (lenses and frames); Eyeglass lenses;
Eyeglass ?m:,_mmlv cUm_.mamm

“ Select type of benefit for Contact lenses: Mandatory
|15 this benefit unlimited for Contact lenses? Yes
_ Select type of benefit for Eyeglasses bm:mmm and frames): | .Zm:amﬁoé o
|l 1s this benefit unlimited for m<mm_l_mmmMm (lenses and frames)? Yes B |
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
Select type of benefit for Upgrades: Mandatory — =
Is there a service-specific Maximum Plan Benefit Coverage amount? Yes

Select the Maximum Plan Benefit Coverage type:

Plan-specified amount per period

Do you offer a Combined Max Plan Benefit Coverage Amount for all Eyewear? Yes
Indicate Combined Maximum Plan Benefit Coverage amount: 200.00 —
Select the Combined Maximum Plan Benefit Coverage nm:.oMH#ﬁ Every year
_le there a service-specific Maximum Enrollee Out-of-Pocket Cost? No
Is there an enrollee Coinsurance? - - No \\.45 \O.
Is there an enrollee Deductible? No \‘% O
Is there an enrollee Copayment? No Om:hm.ma Numero _.:,J
Is authorization required? o No 1-vy
Is a referral _‘mn_._m,:w|nﬁo_. Eyewear? - No
= = 18a Hearing Exams
Service Category Description

s _ | N Benefit Ummn_.mu, moza , —_ - =0 1. | o = =]
Question ) = — i == » Response - ]
Does the plan provide Hearing Exams as a mcuu_mz,.m:_“ml_ benefit under Part C? .

Yes

_ %ﬁ.ﬂﬂ-wm\ﬂ

Select enhanced benefits:

Routine Hearing Examns; Fitting/Evaluation for Hearing Aid

33/39
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18b Hearing Aids
_ Service Category Description

Benefit Description

Question Response — -

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

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

_Hm there a service-specific Maximum Plan Benefit Coverage amount? - [ves -

Does the Maximum Plan Benefit Coverage >_.:o_.=Hn ml_u_u_< per ear or for Eun: ears noﬁz:mnv

Both ears combined

Select the Maximum Plan Benefit Coverage type:

_..,_ms-mw.mnq._ma amount per Um:.o.a

Indicate Maximum Plan Benefit Coverage amount: 1000.00

Indicate Maximum Plan Benefit Coverage periodicity: T Every year

W.Bmﬂm a service-specific Maximum Enrollee Cut-of-Pocket Cost? No

Is there an enrollee Coinsurance? No a =
Is there an msa_rmnﬁum(:m:ﬁw | No

|Is there an enrollee Deductible? T No

Is authorization required? B a No

.Mm a referral required for Hearing Aids? No

Service Category Description

menmaﬁ Ummn_.m._uzo:

19a Reduced Cost Sharing for VBID/UF /SSBCI

.m:oc_a mm entered in Section Rx)

Do you offer Special Supplemental Benefits for the Chronically III? No I
“>_.m you offering a VBID Hospice Beneflt? Yes
Are you offering Part C benefits under the VBID Model? {VBID Part D Rewards and Incentives programs |[No

WHP Program Type (choose one ¢r more):

Annual Wellness Visit; Medicare Heaith Risk Assessment; Care
Management Program; In-home Assessments

WHP Mode of Engagement {choose one or more):

Telephonic; In-Person; Web-Based

activities?

= J
Does your organization offer Part C Rewards or Incentives for beneficiaries for the offer of WHP [Ino
Services?
Does your organization offer provider incentives for offering or engaging beneficiaries in WHP | No
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Disease States: Chronic Obstructive Pulmonary [ U_mmmmm  (COPD); Congestive Heart Failure (CHF); Other 1; Other 2; Other 3; Other 4; Other 5

19b Additional Benefits for VBID/UF /SSBCI - UF Package 1 __

_uw_u mmnn_o_..| nunmno_.< I} D:mmn_o: | _nmm_uo:mm __
[ Select all Sm Nen-Medicare- no<m_.ma m%_:o:w_ benefits offered in | 14c: Other Defined Supplemental Benefits
this package:
Are any benefits exempt from the plan-level deductible? No
Are you offering retroactive reimbursement? No
| Is there a maximum benefit amount? B No
Notes: Benefit eligibility will be based on medical recommendation, and the
following conditicns:
- Post Inpatient stay for Heart Failure (CHF), any class with
transition of care to patient’s home _
- Post Inpatient stay for Chronic Obstructive Pulmonary Disease
(COPD), with transition of care to patient’s home _
- Post Inpatient stay for Acute Stroke with transition of care to
patient’s home
| - Oncology Members with active chemo by infusion inpatient stay |
(IP) or infusion
- Patients discharged from open heart surgery or hip surgery or |
Il knee surgery with transition of care to Umzmlzﬁ.m horre
|19b - 14c Additional Does the plan provide Other Defined Supplemental Benefits as a Yes
Benefits for benefit under Part C?
VBID/UF/SSBCI
- Eligible
Supplemental
Benefits as
defined in
Chapter 4
K = —
. Select enhanced benefit (Select all that apply): 14¢21: In-Home Support Services
m B | Select type of benefit for In-Home Support Services: |Mandatory
[ Is there a service-specific Maximum Plan Benefit Coverage amount ||No
& | for Other Defined Supplemental Benefits?
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost for|No
||Other Defined Supplemental Benefits? =
Is there an enrollee Coinsurance? No
| B ! [ 1s there an enrollee Deductible? _|No
. . Is there an enrollee Copayment? No ..........ll...J..r
s — ] TRA 1
{ _ Is authorization required? : | No « J.._../m.v O\JHV —
| Is a referral required for Other Defined Supplemental Benefits? No
Oo_..ﬂ_.mﬂo z:
A.., oo
& N4
N, «\\m 4,
“.T0sg
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19c VBID Hospice

Service Category Description

Benefit Description

Question

Response

Hospice notes

In-Herme Support Beneflt -The benefit consists of gualified staff in-
home support for activities of daily living such as:

Help for bathing and dressing, transferring or assistance for mobility
at home, light housekeeping (cleaning, [aundry,

cleaning dishes}, meal preparation and help with medication
reminders. One 4-hour visit per week as long as the

member participates in the hospice program with a contracted in-
network provider,

1 This rowis populated in the PBP Benefit report with a $0 copay because the plan has indicated no copayment and no coinsurance in their PBP Data entry.
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Bid Reports 2021
Part b Benefits Report

TRIPLE § ADVANTAGE, iNC.

H5774 - 032

VBID: ERROR

WA Uriformity Flexibility: Yes

Special Supplemental Benefits for tha
Chronically

Part D Senicr Savings Model: No

Region:

Lead Marketing Region:
Org. Marketing Name:
Plan Name:

Plan Geographic Name:
Status:

Plan Type:

Enrollee Type:

Part C Plan Premium:

Part D Plan Premium:
Continuation Area Available:
or/Travel Benefit Available:
Formulary:

Part D Benefit;

wmnmm_ Needs Plan:

Special Neads Plan Type:
Dual-Eligible SNP:

New York

New York

Triple § Advantage

Platino Enlace (HMO D-5NP)

Puerto Rico

Version 7 - Renewal-Plan Suecessfully
Uploaded (06/01/20}

HMO

Part A and Part B

$0.00

N/A

No

Us - No

Yes, 00021585

Yes, Actuarially Equivalent Standard
Yes

Dual-Eligible

Medicare non-zero dollar cost sharing plan

Under this D-SNP, has the state agreed to No
cover all Medicare premiums and cost

sharing for enrollees in your D-SMP?

Standard Bid For Section B:
Standard Bid For Section C:
Standard Bid For Section D:

No
No
No

Plan Level Data

Question

Response

MA Rebates Used to Reduce Part B
Premium:

Yes

Part B Premium Reduction Amount:

$10.00

Tiered Cost sharing for Part B Services

Question

|response
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Preferred Retail Cost-Sharing, 1 Month $24.00 515.00 542.00 $95.00 §2.00
Copay
Preferred Retail Cost-Sharing, 1 Manth 25%,
Coinsur
Standard RetailfPreferred Retail Cost- 80 90 50 50 80 90
Sharing, 3 Months =
Preferred Retat! Cost-Sharing, 3 Month $28.00 $30.00 $84.00 $150.00 $4.00
Copay
—v:&mzmg Retail Cost-Shartng, 3 Menth 25%,
Coinsur _
Daily Standard Retail Copayment 50.63 50.67 31.57 $3.33 | 50.20
Standard Retail Cost-Sharing, 1 Month 512.00 $20.00 $47.00 $100.00 $6.00
Copay
Standard Retgil Cost-Sharing, 1 Month 25%
Coinsur

Standard Ret:
Copay_

standard Retail Cost-Sharing, 3 Month 25%
Coinsur
Out-of-Network Pharmacy, 1 Month = 30 30 30 30 30 3¢
Out-of-Network Pharmacy, 1 Month Copay $19.00 $20.00 $47.00 $140,00 $6.00

Cost-Sharing, 3 Month $38.00 540,00 594.00 $200.00 $12.00

Out-of-Network Pharmacy, 1 Month Coinsur 25%

Standard Mail Order Cost-Sharing, 3 Manths 0 90 90 90 30 80

Standard Mail Order Cost-Sharing, 3 Month $28.00 $30.00 $24.00 5180.00 54,00
Copay
Standard Mail Order Cost-Sharing, 3 Month 25%
Coinsur
Daily Long Term Care Pharmacy Copayment 50.45 SD48 $1.35 $3.06 50.06

Long Term Care Pharmacy, 1 Month = 31 31 31 31 31 31
Long Term Care Pharmacy, 1 Month Copay $14.00 $15.00 $42.00 $95.00 52.00

Long Term Care Pharmacy, 1 Month Coinsur 25%

Above Threshold
Tierl Tier2 Tier3 Tier 4 Tier 5 Tier 6

Tier Labei Preferred Generic Generic Preferred Brand Non-Preferred Brand Select Care Drugs
Tier Drug Type Generic Generic Brand Brand Generic; Brand Generic; Brand

ier Inclucles Part D Drugs Only Part D Drugs Only _[Part D Drugs Only Part [ Drugs Only Part O Drugs Only _[Part D Drugs Only

VBID - Part [+ Rewards and Incentives

Question - Response
Do you offer Part D Rewards and Incentives |No
programs through the model?

i VBID - Part D Benefit Data _




uonesely UBISa( a3ueINsy| paseg anjep

4UIBIUGOD JIDUaY
AalgA G 31ed InoA saop saBexped Aupw moH

ON

¢1500 U] SUOIINpal
1 Med 3pNJ3Ul J2U34 (A INOA 5300

asuodsay

uonsany




DEPARTMENT OF HEALTH & HUMAN SERVICES
Centess for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop WB-06-05
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICALD SERVICES

CENTER FOR MEDICARE AND MEDICAID INNOVATION

RAC/ h
(9]
o

?,.’JCmtrato NGmero

DATE: May 20, 2020

TO: Vanessa Acevedo Caban
Triple-S Management Corporation
1484 Av. Franklin Delano Roosevelt
San Juan, Puerto Rico 00920

FROM: Laura McWright, Deputy Director, Seamless Care Models Group, Cente
Medicare and Medicaid Innovation

Subject: Medicare Advantage Value-Based Insurance Design Model Application —
Calendar Year 2021

Thank you for your application to the Centers for Medicare & Medicaid Services (CMS)
Medicare Advantage Value-Based Insurance Design (VBID) Model, on behalf of Triple-
S Management Corporation.

We have determined, on a provisional basis that the plan benefit packages (PBPs) and
specific VBID model components referenced in your updated application meet the
Model’s requirements and thus make your organization eligible to participate in the

VBID Model. Accordingly, your organization is authorized to submit a calendar year
(CY) 2021 Medicare Advantage (MA) or MA prescription drug (MA-PD) bid submission
that contains VBID benefits offered under authority of the VBID Model for the
contract(s) and PBP(s) listed on page 3.

This authorization should not be construed as final approval by CMS of the VBID Model
benefits described in your application or final confirmation that your organization is
eligible to participate in the VBID Model for CY 2021. Your acceptance into the VBID
Model for CY 2021 will become final upon full execution of the CY 2021 MA contract
which includes an addendum for participation in the Model. Until such time, CMS
reserves the right to revoke this preliminary determination.

This authorization extends only to the specific VBID Model benefits, and for the specific
PBPs proposed in your application. Those PBPs are listed at the end of this memo. If
CMS has granted your organization an exception from one or more Model eligibility
requirements, the contingencies and caveats of that exception continue to apply. This

™ authorization should not be construed as approval or disapproval of any other element of
“ﬂ your MA or MA-PD product offering, including marketing and communications plans for
VBID Model benefits, which may have been described in the application.

% Please follow instructions to be issued by CMS and the Office of the Actuary for the
0 proper inclusion of VBID Model benefits in your CY 2021 bid submission and
\\;&'-ubmission of supplemental formulary files, if any. All bids submitted must 1) comply

ol

S






with CMS requirements for benefits offered in the VBID model; 2) be consistent with the
benefit proposals and the actuarial or financial information contained in your application,
as modified or clarified in subsequent written communication with CMS prior to this
notice, unless otherwise approved by CMS in writing; and 3) not be structured to
discriminate against any Medicare beneficiary.

Should you wish to withdraw your application for one or more PBPs, please notify the
VBID Model team in writing at VBID wcms.hhs.zov.

You may also request to make changes to the approved interventions or financial
projections contained in your application by contacting CMS at the same address. Prior to
bid submission, CMS will allow incremental changes to proposed interventions, but only
where good cause is shown. After bid submission, CMS will only allow changes of a type
typically allowed for MA and Part D benefits after bid submission, such as those required
in response to CMS bid desk review findings, or made during rebate reallocation.
Allowance of changes to approved VBID Model components is a matter of CMS
discretion, and CMS may require resubmission of actuarial documentation to account for
proposed changes.

A condition of this authorization is that you obtain prior approval from CMS for the
publication or release of any press release, external report or statistical/analytical material
or other similar material that references your participation in the VBID Model. External
reports and statistical/analytical material may include papers, articles, professional
publications, speeches, and testimony. The CMS will make reasonable efforts to
complete its review expeditiously. Any material submitted to CMS for prior approval that
is not disapproved in writing by the CMS within 30 calendar days after receipt by CMS
will be deemed approved. You must also include the following statement on the first page
of all external reports and statistical/analytical material that are subject to this paragraph:
“The statements contained in this document are solely those of the authors and do not
necessarily reflect the views or policies of the CMS. The authors assume responsibility
for the accuracy and completeness of the information contained in this document.” This
condition will remain until the signing of the CY 2021 MA contract, whose terms will
govern this subject.

We appreciate your interest in the VBID Model and look forward to your participation.
Please continue to adhere to the terms of the VBID Model’s Request for Applications,
and monitor communications from the CMS for additional guidance to VBID Model
participants.

Sincerely,

Laura McWright
Deputy Director, Seamless Care Models Group, Center for Medicare and Medicaid

Innovation







The below contract(s) and PBP(s) for Triple-S Management Corporation are
provisionally approved for participation in the VBID Model for Contract Year 2021:

H4005-001-000
H4005-004-000
H5774-003-000
H5774-005-000
H5774-023-000
HS5774-027-000
H5774-031-000
H5774-033-000
H5774-022-0060
H5774-024-000
H5774-025-000
H5774-026-000
H5774-028-000
H3774-032-000
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._..m:_,.mn Cost sharing for _um..n B Services

Question M__xmmuozmm I

Do any of your outpatient services have tiered cost sharing? (Please note: Inpatient Hospital services |No
that have Emﬂmln_ cost sharing are entered in Section B of the PBP software) |

1a Inpatient Hospital-Acute _
Service Category Description

Benefit Ummnz_un.o:

O:mmzo: - ) S -y Response - s |
Does the plan provide Inpatient Hospital-Acute Services as a supplemental cm:mdﬂ_n under Part C? . <mm-|- B S a
Select enhanced Um:mmmm" Additional Days
.mm_mn,n type of benefit for Additional Days: | Mandatory B
Is this benefit unlimited for Additional Days? Yes T
H|m§mﬂm a service-specific Maximum Enrollee Out-of-Pocket nﬁu.mnml N No - 1
_uommuﬁ:_m plan's Medicare-covered benefit cost m_._mI:.:m vary by hospital(s) in which an enrollee cbtains | No
care?
Is there an enrollee Coinsurance? = No
Does this plan's Additional Days cost sharing vary by hospital(s) in which an enroliee obtains care? No _
Is there an enrollee Deductible? No
Is there an enroliee nom.mé.mzﬁ N No - |
.E_._mﬂ is your Inpatient Hospital-Acute Wm:mzﬁ pericd? Per Admission or Per Stay . T
Do you charge cost sharing on the day of discharge? a No
Is authorization required? ~ ||No
Tm a referral required for Inpatient Hospital-Acute Services? No
1b Inpatient Hospital Psychiatric =
Service Category DPescription
- B Benefit Description -
|Question N 5 i k _|Response I i
_Domm w:mIU_m: provide Inpatient Hospital Psychiatric Services as a supplemental Umlsmzumlc:n_m_. Part C _ No
?WM-:Q& a service-specific Maximum Enrollee Qut-of-Pocket Cost? " No \Nﬁﬂﬂﬂy.
nDM_.mMunj._m plan's Medicare-covered benefit cost sharing vary by hospital{s) in which an enrollee obtains ||No \O W OA\
Hm there an enrollee Colnsurance? o No B I [, Chirete ey,

% ——
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3 Cardiac and Pulmonary Rehabilitation Services

a . Service Category Description _
Benefit Description y

| Question Response .
|Ts there a service-specific Maximurm Enrcllee Out-of-Pocket Cost? No [
Is there an enrollee Coinsurance? No [
Is there an enrollee Deductible? No

Is there an enrollee Copayment? No

Indicate Minimum Copayment amount per service for Medicare-covered Cardiac Rehabilitation Services: ||$0.00

1

Indicate Maxirmum Copayment amount per service for Medicare-covered Cardiac Rehabilitation $0.00

Services: 1

Indicate Minimum Copayment amount per service for Medicare-covered Intensive Cardiac Rehabilitation || $0.00

Setvices: 1

Indicate Maximum Copayment amount per service for Medicare-covered Intensive Cardiac $0.00

Rehabilitation Services: 1 |

— — ——— ! — - J

Indicate Minimum Copayment amount per service for Medicare-covered Pulmonary Rehabilitation _ $0.00

Services: 1

Indicate Maximum Copayment amount per service for Medicare-covered Pulmonary Rehabilitation || $0.00

Services: 1

Indicate Minimum Copayment amount per service for Medicare-covered Supervised Exercise Therapy | $0.00 B

(SET) for Symptomatic Peripheral Artery Disease {PAD) Services: 1

Indicate Maximum Copayment amount per service for Medicare-covered Supervised Exercise Therapy | $0.00
| (SET) for Symptomatic Peripheral Artery Disease {PAD) Services: 1

Is authorization required? |Yes .ﬁ
__ Is a referral required for Cardiac and Pulmonary Rehabilitation Services? No _

Service Category Description

Benefit Description

4a Emergency /Post~Stabilization Services

Question_ | | . |response =N = W, ]
|Is there a service-specific 3%5:3 Enrollee Qut-of-Pocket Cost? B No u\\.ll”..ﬂ..ﬂfr - .I_
Is there an enrollee Coinsurance? — No _
Is there an enrollee Copayment? B B B No .

T e
Lc.ll.lI.le.
i ——
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wm:mm.n Description

Service Category Description

9 4c Worldwide Emergency / Urgent Coverage

O:mmﬁ_oa 0 | Response
Indicate Maximum no_um<3m:n m_.:o:_# for Eolns_._am Emergency Coverage: 1 |$0.00
Indicate Minimum Oonm<:,m:ﬁ amount for Worldwide Urgent Coverage: 1 $0.00
Indicate Maximum Copayment amount for Worldwide Urgent Coverage: 1 $0.00
Is there an enrollee Deductible? ) No
Notes: Wordwide services are covered through reimbursement in
[ accordance with Triple-S Advantage rates.
| 5 Partial Hospitalization
Service Category Description
Benefit Ummn:_uﬁ_o: i
|Question Response ._
| Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No
|1s there an enroilee Colnsurance? No
Is there an enrollee Deductible? No
Is there an enrollee Copayment? No
Is authorization reguired? Yes
Is a referral required for Partial Hospitalization? No
6 Home Health Services M
!
Service Category Description “
e Benefit Ummn_._vn_cn A,
Question 1 Response N ”
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No
Is there an enrollee Coinsurance? [ Mo
Is there an enrollee Deductible? No
_ Is there an enrollee Copayment? No
|Is authorization required? |ves d@\\ /
|1s a referral required for Home Health Services? No

i
e ——
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-_._r.

7c Occupational Therapy Services
Service Category Description

Benefit Description

Question , - T memvoammﬁ —_ - 1
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No

.Hm[,n:mﬂm an enrollee Colnsurance? |No

Is there an enrollee Deductible? : No -

Is there an enrollee Copayment? No

Is authorization required? Yes B

W ml_.mﬁm_,_\m_ required for Onncvmzo_._lm_ Therapy Services? No

7d Physician Specialist Services excluding Psychiatric Services

Service Category Description

wm...mnﬁ Description

.D:mmzo: o i | --gxmmvo:mm o
Is there a service-specific Maximum Enrollee Out-of-Pocket Oolm.ﬁ o I No

Is there an enrollee Coinsurance? |[No

Is there an enrollee Deductible? - No

Is there an enrollee Copayment? | No

Is authorization required? B a _.<.mm|

Is a referral required for Physician Specialist Services? Yes

7e Mental Health Specialty Services
Service Category Description

Benefit BPescription

|Ohm.mﬂml

i 2 [Response 1
Is there a service-specific 3mx.3t3 Enrollee Qut-of- Pocket Cost? o _20|
Is there an enrollee Coinsurance? No
Is there an enroliee Deductible? - No
Is there an enrollee Copayment? No
.y_wnmnm Minimum Copayment amount for Medicare-covered Individual Sessions: 1 ] $0.00 -
Indicate Maximum nonmﬂam:ﬁ amount for Medicare-covered Individual Sessions: 1 ﬁo.oo|

8/40
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Service Category Description

Benefit Description

7g Other Health Care Professional Services

Question . .. |Response :
Is there a mm2_8|.m0mﬁmn ZmVM:.E_d Enrcllee Qut-of-Pocket Cost? No _
..Hw.njmﬂm an enrollee Ceinsurance? No o S a a ]
Is there an enrollee Deductible? No
Is there an enrolize Copayment? No
Is m:ﬁ:o:Nmﬁ._oslﬂmn_:__.m% No
Is a referral required for Other Health Care Professional Services? ) .<mw )
i 7h Psychiatric Services
Service Category Description
_ _.u..n.:.m.mﬁ Description el =
fosm = S [ocnec i e — i
H.m there a service-specific _,\_mmm,jl:m,_ Enrollee Out-of-Packet Cost? _ No
Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? B No S
Is there an enrollee Copayment? No
Indicate Minimum Copayment amount for Medicare-covered Individual Sessions: 1 — $0.00
Indicate Maximum Copayment amount for Zma_nmﬂm-no<m_.mn Individual Sessions: 1 $0.00
Indicate Minimum Copayment amount for Zmn_nm_,m-no<MBa Group Sessions: 1 $0.00
Indicate Maximum Copayment amount for Medicare-covered Group mmmmmogm - ] @Woo - S |
|Is authorization required? No - |
_H.n.|m referral required for Psychiatric Services? No _

Service Category Description

Benefit Description

_ 7i Physical Therapy and Speech-language Pathelogy Services

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

10/40
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7k Opioid Treatment Program Services

Service Category Description

Benefit Pescriptio

|Question - [Response

Tm there an enrollee Copayment? . :.,_P -
_Hm authotzation required? _ No

_Hm a referral required for Opioid Treatment Program Services? - ”.zo|

Service Category Description

Benefit Description

8a Outpatient Diagnostic Procedures, Tests and Lab Services

|Question . _ TResponse -
_ Is there a setvice-specific Maximum Enrollee Out-of-Pocket Cost? No
m Is there an enrollee no_:m:_.msnm,.n| B | . o No =
|1s there an mmﬂo__mm Deductible? No )
Is there an enrcllee Copayment? B - B _zo

Indicate Minimum Copayment amount for Medicare-covered Diagnostic Procedures/Tests: 1 Hmo.oo

Indicate Maximum Copayment amount for Medicare-covered Diagnostic Procedures/Tests: 1 $0.00

Indicate Minimum Copayment amount for Medicare-covered Eab Services: t $0.00

Indicate meﬂzcﬂ: Copayment amount for Medicare-covered Lab Services: 1 $0.00

Hmlmc_“:o_._Nsz: _.m_n_r_aV B T .<mm

Is a referral required for Outpatient Diagnostic Procedures/Test/Lab Services? No

Service Category Description

Benefit Bescription

8b Outpatient Diagnostic and Therapeutic Radiological Services

Question _ Response
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
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Benefit Description

Service Category Description

9b Ambulatory Surgical Center (ASC) Services

Question i _ = _[[Response = ¥, I
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? |[No

Is there an enrollee Coinsurance? - No

Is there an enrollee Deductible? B T :zo

Is there an enrollee Copayment? _ No -

Is authorization _.mlnc_._.mn_..V B 1Yes

Is a referral required for Ambulatory Surgical Center Services? . No

Benefit Description

Service Category Description

9c Outpatient Substance Abuse Services

— T = e ——
|Question ) gzmmuo=mm W L |
W there a service-specific Maximum Enrollee Out-of-Pocket Cost? No
Is there an enrollee Coinsurance? :za
Is there an enrollee Deductible? No
Is there an enrollee novwémsnm No B
Indicate Minimum Copayment amount for _,Mma_nmﬂm|no<m_.mn_ Individual Sessions: 1 $0.00
Indicate Maximum Copayment amount for Zma_nm_.m-m:\mﬂmn_ Individual Sessions: 1 $0.00 o
Indicate Minimum Copayment amount for Medicare-covered Group Sessions; 1 $0.00 T _
Indicate Maximum Copayment amount for Medicare-covered Group Sessions: 1 $0.00 “_
|1s authorization required? No |
|Is a referral required for Outpatient Substance Abuse? |No _
wn. m:ﬁ|um:m_._.n Blood mm:_w<|mnmm
Service Category Description
Benefit Description
| Question | - _ iRespomse _ZaSTRAGN,
Does the plan provide Outpatient Blood Services as a supplemental _uﬁm_ﬁ under Part C? Yes

Select enhanced benefit:

| o
|
|
|
|

Three (3) Pint Deductible Waived
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10b Transportation Services
Service Category Description

Benefit Description [

nwmmmmm-: Response R
Select type of benefit for Any Health-related Location: Mandatory

Is this benefit unlimited for number of trips for Any Health-related Location? No B - B |
m_._nznmnm number of trips for Any Health-related Location: 48

.mlm_mnﬂ Any Heaith-related Location Trips vmlo&n_ﬁf.}. Every year

Select Type of Transportation for Any Imm_n:.ﬁmnmm _.ommzosu - One-way -

Select Mode of Transportation for Any Health-related Location:

Taxi; Van; Cther, Describe

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

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

Is there an enrollee Coinsurance? N B No

Is there an enrollee Deductible? |No B ) B
Is there an enrollee Copayment? No

Is authorization required? Yes - B

Is a referral required for Transportation Services? I

Notes; Other method of transportation is available in an automobile through
|a contracted provider. ——
11a Durable Medical Equipment {DME)
Service Category Description
. - Benefit Description el ety

Question Response

_.Hm|ﬁ:m_.m a service-specific Maximum Enrollee Out-of-Pocket Cost? o No

Is there an enrollee Coinsurance? Yes

mﬂa_nmnm Minimum Coinsurance percentage for Medicare-covered Benefits: 0%
| Indicate Maximum Coinsurance percentage for Medicare-covered Benefits: 5%
_ Is there an enrollee Deductible? No
||1s there an enrcllee Copayment? No
” Are there preferred vendors/manufacturers for Durable Medical Equipment (DME)? H__<mm |
| - St & 3 _
Is authorization required? _<mm
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11c Diabetic Supplies and Services and Diabetic Therapeutic Shoes or Inserts

Service Category Description

Benefit Description

.D:mmMo: — e — w»%oﬁ“la!.- =

Is there a service-specific _<_mx§|c_.: m:ﬂo__mm Out-of-Pocket Cost? No

Is there an enrollee Coinsurance? No
Is there an enrollee Deductible? o . No .".
Is there an enrollee Copayment? . No = _
Indicate Minimum Copayment amount per item for _,.._mn__nw_.m-nc,..mwmn Diabetes Supplies: 1 Iwo.oo T _
Indicate Maximum Copayment armount per item for Medicare-covered Diabetes Supplies: 1 ] $0.00 N |
Indicate Minimum no_um<3m_..lﬁ amount per item for Medicare-covered Diabetic Therapeutic Shoes or $0.00

Inserts: 1
..Hga_nmﬂm Maximum Copayment M_”:o:_._w per item for Medicare-covered Diabetic Therapeutic msomm. o_,laﬂmﬂm

Inserts: 1

Do you [irmit Q.m_umﬂn Supplies and Services to those from specified manufacturers? Yes
|Is authorization required? B . No

5 12 Em_ﬁ.ﬂmm Services
Service Category Description

== s == Benefit Description

R T e o [emme e
“Hm there a mmjﬂml.mnmnmﬂ“ Maximum Enrollee Out-of-Pocket Cost? Ivo

m.Hm there an enrollee Ceinsurance? No

_Hm there an enrollee Deductible? No |
|Is there an enroliee Copayment? No “
._Hm authorization required? N N INo a |
__Hmlm referral required for Dialysis Services? - No |

- 13a Acupuncture
Service Category Description
T Benefit Ummnnmunmo: - . -
.O.._mwma: e T __ Response

0
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13b OTC Iiems
Service Category Description

Benefit Description

S

Question Response
Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? No __
Are you offering Nicotine Replacerment Therapy (NRT) as a Part C OTC benefit?

Yes I

Nicotine Replacement Therapy (NRT) Attestation:

Is there an enrollee Coinsurance?

_——

The Nicotine Replacement Therapy (NRT) being offered does not
duplicate any Part D OTC or formulary mﬁcmm.

‘No

Is there an enrcllee Deductible?

|No |

Is there an enrcllee nonm<3msﬁl

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

{No

1 —— +

No _

Notes:

Analgesics Anti-Inflammatory {NSAIDs} and Non-Narcotic,
Antihistamine Hypnotics, Anorectal Agents, Antidiarrheal,
Antiemetic, Artificial Tears and Lubricants, Calcium, Cobalamins,
Cough/Cold/Allergy, Dermatoelogical agents, Folic Acid, Iron,
Laxatives, Minerals & Electrolytes, Multivitaming, Nasal Agents,
Nutritional Supplements such as Fish Oil and Omega 3, Smoking
Deterrents, Otic Agents, Urinary Analgesics, Vaginal Products,
Vitamins, Adult Diapars/Pads and Blood Pressure Monitor.

The Blood Pressure Monitor is covered up to one (1) every 5 years.

N

13c Meal Benefit
Service Category Description

Benefit Description

Drmwnmoz Response . =
Does the plan provide a limited duration Meal Benefit as a supplemental benefit under Part C? Note: No [
Cnly primarily health-related meals offered in accordance with Chapter 4 of the MMCM should be
entered in this section.
13d Other 1
Service Category Description
Benefit Description
Question _ Response
e
i
e —a
=
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13f Other 3
Service Category Description

Benefit Ummn1m1nmo:

Question

Response |

e —

|Is a referral required for Other Services?

. 4

Notes: Benefit consists of a $10 allowance to pay for delivery charges. _
Benefit is limited to one time per month for affected enroflees during |
a public health emergency for COVID- 19 with a stay at home order. _
13g Dual Eligible SNPs with Highly Integrated Services :
Service Category Description
. = - Benefit Description |
Question N lm Response
14a Medicare-covered Zero Cost-Sharing Preventive Services
Service Category Description
| B Benefit Description Ln: ]
.Os:mmﬂm.: - __ Response )

Medicare-covered Zero Dollar Preventive Services Attestation

I attest that there is no coinsurance, copayment, or deductible for
all Original Medicare preventive services that are offered at zero
dollar cost sharing.

Is authorization reguired?

_ No

Is a referral required? No
i4b Annual Physical Exam |
Service Category Description _
Iy ____ Benefit Description BRI sy~ I ,_
b...lmlm".mo_._l | Response _
moomm the plan provide the Annual Physical Exam as a supplemental benefit under Part C? No __
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14c Eligible Supplemental Benefits as nmmlamln_ in nl_..[m_uﬂm.wl
Service Category Description
Benefit Description

Question - — i} T |Response T
Hmynmnm Minimurm nov.m.<mmﬂn amount for Nutritional/Dietary Benefit: 1 - I wﬂmoﬂ ........ T T
Indicate Maximum Copayment amount for Nutritional/Dietary Benefit: 1 $0.00

m:&nmnm Minimum Copayment amount for Counseling mmgnmﬂ $0.00

.Hﬂnznmnm Maximum Copayment amount for Counseling Services; 1 ) - $0.00

Indicate Zlﬂ:_:f_ﬂ Copayment amount for >_nm3m2<w Therapies: 1 $0.00

.H%ﬂm Maximum Copayment amount for Alternative Therapies: 1 o . _ $0.00

_Hm autherization reguired? | N No

Tm a referral required for Other Defined mcv_u_m:m@ Benefits? B No “
|Health Education Notes: This program provides health information and promotes healthier .

lifestyles. It includes interaction of qualified health professionals

(health educators /Nutrtionist) with you on specific disease
conditions such as (but not limited to): hypertension, diabetes,
congestive heart failure, and smoking/tobacco use, This program _
provides health education material, group interventions and
telephone-based education on nutrition and weight management _
| based on vour health by health educators.

|Rerrote Access Technologies (Nursing Hotline) Notes: Teleconsulta - Nurse line for health consultations, available 24
hours, 7 days a week. If you are sick, hurt or need health related

advice, the nursing professionals will offer you guidance to help you

decide whether you should make a docter's appointment, visit an

emergency room, or they will offer you self-care instructions to help

alleviate your

symptoms safely, in the comfort of your home.

Counseling Services Notes: Teleconsejo (Emotional Support Line) - 24/7 access to counselors |

trained to provide emotional support for issues such as anxiety,
emgctional crisis, depression, and life events such as loss of family
members or friend, economic hardship or financial issues. Health
needs assessment on mental conditions and support to coordinate
|services or locate available community services.
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Service Category Description

Benefit Description

= Lo —_——t e — =

14e Other Medicare-Covered Preventive Services

Question _ Response
Hmn.__mm.nm 3_.23:3Lnonm<:.hm:ﬂ amount for Zmn_mnm_.m.-no<m_.ma m_mcnm?.m.,m“.@,_,slo_ 1 - | $0.00 . i _
Indicate Maximum Copayment amount for Medicare-covered Glaucoma Screening: IH B !ﬂo.oo ) )
Indicate _,ﬂs_:._cﬂg Copayment amount for Medicare-covered Diabetes Self-Management Training: HI $0.00
_ﬂn_._nmnml_smxmaca Copayment amount for Medicare-covered Diabetes Self-Management Training: 1 . $0.00 T - N T _
“H:n:nmnm Minimum Copayment amount for Medicare-covered Barium Enemas: 1 $0.00 ) - T - _
| Indicate Maximum Copayment amount for Medicare-coverad Bariurm Enermas: 1 B .mmoo|| ._
Indicate Minimum Copayment amount for Medicare-covered Digital xmnlnm_ Exams: 1 $0.00 _
Indicate Zmlx._:._:_j Copayment mﬂ.o::.n for Medicare-covered Digital Rectal Exams: 1 $0.00 |I - |_
mﬂ%nmﬂm Minirmum Copayment amount for Medicare-covered EKG following Welcome Visit: 1 $0.00 .
| Indicate Maximum Copayment amount for Medicare-covered EKG following Welcome Visit: 1 $0.00 .
Indicate Minimum Copayment amount for Qther Medicare-covered Preventive Services: 1 mmoa |
m Indicate Maximum Copayment amount for nﬂm:m_, Medicare-covered Preventive Services: 1 $0.00
_ Is authorization required for Medicare-covered Glaucoma Screening? No
Is authorization required for Medicare-covered amﬁmmm_?zmﬁm@m:’m:ﬁ Training? No I
Is authorization required for Medicare-covered Barium Enemas? ;_mmv: = B -"
Is authotization required for Medicare-covered Digital Rectal Exams? - No o B - |
Is authorization required for Medicare-covered EKG following Welcome Visit? No .
Hlm mcln:onwmzo: required for Cther Medicare-covered _uﬂm<m3£<mmﬂ<_nlmml..\ - No
.Hm a referral required for any Services? B B No

Service Category Description

Benefit Description

15 Medicare Part B Rx Drugs and Home Infusion Drugs

Question

__ Respanse
Is there a Maximum Enrollee Out-of-Pocket Cost? - I[No
. LN
E:ﬁ an enrollee Coinsurance? . _ No B _.._.% A I,rn.ws. 3 -
Is there an enrollee Copayment? |No -.. ____.Ooﬂaﬁo Mo | __._.
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16a Preventive Dental Services (Oral Exams, Prophylaxis (cleaning), Fluoride Treatment, Dental X-Rays) I
Service Category Description

Benefit Description

mw:mm@o: = = k —— - Response .
Select the Dental X-Rays periodicity: T N | .O:._m_.\ Describe
Is there a service-specific Maximurn Plan Benefit Coverage amount? [No
Is there a service-specific Maximum Enrollee Cut-of-Pocket Cost? _ No
Is there an enrollee Coinsurance? [No -
Is there an enrollee Deductible? B | No
H.m there am:no__mm Copayment? - - — No T T
Indicate Minimum Copayment amount for Oral Exams: 1 |$0.00
Indicate Maximum Copayment m_.:ﬂnnl_no_. O_.m|Wme:.m" 1 . $0.00
Indicate Minimum nonm<:ﬁ:ﬂumqﬁc:ﬂ for Prophylaxis (Cleaning): 1 . $0.00
Indicate 3mx_.:|E:|4 00uw<3m:n amount for P.o_u:,\_mx_.mﬂumma:ov” 1 $0.00 a
Indicate Minimum Copayment amount for Fluoride ,_a,;_,mmﬁ:m:n_ 1 l.wo.loo - o
Indicate Maxirmum Copayment amount for Fluoride Treatment: 1 B $0.00 [
Indicate Minimum Copayment amount for Dm_...mm_ X-Rays: 1 — $0.00 __
Indicate Maximum Copayment amount for Dental X-Rays: 2 $0.00 ) _
Mmcﬁbonmm:os required? - . No |
Is a referral required for Preventive Dental Services? B No |
Notes: - | aﬁo (1) Panoramic image or H:?Hm_ complete series including
| bitewings, every three years. Once the member has used the _
Panoramic images or Intracral complete series, the radicgraphic |
images limit has been reached for those 3 years. Up to (6) |
radiographic images include up to (4) periapicals and up to (2)
- B .Enmé_:@m images per year. “

16b Comprehensive Dental Services (Non-Routine, Diagnostic, Restorative, Endodontics, Periodontics, mxs.mnmm.._m. 1.6M_..oo_ozzom. Other Oral/Maxillofacial
Surgery, Other Services)

Service Category Description |

Benefit Description

Question _ Response

_Uomm the plan provide Comprehensive Dental Items as a supplermental benefit under Part C? _<mm

28/40
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16b Comprehensive Dental Services (Non-Routine, Diagnostic, Restorative, Endodontics, Periodontics, Extractions, Prosthadontics, Other Oral/Maxillofacial
Surgery, Other Services)
Service Category Description
s - Benefit Description o —i et == g e~
o=m.mmo= ~ i |l. L I _ Response
ﬂ-.n__nmnm Maximum Copayment amount for Non- _.ocam Services: 1 $0.00 o
| Indicate Minimum Copayment amount for Diagnostic mmEMmm" 1 o $0.00 i
Indicate Maximum Copayment amount for Diagnostic Services: 1 $0.00 - |
Indicate Minimum Copayment amount for Restorative Services: 1 $0.00 . | ;
Indicate Maximum Copayment amount for Restorative Services: 1 ..,.a_wo.oo ) .
Indicate Minimum Copayment amount for Endodontics: 1 . $0.00
Indicate Maximum Copayment amount for Endodontics: 1 N $0.00 _
HI:%nmnm Minimum Copayment amount for Periodontics: 1 $0.00 .
Indicate Maximum Copayment amount for Periodontics: t $0.00 - |
H:asmmwgmm Minimum Copayment amount for Extractions: H| $0.00 .
Indicate Maximum Copayment amount for Extractions: 1 $0.00
|l Indicate ﬁ_:‘c_ﬁ Copayment amount for ?om.njoao::nlm.amﬂ nw.m_\zmx___omm._m_ mcﬂmm.? Other .m.wo.oo
_ Services: 1 =
|[Indicate Maximum Copayment amount for Prosthodontics, Other Oral/Maxillofacial Surgery, Other $0.00 - |
. Services: 1 |
_Mm yozmmzo: required? o o - __<mm B
Is a referral required for Comprehensive Dental Services? B _:/_o

30/40



Ov/lE

100-1z .
CIBUMIN OEE%U.___ _ﬂ 1eak Asoag|

-— - =

CANoipodad Suex3 2A3 aUINoyY Y3l 12312S

757 T

1sexg 945 2UIINOY 40) SWEXS JO JAQUINU BIBIIPUL

ESMEXT DAY BUIINGY 104 PRLIUN J1JSUBqg SIUT S]

Arm\ 1squinu aempur ‘on |
- Aaojepueiy

1s.uexg aAg auInoy 404 J48uaq Hu adAy uum_mﬂm.

18Y10 swex3 2A3 suinoy .

1}jeuUBq pasurRyUS 19395

mm>.

E Um:an_mmz [

0 Hed Japun Emcmn_ |leuawaddns e se swexg 943 mu_>o._n_ ueld 9y3 se0q|

:o_amazo

uondpseq Jaueg

uondudsag AtobBajed ao1Al9g

swiexy aAg es1

*podsy Ag ‘ounpasoud Atsbuns |elo
paisadsun ‘uoisa) Jad T-Asdoig desd Aleas juelpenb sad T -anssi
1405 ss22s5qe Jo abeuleap pue uoIsIZuT ‘ay Jod Yio01 ad T-pajoedu
A0 3004 pasodx2 ‘y300] paldnus Jo uolyzelixy (ABRing IO / "SIedA
§ 481 [1uUn pade[dsd 8¢ JOUURD pue IAISN[OXa Ajlenin aue sjueidu |
Uo SaJNjusp pue s|g|ued / JengipuBw -ysle SNoNuaps 10} sunjusp
Igeacwial pajoddns juaiinge/uejdu] / -AlgjIXew-yoie snonjuspa

J0oJ sunjusp a|geacuas payoddns Juawinge/jued] / siesi

5 AISAl saunjusp sseq jqixald IBaA § AI9Al yole dad T-sauisy
‘s1ah g Aeas youe Jad 1-9seqay ‘siseyisold Jad siesh g Jo

pouad e ul ssped Jiedal g-saeday ‘uuow 9 03 dn 394 sisayIsod Ay
Ul PSpnjoul sle sjualsnipe ||e uolussul [e1jiu] syl Joye-siuswisnipy
SIe8A § AIDAS Youe Jad T paloA0d 3G [|M SISTUISOId S|qEACLIDY

4o Juawsoeld sy -jucpoyiseld / 94 4od yiool 1ad 1 spidsnoig

pue Yooy Jouaue 104 Susuleallay ‘sprdsnalgq pue yissl touaiue
Joy Adeisayy |eued J00y “jusueuwusd Jo Atewud Jo) Justepugap (edind
‘Awolodind J1anadesay | ‘Buiddes dind 1920ipu 10 103010 1MOJj04 SB
9y)1 aad Y3007 19d T-soj3uopepus / sixejAydold 3se| ayy aous Adesayy
|euopauad pspniouos Yluow -XIs AsAD T ~-20UBUIIUIBLL [BILOPOLad
YIUOW A[PM] AIDAD T -JUBWILGepP YInow ||N4 ‘sIe3A om] Alsaz
juedpenb Jad 1-afe330ino pue Bulueld 300y (SI1IUOPOUSd [ 24|

Jed yioo3 Jad 1-{yissl Ageq) yiea3 Alewud U0 umOlD 9915 SSS|UIEIS
pajesuqejald ‘o)) 4ad 410071 Jad Juawleal) T-5U0IIBI03SSI 9AI3I910.d
'si2aA § AI9AT Ul00] Jad T-uoljualal uld pue dn ping aJoD ‘syiuou
7 Al9AZ-SUOIJRI0]53U UISSY muu_mon_Eou pue mbmm_m_t,q BAIIBI0]STY

m um.._am_mmu_

e

O e —

.._o_uma_._o

" uopdudseg wousy

vondiasaqg Aiobaje) aonlas

| jepEjO|IXE /1e10 J3HI0 ‘SAUOPOYISOId ‘SUOJIDEIIXS “SOIUCPOLIad ‘SHIUOPOPUT ‘aAIlel0)5ay ‘olisoubeld ‘aupIncy-uoN) S0}AI5 |RIUSA sAIsuayasdwo) qot

{5e3IA198 JaYi0 ‘Aebing __




17a Eye Exams

Benefit Description

Service Category Description

Question

Response

Enter name of Other Service:

Eyewear eye exam

Select type of berefit Hoﬂ Other Service:

Mandatory

Is this benefit unlimited for Other Service?

[|No, indicate number

Indicate quantity for Other Service: B 11

Select the Other Service periodicity: - |Every year

Is there a service-specific Maximum Plan Benefit no<m_.mum3§::$ | No

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

Is there an enrollee Ceinsurance? No

Is there an enrollee Copayment? zo |
Indicate Minimum Copayment amount for Medicare-covered Benefits: 1 $0.00 __
Indicate zmu...._._.EB noumﬂ.mmn m_.:oc:ﬁ for Medicare-covered Benefits: 1 = wo.loo ] _
Indicate Minimum Copayment ameunt for Routine Eye Exams: 1 $0.00 B | -

Indicate Maximum noum?._ml_# amount for Routine Eye Exams: 1 o | wo.ool . -

Indicate Minimum Copayment m:dc:moq. Cther Service: 1 $0.00 N N

Indicate Maximum Copayment amount for Other Service: t — - $0.00

Is there an enrollee Deductible? o No

Is authorization required? No

Is a referral required for Eye Examns? No

Notes: The ﬂocst m<mIme:._ is the test performed by the physician to
evaluate the need to have eyewear, If eyewear is needed, the plan
will cover under the Other eye exam, consultation and prescription
for eyewear including refraction. |

17b Eyewear
Service Category Description
Benefit Wmmn-.m_un_o: M | L
Question . _.mmmuuamm — — —
Does the plan provide Eyewear as a supplemental benefit under Part C? =<mm
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i8a Hearing Exams
Service Category Description

Benefit Description

.D:mmﬁmo_..

Seiect type of benefit for Routine Hearing Exarms:

Mandatory

Is this benefit unlimited for Routine Hearing Exans?

No, indicate number

Indicate number for Routine Hearing Exams:

1

Select Routine Hearing Exams periodicity:

Every year

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

Mandatory

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

No, indicate number

Indicate number for Fitting/Evaluation for Hearing Aid:

1

Select Fitting/Evaluation for Hearlng Aid periedicity: _

Every year

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

|No

Is there an enrollee Deductible? - |No

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? .m._.mo

Is there an enrollee Coinsurance? |[No

Is there an enrollee nouw<:w:ﬁw Ino

Ingdicate Minimum Copayment amount for Zmn_mnmﬁm-no,an_ Benefits; 1 $0.00

Indicate Maximum Copayment amount for Medicare-covered Benefits: 1 " $0.00

.H:Qﬂ“mnm Minimum Copayment amount for Routine Hearing Exams: 1 - . $0.00

Indicate Maximum Copayment amount for mocz:mmmz:m Exams: 1 |.:..wo.oc ]
Hls.,.__nmnm Minimum Cepayment amount for Fitting/Evaluation for Hearing Aid: 1 |$0.00

Indicate Maximum Copayment amount _“oﬂ_uﬂﬂﬁm:m\m<m_:mﬁ._oz for Immﬁmﬂa“ 1 . _ $0.00

Is m:n:o:.ﬂ:o: _.wnc:.m% - No - B B

Is a referral required for Hearing Exams? ) No -
_ =3 18b Hearing Aids _

Service Category Description _

= ST Benefit Description |
|Question i . Response .
| Does the plan provide Hearing Aids as a supplemental benefit under Part C? Yes

||Select enhanced benefits:

Hearing Aids (all types)
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19a Reduced Cost Sharing for VBID/UF /SSBCI .
Service Category Description

Benefit Description

e e

wmm_uo:mm

Does your organization offer provider incentives for offering or engaging beneficiares in S_ﬂv No |
|[activities?

O:mmn_o:

| Program Connectedness: Please check the way that advance care plans and/or advance directives are | Electronic Health Records/Electronic Medical Records;
connected from your program to access points of care. Provider/Patient portals; Health Information Exchanges; Data

Warehouses
Expected Number of Beneficiaries to be Engaged Annually: |_.m§m
Does your VBID/MA Uniformity Flexibility/SSBCT benefit offer Part C reductions in cost? ___zo

19b Additional Benefits for VBID/UF /SSBCI
Service Category Description

| Benefit Ummn_._vn_c:

Question Response I
Does your VBID/MA Uniformity Flexibility/SSBCI benefit offer additional Part C benefits? |Yes B
How many packages do your Additional Benefits contain? (1-15) 2 -

19b Additional Benefits for VBID/UF/SSBCI - UF Package 1

Disease States: Chronic O_umn.._._nu:_.m _uc_:._o:mq< Uﬁmmwm nnOqu. Congestive Heart Failure (CHF); Other 1; On—_m_. N. Other 3; Onwm_. 4; On_._m_. 5

PBP mmnn_os =nuﬂmuo_.< _ D—_mmﬂ_o: a_wmm_uosmm ’ |
1%b Additional ] Is this package muu__nm_u_m no VBID or _<_> c:_ﬁo:j_g Flexibility or MA Uniformity Flexibility
Benefits for SSBCI?
VBID/UF/SSBCI )
Which disease states does this benefit apply? (Select all that Chronic Obstructive Pulmonary Disease {COPD); Congestive Heart
1] _ apply): Failure (CHF); Other 1; Other 2; Other 3; Other 4; Other 5
_ | T _ e _—
_ Other 1 Description: Oncology patients with active chemo by infusion
| Other 2 Description: | Acute Stroke _
— —r — T
Other 3 Description: Hip Surgery _
Other 4 Description: Knee Surgery B ﬁ
Other 5 Description: Open Heart Surgery _
Does the enrollee need to have all diseases selected to gualify? |[No _
Does the enrollee need to have a combination of diseases selected |No —
_ to qualify? If yes, describe in notes. I
) _
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19b Additional Benefits for VBID/UF/SSBCI - UF Package 1

U_mmmmm States: Chronic Obstructive vc_ao:ml U_mmmmm AnOvE.. nc:ummnim Heart Failure (CHF); onwm.. alp oz_m_. 2; Other 3; Other 4; Other 5

_uw_u Section

Category  |Qu

D:mm_uo_..

Response

In-Home mccno; Services Notes:*

| Benefit consists of in home support for activities of daily living m:n:
as: Help with bathing and with dressing, Transferring or mobility
help in the home, Light housekeeping (cleaning, laundry, dishes},
Meal preparation, Help with medication reminders, This benefit
provides for an in-home health aide on activities of daily living due
to health issues not otherwise covered under any other Medicare
benefit, Covers up to 48 hours of care in & calendar year (four {(4)
hours per day for a maximum of 12 days in the calendar year).

19b Additional Benefits for VBID/UF /SSBCI -~ UF Package 2

U_mmmmm States: n—:d_...n Obstructive _u_.__:._o:mé Disease nnOvE. no:mmmnz,m _._mm_.n Failure {(CHF); On_..m_. 1; Onsmq N. Other 3; o:..m_. n Other 5

_uwv mmnﬁ_o: 7_nmnmuo_.< 1 D:mmn.o: wmuuozmm |
19b [[Additional Is this package muv__nm_u_m to VBID or MA Uniformity Flexibility or |ssBCT
Benefits for SSBCI?
I VBID/UF/SSBCIL _
_ Is there a prerequisite for any additional benefits for this package? No H_
| | Select all the Non-Medicare-covered additional benefits offered in || 13i-O: Non-Primarily Health Related Benefits for the Chronically Il _.
I - this package: (Other) I
_ Are any benefits exempt from the plan-ievel deductible? No __
Are you offering retroactive reimbursement? No _
Is there a maximum benefit amount? No
Notes: After member's clinical identification process they will be sent a
| card with allowance for the purchase of groceries, groceries |
delivery charges and thorough house cleaning performed by a
contracted prefessional. Funds will be deposited once every quarter
| | of the year while the member remains active in ﬁjm..m.ﬁblllf.r
19b - 13i Additional mm_mnn what Other type of benefit your Non-Primarily Heaith _Nm_mﬁmn Other 1; Other 2
Benefits for Benefits for the Chronically Il includes:
VBID/UF/SSBCI
= Non-Primarily
Health Related
Benefits for the
Chronically Il
Enter name of Service: Groceries and cleaning services card
. Select type of benefit for Other 1: Mandatory
“_ _ Is there a service-specific Maximum Plan Benefit Coverage amount? |Yes
1 n Indicate Maximum Pian Benefit Coverage amount: 375.00
— - -
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19c¢c VBID Hospice
Service Category Description

Benefit Description

_FO:mmmo_._ __xmmno_._mm
Is there an enrollee Coinsurance? _ No
Is there an enrollee Copayment? No
Is there an enrollee Ceinsurance? No
Is there an enrollee Copayment? I No
Is there an enrollee Coinsurance? No
Is there an enrollee Copayment? No
|Is there an enrollee Coinsurance? No
| 1s there an enrollee Copayment? No
Mandatory supplemental benefits for enrollees that elect hospice? Yes ‘__
Enter the Maximum pilan benefit amount: 0.00 _
|Are hospice supplemental benefits contingent upon receiving services from an in-network provider? Yes _
|[Coverage of primarily and non-primarily health related items to ameliorate the functional/psychological | No
impact of hospice enrollees’ health conditions and reduce avoidable emergency and healthcare
|[utilization.
Temporary coverage of room and board in a residential facility as determined by a beneficiary’s need No
||for custodial and activities of daily living care without a caregiver or other residence to discharge to.
” Reduced cost sharing for unrelated medical care services received during hospice election No
Other mandatery supplemental benefits Yes
Describe other mandatory supplemental benefits: In-Home Support
Hospice notes In-Home Suppert Benefit -The benefit consists of qualified staff in-
home support for activities of daily living such as:
Help for bathing and dressing, transferring or assistance for mobility
at home, light housekeeping (cleaning, laundry,
cleaning dishes), meal preparation and help with medication
reminders. One 4-hour visit per week as long as the
member participates in the hospice program with a contracted in-
network provider.

1 This row is populated in the PBF Benefit report with a $0 copay because the plan has Indicated no copayment and no ceinsurance in their PBP Data entry.
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Do any of your outpatient services have
tiered cost sharing? {Please note: Inpatient
Hospital services that have tiered cost
sharing are entered in Section B of the PBP
software)

No

Part D Benefit Data

Benefit Plan Data Benefit Pian Data
Beductible 445 Pre-ICL Cost Shares See below
[Initial Coverage Limit 4130 Enrollee Out-of-Pocket Cost Thresheold $6,550.00/Every year
OON cost sharing structure Standard Retail Copay/Coinsurance plus a Quantity Limits Yes
differential between the OON billed charge
and the Standard Retail allowable
Prior Authorization Required Yes Step Therapy Plan Yes
You pay for Over-the-Counter medications  |Yes OTC Medication Attestation statement: Per |Attest
(OTCs) under the Utilization Management the CY 2009 Call Letter, an MAD cannot offer
Program the same OTC drug under both its Part C
supplemental benefit and its Part D benefit. |
attest any OTC drugs that are covered under
Part C are separate and distinct from OTC
drugs covered under Part D.
Offers OTCs as a part of a formal Step Yes Pharmacy Network Commponents Standard/Preferred Retail; Out-of-Network;
Therapy Pretocol submitted for review and Standard Mail-Order; Long-Term Care
zpproval by CMS?
Utilizes floor pricing Yes Formulary Exception Tier 4
Do you apply a second less expensive cost  |No Notes Available No
sharing ievel for all generic drugs approved
for formulary exceptions?
Sponscr attestation Sponsor attests that it will comply with 42 Does plan utilize ceiling pricing? No
CFR 423.154.
Cost Shares Above the Threshold The greater of $3.70 for generic or a Are you implementing indication-based No
preferred multi-source drug and $9.20 for all formulary design?
other drugs, or 5%
Pre-Inltial Coverage Limit
Tier 1 Tier 2 Tier 3 - Tier 4 Tier 5 Tier 6
Tier Labet Preferred Generic Generic Preferred Brand ‘| Non-Preferred Brand Specialty Tier |Select Care Drugs
Tier Drug Type Generic Generic Brand Brand Generic; Brand | Generic; Brand
Tier Includes Part D Drugs Only Part D Drugs Only |Part D Drugs Only Part D Crugs Only Part D Drugs Only  |Part D Drugs Only
All drugs on formulary for this tier available |Yes Yes Yes Yes Yes Yes
at extended days supply -.
Drugs available at an extended day supply  |No No No Yes Yes No
for this tier limited to a 1-month supply for
the first fill?
Type of cost sharing structure Copayment Copayment Lopayment Copayment Coinsurance Copayment
Daily Preferred Retail Copayment $0.47 $0.50 $1.40 $3.17 50.07
Standard Retail/Preferred Retail Cost- 30 30 30 30 30 30
Sharing, 1 Month =
Preferred Retail Cost-Sharing, 1 Month $14,00 $15,00 $42.00 $95.00 $2.00
Copay
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How many packages does your Part D VBID
benefit contain?

Value Based Insurance Design Attestation




DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop WB-06-05
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAU SERVICES
CENTER FOR MEDICARE AND MEDICAID INNOVATION

DATE: May 20, 2020

Corntrato Nmero

21-001

TO: Vanessa Acevedo Caban
Triple-S Management Corporation
1484 Av. Franklin Delano Roosevelt
San Juan, Puerto Rico 00920

FROM: Laura McWright, Deputy Director, Seamless Care Models Group, Center for
Medicare and Medicaid Innovation

Subject: Medicare Advantage Value-Based Insurance Design Model Application —
Calendar Year 2021

Thank you for vour application to the Centers for Medicare & Medicaid Services (CMS)
Medicare Advantage Value-Based Insurance Design (VBID) Model, on behalf of Triple-
S Management Corporation.

We have determined, on a provisional basis that the plan benefit packages (PBPs) and
specific VBID model components referenced in your updated application meet the
Model’s requirements and thus make your organization eligible to participate in the

VBID Model. Accordingly, your organization is authorized to submit a calendar year
(CY) 2021 Medicare Advantage (MA) or MA prescription drug (MA-PD) bid submission
that contains VBID benefits offered under authority of the VBID Model for the
contract(s) and PBP(s) listed on page 3.

This authorization should not be construed as final approval by CMS of the VBID Model
benefits described in your application or final confirmation that your organization is
eligible to participate in the VBID Model for CY 2021. Your acceptance into the VBID
Model for CY 2021 will become final upon full execution of the CY 2021 MA contract
which includes an addendum for participation in the Model. Until such time, CMS
reserves the right to revoke this preliminary determination.

This authorization extends only to the specific VBID Model benefits, and for the specific
PBPs proposed in your application. Those PBPs are listed at the end of this memo. If
CMS has granted your organization an exception from one or more Model eligibility
requirements, the contingencies and caveats of that exception continue to apply. This
authorization should not be construed as approval or disapproval of any other element of
your MA or MA-PD product offering, including marketing and communications plans for
VBID Modetl benefits, which may have been described in the application.

Please follow instructions to be issued by CMS and the Office of the Actuary for the
proper inclusion of VBID Model benefits in your CY 2021 bid submission and
submission of supplemental formulary files, if any. All bids submitted must 1) comply






with CMS requirements for benefits offered in the VBID model; 2) be consistent with the
benefit proposals and the actuarial or financial information contained in your application,
as modified or clarified in subsequent written communication with CMS prior to this
notice, unless otherwise approved by CMS in writing; and 3} not be structured to
discriminate against any Medicare beneficiary.

Should you wish to withdraw your application for one or more PBPs, please notify the
VBID Model team in writing at VBID(@'cms.hhs.cov.

You may also request to make changes to the approved interventions or financial
projections contained in your application by contacting CMS at the same address. Prior to
bid submission, CMS will allow incremental changes to proposed interventions, but only
where good cause is shown. After bid submission, CMS will only allow changes of a type
typically allowed for MA and Part D benefits after bid submission, such as those required
in response to CMS bid desk review findings, or made during rebate reallocation.
Allowance of changes to approved VBID Model components is a matter of CMS
discretion, and CMS may require resubmission of actuarial documentation to account for
proposed changes.

A condition of this authorization is that you obtain prior approval from CMS for the
publication or release of any press release, external report or statistical/analytical material
or other similar material that references your participation in the VBID Model. External
reports and statistical/analytical material may include papers, articles, professional
publications, speeches, and testimony. The CMS will make reasonable efforts to

complete its review expeditiously. Any material submitted to CMS for prior approval that
is not disapproved in writing by the CMS within 30 calendar days after receipt by CMS
will be deemed approved. You must also include the following statement on the first page
of all external reports and statistical/analytical material that are subject to this paragraph:
“The statements contained in this document are solely those of the authors and do not
necessarily reflect the views or policies of the CMS. The authors assume responsibility
for the accuracy and completeness of the information contained in this document.” This
condition will remain until the signing of the CY 2021 MA contract, whose terms will
govern this subject.

We appreciate your interest in the VBID Model and look forward to your participation.
Please continue to adhere to the terms of the VBID Model’s Request for Applications,
and monitor communications from the CMS for additional guidance to VBID Model
participants.

Sincerely,

Laura McWright
Deputy Director, Seamless Care Models Group, Center for Medicare and Medicaid
[nnovation






The below contract(s) and PBP(s) for Triple-S Management Corporation are
provisionally approved for participation in the VBID Model for Contract Year 2021:

H4005-001-000
H4005-004-000
H5774-003-000
H5774-005-000
H5774-023-000
H5774-027-000
H5774-031-000
H5774-033-000
H5774-022-000
H5774-024-000
H5774-025-000
H5774-026-000
H5774-028-000
H5774-032-000

Confrate, Nermen

21-001|







